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Howard  O.  Smith.  M.D..  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
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S.  W.  Hughes,  M.D, 

CARDIOLOGY 
W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,F.A.C.O.G. 
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RADIOLOGY 
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Howard  O.  Smith.  M.D.,  F.A.C.S. 
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Harry  W.  Slade,  M.D.,  F.A.C.S. 
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Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Director-Coordinator,  Nursing  Service: 

T.  G.  Newton,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutching-s  Smith 

Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hosnit’al  wa^ 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898.  nospitai  was 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 

other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 
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Gastroenterology 

P.  E.  Luecke.  Sr..  M.D..  D.A.B.P.,  F.A.A.P. 

William  H.  Potts,  M.D..  F.A.C.P..  Internal  Medicine 
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Richard  M.  Smith,  M.D.,  F.A.C.P.,  Internal  Medicine 
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Disruptive  anxiety  usually  meets  its  match  here. 


• Often  effective  when  reassurance  and  counseling  are  insufficient 

• Three  dosage  strengths  to  meet  most  therapeutic  needs. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have 
i rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
, prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbitu- 
, rates,  have  been  reported.  Use  of  any  drug  in 
I pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions:  . * 

ORAL:  In  the  elderly  and  debilitated  and  in 
children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to 
. preclude  ataxia  or  oversedation,  increasing 
' gradually  as  needed  and  tolerated.  Not  recom- 
. mended  in  children  under  six. 

INJECTABLE:  Keep  patients  under  observa- 
' tion,  preferably  in  bed,  up  to  three  hours  after 
initial  injection;  forbio  ambulatory  patients  to 
operate  vehicle  following  injection;  do  not 
administer  to  patients  in  shock  or  comatose 
, states;  use  reduced  dosage  (usually  25  to  50 
mg)  for  the  elderly  or  debilitated  and  for 
children  age  twelve  or  older. 

ORAL  AND  INJECTABLE:  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 

. carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
. compounds  such  as  MAO  inhibitors  and 
I'  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyper- 
■ active  aggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  Irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

With  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage;  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
(See  Precautions.) 

For  Parenteral  Administration:  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium®  (chlordiazepoxide  HCI) 
Capsules— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Pre- 
scription Paks  of  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampu/s— Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions. Boxes  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Librium 

(chlordiazepoxide  HCI) 

5 mg, 10  mg, 

25  mg  capsules 


j,  Please  see  following  page. 
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Please  see  preceding  page  for  summary  of  product  information. 
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ON  THE  COVER 

Changing  attitudes  toward 
women  entering  previously 
male-dominated  fields, 
such  as  medicine,  are  re- 
flected in  a series  of  inter- 
views with  physicians  repre- 
senting three  different  gen- 
erations. This  month,  Texas 
Medicine  features  two  ar- 
ticles, beginning  on  p 88, 
which  explore  the  role  of 
women  in  medicine  in  Tex- 
as. Photo  credit:  archival 
collection.  Medical  College 
of  Pennsylvania. 

NEXT  MONTH 

Scientific  articles  scheduled 
for  February  include  report- 
ing child  abuse;  iatrogenic 
diphenylhydantoin  intoxica- 
tion; alcohol  and  alcohol- 
ism; legal  abortion  in  Bexar 
County;  interpreting  serum 
copper  levels  in  Hodgkin’s 
disease;  radiology  quizzes, 
and  non-narcotic  drug  de- 
pendence. A feature  article 
will  explore  some  of  the 
folk  medicine  traditions 
which  still  influence  seg- 
ments of  Texas’  citizenry. 


Serving  Texas  Physicians  for  Over  45  Years 

Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


Established  Over  i.5  Years 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  45  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints. water- 
marks and 
surface  stains. 

22  oz.  economy 
$3.00  F.O.B.  Plant 


Factory  Direct  Sales 
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TEXAS  MEDICINE 


ANNOUNCING... 

A short  term  Psychiatric  Diagnostic  and  treatment  service  

for  adolescents  . . . 

Utilizing  . . . the  experienced  staff,  program  and  full 
resources  of  the  Brown  Schools,  Austin,  Texas. 

For  . . . In-Patient  psychiatric  evaluation  and  treatment  . . . 

Individual,  Group  and  Family  Therapy  ...  24  hour  Nursing 
Services.  Therapeutic  Activity  and  Recreation  Programs. 

P.O.  Box  4008  / Austin,  Texas  78765/  Out-of-State:  [800]  531-5305  / Texas:  [800]  292-5404 


THE 

BROWN 

SCHOOLS 


San  Marcos 
Austin 

Established 

1940 


lOSth  Annual  Session 
of  the 

Texas  Medical 
Association 

May  1-4,  ISTS 
San  Antonio 


PLAN  NOW  TO  ATTEND 
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NEWS 


Report  analyzes  distribution  of  Texas  physicians 

The  non-federal  physician  population  in  Texas  has  been  increasingat 
a rate  more  than  double  that  of  the  civilian  population. 

This  fact  is  just  a sample  of  the  information  compiled  by  theTexas 
Medical  Association  Office  of  Medical  and  Health  Manpower  in  its 
recently  published  report,  Distributioji  of  Physicians  in  Texas, 
1972.  The  report,  issued  in  November,  gives  the  latest,  most  accurate 
statistical  profile  of  physicians  in  Texas. 

Areas  analyzed  by  the  study  include  non-federal  physicians  in  Texas, 
non-federal  physicians  in  direct  patient  care,  non-federal  physicians 
in  graduate  training,  distribution  of  non-federal  physicians  by  geo- 
graphic area,  and  federal  physicians  in  Texas. 


Findings  reflect  needs  in  primary  care 

Among  the  general  conclusions  drawn  from  the  analysis  of  the  non- 
federal  physician  population  arethefollowingsignificant  points.  1) 
Between  1959  and  1972,  the  non-federal  physician  population,  in- 
cluding inactive  and  not  classified,  increased  53%,  while  during  the 
same  period  the  civilian  population  of  Texas  increased  by  approxi- 
mately 20%.  2)  The  percentage  of  all  non-federal  physicians  indirect 
patient  care  in  the  primary  care  specialties  (general  practice,  inter- 
nal medicine,  pediatrics,  obstetrics/gynecology)  has  been  declining 
for  almost  ten  years  and  an  imbalance  is  developing  between  the 
number  of  “first  contact"  physicians  and  other  specialists.  3)  The 
number  of  physicians  in  direct  patient  care  in  general  practice  has 
declined  byanaverage  of  25  peryearduringthe  1968-1972  period. 
The  age  distribution  of  general  practitioners  has  been  such  that  the 
specialty  has  lost  more  physicians  due  to  death  and  retirement  than 
it  has  gained  by  entering  physicians  from  the  graduate  training  pro- 
grams in  Texas  or  through  in-migration.  4)  While  the  non-federal 
physician  population  in  direct  patient  care  increased  13.6%  during 
the  1968-1972  period,  the  physician  population  in  direct  patient  care 
in  the  primary  care  specialties  increased  only  5.5%  which  was  barely 
in  excess  of  the  growth  of  the  civilian  population  during  that  period 
(4.9%).  Duringthe  same  period,  the  non-federal  physician  popula- 
tion in  direct  patient  care  in  the  non-primary  care  specialties  increas- 
ed 22.9%. 
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Subsequent  reports  due 

The  1 56-page  report  is  the  most  comprehensive  compilation  of  medi- 
cal manpower  statistical  data  ever  undertaken  by  TMA.  Subsequent 
reports  will  be  issued  every  year. 

Approximately  450  copies  of  the  report  have  been  distributed  to 
health  related  and  health  care  planning  groups  within  organized  medi- 
cine, state  and  regional  governmental  units,  medical  schools,  the  re- 
gional office  of  the  Department  of  Health,  Education  and  Welfare, 

Blue  Cross-Blue  Shield,  and  others. 

Legislative  conference  scheduled  for  Jan  18; 
state  and  national  issues  to  be  discussed 

The  resources  of  the  American  Medical  Association’s  Washington, 

DC  office  staff  will  be  transported  to  Texas  via  speaker  phone  during 
the  1975  Texas  Medical  Association  Conference 
on  Legislation. 

This  innovative  approach  to  bringingthe  most  up-to-date  legislative 
information  to  TMA  members  will  highlight  the  morning  session  of 
the  conference  slated  for  Jan  18  at  the  Joe  C.  Thompson  Conference 
Center  in  Austin. 

Presentations  by  the  AMA  Washington  staff  will  include  such  topics 
as  the  political  climate  for  enactment  of  national  health  insurance, 
bills  presented  to  the  94th  Congress,  including  Medicredit,  and  likely 
regulatory  changes  at  the  state  and  federal  levels.  These  presenta- 
tions will  be  followed  by  a question  and  answer  period  between  con- 
ference participants  and  the  AMA  representatives. 

Featured  guest  speakers  for  the  conference  will  be  Dr.  James  H. 
Sammons,  executive  vice  president  of  the  AMA;  Dr.  James  S.  Todd 
of  Ridgewood,  NJ,  memberof  the  AMA  Speakers  Bureau;  Henry  B. 
Gonzalez,  San  Antonio,  representative,  20th  congressional  district; 
and  William  P.  Hobby,  lieutenant  governor.  State  of  Texas. 

Panel  to  focus  on  state  issues 

An  afternoon  panel  session  will  focus  on  anticipated  medical  and 
health  issues  of  the  64th  Texas  Legislature.  These  statewide  con- 
cerns include  health  maintenance  organizations,  proposals  for  new 
medical  schools,  substitution  and  drug  legislation,  certificate  of  need 
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legislation,  and  proposed  licensing 
laws  for  allied  health  groups. 

To  provide  ample  opportunity  for  in- 
teraction between  conference  parti- 
cipants and  speakers,  the  closing  aft- 
ernoon session  will  be  devoted  to 
curbstone  consultations,”  informal 
round  table  discussions. 

Luncheon  duringthe  conference  will 
be  sponsored  by  TMA.  A hospitality 
hour  will  follow  the  conference 
sessions. 

Meetings  of  TMA  boards,  councils, 
and  committees  are  also  being 
planned  in  conjunction  with  the  con- 
ference weekend. 


AMA  assesses  members; 
refers  Texas  resolution 

Positive  action  was  taken  by  the 
American  Medical  Association  House 
of  Delegates  to  remedy  the  AMA’s 
serious  financial  plight  during  the 
28th  AMA  Clinical  Convention  Nov 
30-Dec  3 in  Portland,  Ore. 

House  approval  was  given  to  a special 
$60  mandatory  assessment  for  1975 
for  all  AMA  members  except  interns, 
residents,  and  medical  students.  The 
house  will  consider  a dues  structure 
in  June  1975  ‘‘contingent  upon  dem- 
onstration by  the  Board  of  Trustees 
of  stronger  economy  measures  and 
improved  executive  management  of 
the  Association’s  affairs.” 

It  was  reported  that  the  AMA  would 
end  1974  with  an  estimated  $3  mil- 
lion deficit,  despite  a concentrated  ef- 
fort to  reduce  expenditures  during  the 
last  two  quarters  of  the  year.  Primary 
reasons  for  the  deficit  are  continued 
pressures  of  inflation  on  fixed  costs 
and  increased  publishingexpense. 

The  year  1974  will  be  the  fifth  out  of 
the  past  six  years  in  which  a deficit 
occurred,  a situation  that  has  com- 
pletely eroded  the  AMA’s  liquid 
reserves. 

The  house  noted  that  the  unfortunate 
situation  of  fiscal  constraint  in  which 
the  AMA  has  been  placed  is  due  large- 


ly to  the  fact  that  in  1970  the  House 
of  Delegates  granted  only  one-half  of 
the  dues  increase  requested  by  the 
Board  of  Trustees. 

In  reviewing  AMA’s  finances,  dele- 
gates were  informed  that  the  1975 
budget  had  been  cut  to  the  bone;  the 
AMA  had  no  cash  to  meet  the  daily 
operating  expenses;  the  AMA  had  no 
ready  cash  reserve  for  the  months  of 
Octoberand  November  1974,  requir- 
ing the  AMA  to  borrow  approximately 
$1  million  per  month  to  meet  operat- 
ing expenses  for  October,  November, 
and  December  1974;  liquidation  of 
the  AMA  investment  portfolio  to  meet 
operating  expenses  would  be  unwise 
in  a depressed  market;  the  assess- 
ment of  $60  will  provide  new  dollars 
when  received;  and  the  need  for  ade- 
quate cash  reserves  precludes  expan- 
sion of  activities. 

After  careful  consideration  of  infor- 
mation regarding  the  finances  of  the 
AMA,  the  Texas  delegation  supported 
the  recommendation  of  the  Board  of 
Trustees  for  the  $60  assessment.  In 
addition,  the  Texas  delegation  pre- 
sented one  resolution,  and  took  an 
active  part  in  discussion  on  many  rec- 
ommendations and  questions. 

The  Texas  resolution  pointed  out  the 
draft  of  the  PSRO  (Professional 
Standards  Review  Organization)  Man- 
ual on  Long-Term  Care,  currently  be- 
ing prepared  by  the  Bureau  of  Quality 
Assurance,  US  Department  of  Health, 
Education,  and  Welfare,  would  re- 
quire pre-admission  certification.  If 
enacted  and  implemented,  these  re- 
quirements would  supersede  the 
judgment  of  the  patient’s  physician, 
be  expensive  to  taxpayers,  and  could 
delayby  several  days  the  proper  dis- 
charge of  the  patient  from  the  hospi- 
tal and  transfer  to  the  nursing 
home. 

The  Texas  delegation  solicited  the  ac- 
tive assistance  of  the  AMA  in  oppos- 
ing these  federal  requirements  con- 
cerning pre-admission  certification. 

In  view  of  the  many  complexities  in- 
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Accepted  Concepts  in  AnginaTherapy* 

• Nitrates  are  the  first  line  of  defense 
against  angina  pectoris 

• The  therapeutic  goal  of  oral  nitrate  therapy  ! 

is  an  anaina-free  patient 


Because  higher  dosage  often  is  necessary 

to  achieve  this  goaL.JVES  LABORATORIES  INTRODUCES 


■sorm: 

(isosorbide  dinitrate) 

20  mg. 

Scored,  oral  tablets 

' ^ ' 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg. /day) 


• To  provide  prophylaxis  against  anginal  attacks  often  caused  by 
unavoidable  everyday  stress. 

• To  reduce  the  frequency  and  severity  of  angina  pectoris  attacks. 
(Not  intended  to  abort  the  acute  episode.) 

♦ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences — National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows; 

"Possibly”  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings;  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 
Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 


Adverse  Reactions;  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 


May  we  send  you  reprints,  detailed  information  and/or  professional  samples? 


IVES  LABORATORIES  INC. 

New  York,  New  York  10017 
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volved  in  federal  certification  pro- 
grams for  long-term  care  patients, 
the  AMA  House  of  Delegates  referred 
the  Texas  resolution  to  the  AMA  Coun- 
cil on  Medical  Service  for  analysis 
and  for  presentation  of  recommenda- 
tions to  the  Board  of  T rustees. 

In  other  actions,  the  AMA  house  re- 
affirmed the  principle  that  every  phy- 
sician should  have  a broad  base  of 
medical  education.  The  AMA  adopted 
the  position  that  opportunities  should 
continue  to  be  made  available  for  a 
broad  first  year  of  graduate  medical 
education  for  new  physicians  who 
have  not  made  final  career  decisions 
or  who  will  be  entering  relatively  cir- 
cumscribed specialty  fields.  In  addi- 
tion, the  AMA  Council  on  Medical 
Service  was  instructed  by  the  house 
to  continue  to  meet  with  officials  of 
Aetna  Life  and  Casualty  in  an  attempt 
to  resolve  problems  which  are  pre- 
sented by  physicians. 

Annual  Session  to  offer 
postgraduate  courses 

Achieving  a first  fora  state  medical 
meeting,  the  Texas  Medical  Associa- 
tion Council  on  Annual  Session  has 
announced  a cooperative  venture 
between  T MA  and  the  American  Med- 
ical Association  and  its  Council  on 
Scientific  Assembly. 

The  AMA  will  conduct  four  Category  I 
continuing  medical  education  courses 
on  the  final  day  of  the  1975TMA 
Annual  Session  in  San  Antonio.  The 
courses,  scheduled  for  May  4,  are 
the  first  postgraduate  courses  to  be 
offered  in  conjunction  with  a state 
medical  meeting. 

Topics  for  the  courses  have  been  ten- 
tatively selected  by  the  TMA  Council 
on  Annual  Session.  These  topics 
include:  basic  electrocardiology, 
office  gynecology,  office  orthopedics, 
and  dermatology  for  nondermatolo- 
gists. Courses  will  be  four  to  six  hours 
in  duration,  depending  on  subject 
matter. 


Registration  fee  for  the  courses  will 
be  $10  per  credit  hour, 
courses  will  be  $10  per  credit  hour. 
Details  of  the  courses  regarding  spe- 
cific hours  of  the  courses,  course 
directors,  faculty,  and  others  are 
being  developed  by  the  Council  on 
Annual  Session’s  project  director.  Dr. 
Nicholas  C.  Hightower,  Temple,  with 
the  AMA. 

TMA  members  will  receive  further 
information  in  future  mailings.  Addi- 
tional information  on  the  1975 
Annual  Session  and  housing  arrange- 
ments may  be  found  on  p 143. 

Disability  definition 
to  be  changed  by  TMA 

TheTexas  Medical  Association  Com- 
mittee on  Association  Insurance  Pro- 
grams has  announced  that  it  will  rec- 
ommend to  the  Council  on  Medical 
Service  and  Insurance  in  January  that 
the  definition  of  total  disability  be 
changed  in  TMA’s  disability  income 
plan. 

According  to  Dr.  Richard  L.  Vardy, 
committee  chairman,  the  proposed 
definition  would  read  in  part  “. . . is 
unable  to  perform  the  substantial 
duties  pertainingto  his  occupation.” 
Dr.  Vardy  said  the  insertion  of  ‘‘sub- 
stantial” precludes  implications  that 
a claim  may  be  terminated  if  the 
insured  could  do  only  menial  tasks  of 
medical  practice. 

The  proposed  action  resulted  from  a 
November  meeting  of  the  committee 
to  pursue  reports  from  physicians 
that  some  competing  insurance 
agents  were  using  highly  questionable 
examples  regarding  what  might  hap- 
pen to  them  if  they  had  a claim. 
Examining  the  performance  record  of 
theTMAdisability  plan,  the  commit- 
tee noted  that  no  single  case  regard- 
ingthe  definition  of  total  disability 
had  been  submitted  to  TMA’s  arbitra- 
tion committee  since  the  inception  of 
the  plan  in  1955.  Just  priorto  con- 
sideration of  the  matter,  the  commit- 
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tee  reviewed  claims  which  had  existed 
fora  period  of  sixto47  months.  No 
claim  was  deemed  questionable  by 
Prudential  or  the  committee. 

At  its  meetingthe  committee  also  dis- 
cussed what  is  termed  the  “new  con- 
cept’’ in  disability  insurance  and 
advised  against  a change  in  the  cur- 
rent TMA  plan.  Essentially,  the  con- 
cept provides  for  payment  of  monthly 
disability  insurance  benefits  if  a spe- 
cialist can  no  longer  pursue  his  spe- 
cialty, but,  as  an  example,  is  able  to 
teach  in  a medical  school  orto  con- 
tinue the  practice  of  medicine  outside 
his  specialty.  Committee  members 
unanimously  concluded  that  such  an 
arrangement  is  not  consistent  with 
the  concept  of  disability  insurance.  In 
addition  to  requiring  a sizeable 
increase  in  premium,  committee 
members  felt  it  would  be  impossible 
toadministerthe  program  on  an  equi- 
table basis.  Forexample,  underthe 
“new  concept’’  a practitioner  in  a 
field  not  requiringfine  manual  dex- 
terity might  develop  an  arthritic  con- 
dition in  a hand  which  would  not  pre- 
vent him  from  continuing  his  daily 
practice.  A physician  who  suffers  a 
similar  arthritic  condition  and  whose 
specialty  requires  unrestricted  use  of 
the  hand  could  rightfully  claim  dis- 
ability and  receive  full  monthly  insur- 
ance benefits  forthe  duration  of  the 
policy  while  continuingto  work  in 
anotherfield  of  medicine.  The  com- 
mittee could  not  condone  all  members 
payingthesame  premium  with  such 
a wide  variation  in  the  classes  of 
insured  persons  who  may  or  may  not 
qualify  for  payment. 

Dr.  Vardy  urged  physicians  to  con- 
sider the  overall  benefits  in  a policy 
and  to  avoid  purchase  based  solely  on 
a single  benefit  which  may  appear 
attractive.  He  pointed  out  that  each 
policy  benefit  requires  an  additional 
premium  unless  it  is  offset  by  dele- 
tion or  a lesser  benefit  elsewhere. 

The  TMA  committee  chairman  also 
reminded  physicians  who  may  be 
approached  by  an  agent  to  switch 


their  coverage  that  state  insurance 
laws  require  competing  insurance 
agents  to  make  a complete  compari- 
son of  both  policies  and  to  advise  of 
the  gains  and  losses  to  be  incurred 
by  a policy  change. 

Practice  management 
topic  of  April  workshop 

The  Texas  Medical  Association  and 
the  American  Medical  Association 
have  announced  joint  sponsorship  of 
a practice  management  workshop  to 
be  held  in  Dallas  April  15-16. 

Entitled  “Establishing  Yourself  in 
Practice,”  the  workshop  is  for  senior 
residents  who  will  be  enteringthe  pri- 
vate practice  of  medicine  within  12 
months.  Key  topics  to  be  explored  by 
the  workshop  include  personnel,  facil- 
ities, patient  flow,  patient  records, 
financial  practice  setting,  and  legal 
aspects  of  practice. 

The  workshop,  limited  to  25  resi- 
dents, will  be  conducted  by  George 
Conomikes  & Associates,  a nationally 
recognized  medical  practice  manage- 
ment consultant  firm. 

Residents  interested  in  obtaining 
additional  information  should  con- 
tact Robert  G.  Mickey,  Director, 

Office  of  Medical  and  Health  Man- 
power, Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin  78701. 

Anyone  for  videotapes? 

Physicians  interested  in  having  video- 
tapes and/or  video  cassettes  added 
totheaudiovisual  materials  currently 
offered  for  loan  by  the  Texas  Medical 
Association  Memorial  Library  are 
asked  to  contact  the  TMA  film  library 
regarding  the  type  of  videotape  equip- 
ment accessible  to  them. 

The  library’s  present  audiovisual 
holdings  include  films,  slides,  and 
audiotapes,  and  cassettes.  Physician 
response  will  determine  additional 
expansion  of  services. 
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Federal  grant  committed 
to  UT  Houston  construction 

A grant  of  $6,000,000  to  The  Univer- 
sity of  Texas  Medical  School  at  Hous- 
ton was  part  of  morethan  $35  million 
in  grants  committed  by  the  Depart- 
ment of  Health,  Education,  and  Wel- 
fare for  construction  of  teaching 
facilities  at  schools  of  medicine  and 
osteopathy  in  the  five  states  of 
Region  VI. 

Grants  totaling  $147  million  have 
been  committed  nationally  to  assist 
in  construction  of  facilities  costing  a 
total  of  more  than  $550  million.  The 
grants  wil  be  awarded  after  schools 
meet  administrative  requirements.  A 
recipient  school  must  be  ready  to 
advertise  for  bids  within  one  year, 
obtain  the  necessary  matching  funds 
and  receive  final  environmental  clear- 
ance of  its  project  from  appropriate 
agencies. 

The  health  professions  education 
facilities  construction  grants  are 
authorized  by  the  Comprehensive 
Health  Manpower  Training  Act  of 
1971,  and  are  administered  by  the 
Bureau  of  Health  Resources  Develop- 
ment, Health  Resources  Administra- 
tion, Public  Health  Service. 

Medicare  deductible 
increases  Jan  1 

The  Department  of  Health,  Education 
and  Welfare  has  announced  that  com- 
mencing with  Jan  1,  1975  the  Medi- 
care hospital  deductible  jumped  from 
$84  to  $92. 

According  to  HEW,  the  $92  deductible 
is  equivalent  to  the  average  cost  of 
one  day  of  hospitalization.  The  reason 
for  increased  payment  was  attributed 
to  rising  hospital  costs. 

The  Medicare  law  requires  an  annual 
review  of  hospital  costs  under  Medi- 
care and  ail  adjustment  of  the  portion 
of  the  bill  for  which  a Medicare  bene- 
ficiary is  responsible,  if  the  costs  have 
risen  substantially. 


When  the  hospital  deductible  amount 
changes,  the  law  requires  comparable 
changes  in  the  dollar  amounts  that  a 
Medicare  beneficiary  pays  toward  a 
hospital  slay  of  more  than  60  days,  or 
an  extended  care  facility  (ECF)  stay 
of  more  than  20  days. 

When  a Medicare  beneficiary  has  a 
hospital  stay  of  more  than  60  days,  or 
will  pay  $23  a day  forthe  61st 
through  the  90th  day,  up  from  $21 
per  day.  If  he  has  a posthospital  stay 
of  over  20  days  in  an  ECF,  he  will  pay 
$11.50  per  day  toward  the  cost  of  the 
21st  day  through  the  100th  day,  up 
from  $10.50  per  day. 

If  a beneficiary  uses  his  “lifetime 
reserve”  days,  the  extra  60  hospital 
days  a beneficiary  can  use  when  he 
needs  more  than  90  days  of  hospital 
care  in  the  same  benefit  period  will 
cost  him  $46  for  each  reserve  day 
used,  instead  of  the  former  rate  of 
$42  per  day. 

Travelers’  warnings 
issued  by  TMA  committee 

TheTexas  Medical  Association’s 
Committee  on  Public  Health  urges 
physiciansto  inform  patients  of  the 
following  precautions  to  be  taken 
when  traveling  in  Mexico. 

Accordingto  Dr.  M.  S.  Dickerson, 
chief.  Bureau  of  Communicable  Dis- 
ease Services  of  the  Texas  State 
Department  of  Health,  there  is  no 
panacea  to  prevent  travelers'  diarrhea 
in  those  areas  of  the  world  where 
hygiene  and  sanitation  are  poor.  The 
traveler’s  first  line  of  defense  is  dis- 
crimination in  his  choice  of  food  and 
beverages.  The  safest  foods  are  those 
that  are  cooked  and  served  hot.  Sal- 
ads, raw  vegetables,  and  unpeeled 
fi  uits  should  be  avoided. 

Other  precautions  concern  the  use  of 
water.  Commercially  bottled  or 
canned  mineral  water  and  bottled  or 
canned  beverages  are  generally  safe. 
Ideally,  tap  water  should  not  be  con- 
sumed unless  first  boiled  or  treated 
with  chemical  purifiers  such  as  globa- 
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line,  halazone,  or  hypochlorite-con- 
taining bleach.  Water  which  is  uncom- 
fortably hot  to  touch  may  also  be 
safe  for  drinking  after  it  has  cooled. 

Ice  should  be  avoided.  Eating  places 
with  substandard  hygienic  conditions 
should  not  be  patronized.  These  pre- 
cautions are  equally  applicable  to  the 
prevention  of  typhoid  fever,  non- 
typhoid salmonellosis,  shigellosis, 
amebiasis,  and  infectious  hepatitis, 
to  which  international  travelers  may 
be  exposed. 

Dr.  Dickerson  said  that  even  the  most 
fastidious  individual  who  follows 
these  precautions  may  develop  trav- 
elers’ diarrhea,  but  fortunately,  the 
episode  is  short-lived.  If  diarrhea  does 
develop,  fluid  intake  should  be 
increased  to  maintain  hydration.  If 
tenesmus  occurs  an  analgesic  or  pare- 
goric will  provide  symptomatic  relief. 

If  the  stools  contain  mucus,  bloor,  or 
pus,  or  if  fever  develops,  a physician 
should  be  consulted. 

Board  accepts  report 
on  medical,  dental  education 

The  report  and  recommendations  on 
medical  and  dental  education  in  Texas 
to  1980  was  accepted  with  acknowl- 
edgments of  gratitude  by  the  Coordi- 
nating Board  fortheTexas  College 
and  University  System  at  its  October 
meeting. 

The  study  was  conducted  by  the 
Board’s  Advisory  Comimittee  and  Task 
Force  on  Medical  and  Dental  Educa- 
tion. Among  its  findings  the  study 
concluded  that  Texas  will  be  able  to 
meet  current  demands  for  medical 
and  dental  manpower  if  trends  of  the 
past  six  years  continue  and  if  pres- 
ently approved  medical  and  dental 
schools  are  expanded  to  their  ap- 
proved optimum  capacities.  In  view 
of  this  conclusion  the  committee  rec- 
ommended that  no  new  medical  or 
dental  schools  be  established  at  this 
time.  (A  report  on  the  committee’s 
study  was  carried  in  Texas  Medicine, 
October  1974.) 


In  other  actions  the  Coordinating 
Board  selected  Texas  Tech  Univer- 
sity as  the  site  for  a new  pharmacy 
school.  Before establishingthe  school 
and  implementing  a baccalaureate 
pharmacy  degree  program  in  conjunc- 
tion with  its  School  of  Medicine,  Texas 
Tech  must  receive  legislative  funding. 
The  board  also  approved  in  principle 
a proposal  that  the  Texas  College  of 
Osteopathic  Medicine  of  Fort  Worth 
be  integrated  with  North  Texas  State 
University  as  a state-supported  col- 
lege of  osteopathic  medicine. 

Genetic  counseling 
offered  by  UT  Houston 

A team  of  geneticists  from  The  Uni- 
versity of  Texas  Health  Science  Cen- 
ter at  Houston  is  presentingthe first 
prevention-oriented  hereditary  birth 
defect  program  to  be  offered  in  South 
Texas  through  monthly  genetic  coun- 
seling clinics  at  Corpus  Christi’s  Me- 
morial Medical  Center. 

Heading  the  program  sponsored  by 
the  Regional  Medical  Program  of 
Texas  are  geneticists  Dr.  Charles  I. 
Scott,  head  of  the  counseling  clinic 
at  the  UT  Medical  School  at  Houston, 
and  Dr.  Rodney  Howell,  director  of 
the  school’s  program  in  pediatrics. 
Assisting  them  with  the  Corpus  Chris- 
ti  satellite  genetic  clinics  are  Drs. 

Amir  Arbisser  and  Charleen 
Moore. 

The  project  is  an  effort  to  share  the 
expertise  availablethrough  the  Hous- 
ton medical  school’s  clinical  genetics 
unit  with  resident  physicians,  genet- 
ics trainees,  and  other  health  profes- 
sionals who  live  and  work  beyond  easy 
as  access  to  the  facility.  Genetic  in- 
formation is  available  at  the  once-a- 
month  satellite  clinic  based  at  Me- 
morial Medical  Center’s  family  prac- 
tice unit.  The  Houston  geneticists  ex- 
amine patients,  consult  with  families, 
and  make  diagnoses.  More  compli- 
cated genetic  testing  and  lab  work  are 
performed  at  the  Houston  medical 
school  and  the  results  returned  to 
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Corpus  Christi. 

At  the  end  of  each  genetic  clinic,  Dr. 
Scott  or  Dr.  Howell  conducts  a teach- 
ing conference  where  individual  cases 
are  discussed  in  detail  for  local  physi- 
cians, both  in  training  and  practicing 
in  the  community,  as  well  as  for  other 
health  professionals.  A formal  lecture 
series  also  is  being  presented  at  the 
clinic  on  chromosomal  disorders, 
single  gene  diseases,  prenatal  diag- 
nosis, inborn  errors  of  metabolism, 
genetics  of  short  stature,  genetic  dis- 
eases of  the  eye  and  diagnostic  tech- 
niques in  genetic  disease. 

Formal  presentations  are  being 
planned  on  the  legal,  ethical,  and 
moral  aspects  of  genetic  problems, 
and  a larger  symposium  on  genetics 
is  scheduled  in  Houston  in  March. 


Post  Office  halts 
mail  fraud  of  MDs 

An  international  swindle  aimed  at  de- 
frauding more  than  300,000  Ameri- 
can physicians  of  $185  each  was 
nipped  by  a fraud  order  issued  Nov  1 
by  the  US  Post  Office  with  the  coop- 
eration of  the  American  Medical  As- 
sociation and  the  District  of  Columbia 
Medical  Society. 

Physicians  throughout  the  United 
States  in  late  October  received  in  the 


mails  what  appeared  to  be  an  invoice 
for  $185  for  the  purchase  of  “The 
International  Medical  Directory  of 
Physicians”  by  “Mayo  Research  and 
Publishing  Co.”  The  statements  were 
mailed  from  California,  but  the  return 
address  of  the  so-called  publishing 
company  is  Hong  Kong. 

On  the  reverse  side  of  the  invoice 
card  the  terms  of  the  agreement  ex- 
plained that  “your  check  is  accept- 
ance of  our  offer  to  publish  your  name 
in  the  proposed  directory  which  will 
be  ready  for  distribution  no  later  than 
December,  1975.” 

Issuance  of  the  postal  fraud  order 
meansthatall  mail  addressed  to  the 
Hong  Kong  address  will  be  stopped 
and  returned  to  the  sender.  It  was 
feared  that  in  some  offices  the  doc- 
tors’ assistants  would  routinely  for- 
ward checks  in  response  to  the 
“invoice.” 

The  Mayo  Research  and  Publishing 
Company  (not  to  be  confused  with  the 
Mayo  Clinic)  is  not  registered  in  Hong 
Kong,  and  British  authorities  there 
are  investigating. 

It  appeared  that  the  names  on  the  in- 
voices had  been  picked  up  directly 
from  the  “AMA’s  American  Medical 
Directory,”  a listingof  all  American 
physicians.  This  was  done  in  violation 
of  copyright  without  the  knowledge  or 
consentof  the  AMA. 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physicians 
interested  in  enrolling  in  the  program,  comparative  values  for  investments  are  listed. 
Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  pur- 
poses only.  Most  daily  newspapers  list  up-to-the-minute  values  on  mutual  funds.) 


Investment  media 

Original 

price 

9-30-68 

Current 

adjusted 

price 

10-31-74 

% Change 
from 
9-30-68 

Mercantile  National  Bank  Stock  Fund 

$10.25 

$7.62 

-25.66 

Loomis-Sayles  Capital  Development  Fund 

14.20 

10.22 

-28.03 

T.  Rowe  Price  Growth  Stock  Funds 

25.93 

10.16 

-21.67 

Loomis-Sayles  Mutual  Fund 

16.82 

14.75 

-12.31 

Stein  Roe  & Farnham  Balanced  Fund 

23.34 

20.37 

-12.72 

Mercantile  Bank  Fixed  Income  Fund 

10.00 

10.75 

-1-  7.55 

Standard  & Poor  500  Stock  Average 

101.34 

73.90 

-27.08 

Dow  Jones  Industrial  Average 

935.79 

665.62 

-28.88 

^Includes  accumulated  dividends  and  capital  gains  since  1968. 
^Stock  split  two  for  one,  May,  1973. 
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Antivert*/25  Tablets 

(25  mg.  meclizine  HCl) 


'INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  TOA  has  classi- 
fied the  indications  as  follows: 

Effecnve:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting 
the  vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 

CONTRAINDICATIONS.  Administration  of  Antivert  dunng  pregnancy  or  to 
women  who  may  become  pregnant  is  contraindicated  in  view  of  the  teratogenic 
effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 


has  produced  cleft  palate  in  the  offspnng.  Limited  studies  using  doses  of  over  100 
mg.Ag./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft 
palate.  Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous 
hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug, 
patients  should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or 
operating  dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  "Contraindications. " 

ADVERSE  REACTIONS.  Drowsiness,  dry 

mouth  and,  on  rare  occasions,  blurred  vision  ^ Pharmaceuticals 

have  been  reported.  New  York.  New  York  10017 


Take  your  C,M.E. 
bythesea»,,, 

49  Continuing  Medical  Education  courses  at 
AMA’s  Annual  Convention,  June  14-18, 1975 
Atlantic  City,  New  Jersey 

Those  49  Category  1 Continuing  Medical  Education  courses  are  the 
largest  number  ever  offered  at  an  AMA  convention.  On  top  of  that, 
there’ll  be  Category  1 symposia  and  medical  motion  pictures  on  a 
wide  variety  of  specialties. 

Also  featured  are  a number  of  special  interest  programs:  a two-day 
session  on  the  Medical  Aspects  of  Sports,  a series  of  special  courses 
on  clinical  pathology,  and  a joint  program  by  the  American  Veterinary 
Medical  Association  and  the  AMA  on  diseases  transmitted  to  man 
by  household  pets.  Physicians’  wives  and  families  will  be  offered 
interesting  programs  co-sponsored  by  the  AMA’s  Council  on  Scien- 
tific Assembly  and  the  Woman’s  Auxiliary  of  the  AMA. 

For  more  information,  write: 

Dept,  of  Circulation  & Records,  AMA» 

535  N.  Dearborn  St.,  Chicago,  IL  606 lOj 


When  serum  cholesterol 
demands  attention... 

patients  may  need . . . • Diet  control 

• A proven  cholesterol-lowering 
adjunct  to  diet* 

• Convenient  once-a-day  dosage* 

• Reasonable  cost* 


Choloxir 


(sodium  dextrothpxine) 

An  agent  for  low  density  lipoproteins,  "type  11  hyperfipidemia',’  in  euthyroid,  non-cardiac  patients. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC, 

Deerfield,  Illinois  6001S 


Choloxin^  (sodium  dextrothyroxine) 


The  Lipid-Lowering  Agent  with 
Once-A-Day  Dosage 

Four  strengths  ...  1 , 2, 4,  and  6 mg are  available  making 

the  scored  tablet  regimen  a flexible  dosage  system.  And,  for 
most  patients,  CHOLOXIN  tablets  offer  once-a-day  dosage. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle- 
rosis or  coronary  heart  disease.  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question. 


CHOLOXIN®  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 

See  prescribing  information  in  package  insert  reproduced  below. 


Starting 

increased 

Usual 

Maximal 

Dosage 

Monthly  by 

Maintenance 

Recommended 

Adult  Hypercholesterolemic 

1 .0-2.0  mg. 

1. 0-2.0  mg. 

4. 0-8.0  mg. 

4.0-8. 0 mg. 

Pediatric  Hypercholesterolemic 

0.05  mg. /kg.  body  weight 

0.05  mg. /kg. 

0.1  mg. /kg.  body  weight 

4.0  mg. 

Hypothyroid  Cardiac 

0. 5-1.0  mg. 

1.0  mg. 

4.0  mg. 

4.0  mg. 

Choloxir 

(sodium  dextrothyroxine) 

Description 

CHOLOXIN  (sodium  dextrothyroxine)  is 
the  sodium  salt  of  the  dextrorotatory 
isomer  of  thyroxine.  It  is  chemically 
described  as  D-3,5,3',5'-tetraiodothyro- 
nine  sodium  salt. 

Actions 

The  predominant  effect  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  the  reduc- 
tion of  serum  cholesterol  levels  in 
hyperlipidemic  patients.  Beta  lipopro- 
tein and  triglyceride  fractions  may 
also  be  reduced  from  previously  ele- 
vated levels. 

Most  of  the  available  evidence  indi- 
cates that  CHOLOXIN  stimulates  the 
liver  to  increase  catabolism  and  excre- 
tion of  cholesterol  and  its  degradation 
products  via  the  biliary  route  into  the 
feces.  Cholesterol  synthesis  is  not  in- 
hibited and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the 
blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict 
attention  should  be  paid  to  the  indica- 
tions and  contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is 
an  antilipidemic  agent  used  as  an  ad- 
junct to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cho- 
lesterol (low  density  lipoproteins)  in 
euthyroid  patients  with  no  known  evi- 
dence of  organic  heart  disease. 

The  drug  is  also  indicated  in  the  treat- 
ment of  hypothyroidism  in  patients 
with  cardiac  disease  who  cannot  toler- 
ate other  types  of  thyroid  medication. 
Before  prescribing,  note  the  following; 
Results  from  a randomized  clinical 
study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  is  administered 
to  a patient  receiving  a digitalis  prep- 
aration. There  may  be  an  additive 
effect.  This  additive  effect  may  possi- 
bly stimulate  the  myocardium  exces- 
sively in  patients  with  significant 
myocardial  impairment.  CHOLOXIN  dos- 
age should  not  exceed  4 mg  per  day 
when  the  patient  is  receiving  a digitalis 
preparation  concomitantly.  Careful 
monitoring  of  the  total  effect  of  both 
drugs  is  important. 

It  has  not  been  established  whether 
the  drug-induced  lowering  of  serum 
cholesterol  or  lipid  levels  has  a detri- 
mental, beneficial,  or  no  effect  on  the 
morbidity  or  mortality  due  to  athero- 
sclerosis or  coronary  heart  disease. 
Several  years  will  be  required  before 
current  investigations  will  yield  an 
answer  to  this  question. 

Contraindications 

The  administration  of  CHOLOXIN  (so- 
dium dextrothyroxine)  to  euthyroid 
patients  with  one  or  more  of  the  fol- 
lowing conditions  is  contraindicated: 

1.  Known  organic  heart  disease,  in- 
cluding angina  pectoris;  history  of 
myocardial  infarction;  cardiac  ar- 
rhythmia or  tachycardia,  either 
active  or  in  patients  with  demon- 
strated propensity  for  arrhyth- 
mias; rheumatic  heart  disease; 
history  of  congestive  heart  fail- 
ure; and  decompensated  or  bor- 
derline compensated  cardiac 
status. 

2.  Hypertensive  states  (other  than 
mild,  labile  systolic  hypertension). 


3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine) 
may  potentiate  the  effects  of  antico- 
agulants on  prothrombin  time.  Reduc- 
tions of  anticoagulant  dosage  by  as 
much  as  30%  have  been  required  in 
some  patients.  Consequently,  the  dos- 
age of  anticoagulants  should  be  re- 
duced by  one-third  upon  initiation  of 
CHOLOXIN  therapy  and  the  dosage  sub- 
sequently readjusted  on  the  basis  of 
prothrombin  time.  The  prothrombin 
time  of  patients  receiving  anticoagu- 
lant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as 
frequently  as  necessary,  but  at  least 
weekly,  during  the  first  few  weeks  of 
treatment. 

In  the  surgical  patient,  it  is  wise  to 
consider  withdrawal  of  the  drug  two 
weeks  prior  to  surgery  if  the  use  of 
anticoagulants  during  surgery  is  con- 
templated. 

When  CHOLOXIN  is  used  as  thyroid 
replacement  therapy  in  hypothyroid 
patients  with  concomitant  coronary 
artery  disease  (especially  those  with  a 
history  of  angina  pectoris  or  myocar- 
dial infarction)  or  other  cardiac  dis- 
ease, treatment  should  be  initiated 
with  care.  Special  consideration  of  the 
dosage  schedule  of  CHOLOXIN  is  re- 
quired. This  drug  may  increase  the 
oxygen  requirements  of  the  myocar- 
dium, especially  at  high  dosage  levels. 
Treated  subjects  with  coronary  artery 
disease  must  be  seen  at  frequent  in- 
tervals. If  aggravation  of  angina  or 
increased  myocardial  ischemia,  cardiac 
failure,  or  clinically  significant  ar- 
rhythmia develops  during  the  treatment 
of  hypothyroid  patients,  the  dosage 
should  be  reduced  or  the  drug  discon- 
tinued. 

Special  consideration  must  be  given  to 
the  dosage  of  other  thyroid  medications 
used  concomitantly  with  CHOLOXIN.  As 
with  all  thyroactive  drugs,  hypothyroid 
patients  are  more  sensitive  to  a given 
dose  of  CHOLOXIN  than  euthyroid  pa- 
tients. 

Epinephrine  injection  in  patients  with 
coronary  artery  disease  may  precipi- 
tate an  episode  of  coronary  insuffi- 
ciency. This  condition  may  be  enhanced 
in  patients  receiving  thyroid  analogues. 
These  phenomena  should  be  kept  in 
mind  when  catecholamine  injections 
are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery 
disease. 

Since  the  possibility  of  precipitating 
cardiac  arrhythmias  during  surgery 
may  be  greater  in  patients  treated 
with  thyroid  hormones,  it  may  be 
wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks 
prior  to  an  elective  operation.  During 
emergency  surgery  in  euthyroid  pa- 
tients, and  in  surgery  in  hypothyroid 
patients  in  whom  it  may  be  advisable 
to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextro- 
thyroxine in  diabetic  patients  is  capa- 
ble of  increasing  blood  sugar  levels 
with  a resultant  increase  in  require- 
ments of  insulin  or  oral  hypoglycemic 
agents.  Special  attention  should  be 
paid  to  parameters  necessary  for  good 
control  of  the  diabetic  state  in  dextro- 
thyroxine-treated  subjects  and  to 
dosage  requirements  of  insulin  or  other 


antidiabetic  drugs.  If  sodium  dextro- 
thyroxine is  later  withdrawn  from 
patients  who  had  required  an  increase 
of  insulin  (or  oral  hypoglycemic  agents) 
dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be 
reduced  and  adjusted  to  maintain  good 
control  of  the  diabetic  state. 

When  either  or  both  impaired  liver  or 
kidney  function  are  present,  the  advan- 
tages of  CHOLOXIN  therapy  must  be 
weighed  against  the  possibility  of  del- 
eterious results. 

Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  famil- 
ial hypercholesterolemia  or  hyperlipe- 
mia should  not  be  deprived  of  the  use 
of  this  drug;  it  can  be  given  to  those 
patients  exercising  strict  birth  control 
procedures.  Since  pregnancy  may  occur 
despite  the  use  of  birth  control  pro- 
cedures, administration  of  CHOLOXIN 
(sodium  dextrothyroxine)  to  women  of 
this  age  group  should  be  undertaken 
only  after  weighing  the  possible  risk 
to  the  fetus  against  the  possible  bene- 
fits to  the  mother.  Teratogenic  studies 
in  two  animal  species  have  resulted  in 
no  abnormalities  in  the  offspring. 
Precautions 

It  is  expected  that  patients  on  dextro- 
thyroxine therapy  will  show  greatly 
increased  serum  protein-bound-iodine 
levels.  These  increased  serum  PBI 
values  are  evidence  of  absorption  and 
transport  of  the  drug,  and  should  NOT 
be  interpreted  as  evidence  of  hyper- 
metabolism; similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of 
CHOLOXIN  (sodium  dextrothyroxine). 
PBI  values  in  the  range  of  10  to  25 
mcg%  in  treated  patients  are  common. 
If  signs  or  symptoms  of  iodism  develop 
during  CHOLOXIN  therapy,  the  drug 
should  be  discontinued. 

A few  children  with  familial  hypercho- 
lesterolemia have  been  treated  with 
CHOLOXIN  for  periods  of  one  year  or 
longer  with  no  adverse  effects  on 
growth.  However,  it  is  recommended 
that  the  drug  be  continued  in  patients 
in  this  age  group  only  if  a significant 
serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextro- 
thyroxine therapy  are,  for  the  most 
part,  due  to  increased  metabolism,  and 
may  be  minimized  by  following  the 
recommended  dosage  schedule.  Ad- 
verse effects  are  least  commonly  seen 
in  euthyroid  patients  with  no  signs  or 
symptoms  of  organic  heart  disease;  the 
incidence  of  adverse  effects  is  in- 
creased in  hypothyroid  patients,  and  is 
highest  in  those  patients  with  organic 
heart  disease  superimposed  on  the 
hypothyroid  state. 

In  the  absence  of  known  organic  heart 
disease,  some  cardiac  changes  may  be 
precipitated  during  sodium  dextrothy- 
roxine therapy.  In  addition  to  angina 
pectoris,  arrhythmia  consisting  of 
extrasystoles,  ectopic  beats,  or  supra- 
ventricular tachycardia,  ECG  evidence 
of  ischemic  myocardial  changes  and 
increase  in  heart  size  have  been  ob- 
served. Myocardial  infarctions,  both 
fatal  and  non-fatal,  have  occurred,  but 
these  are  not  unexpected  in  untreated 
patients  in  the  age  groups  studied.  It 
is  not  known  whether  any  of  these  in- 
farcts were  drug  related. 

Changes  in  clinical  status  that  may  be 
related  to  the  metabolic  action  of  the 
drug  include  the  development  of  in- 
somnia, nervousness,  palpitations. 


tremors,  loss  of  weight,  lid  lag,  sweat- 
ing, flushing,  hyperthermia,  hair  loss, 
diuresis,  and  menstrual  irregularities. 
Gastrointestinal  complaints  during 
therapy  have  included  dyspepsia,  nau- 
sea and  vomiting,  constipation,  diar- 
rhea, and  decrease  in  appetite. 

Other  side  effects  reported  to  be 
associated  with  CHOLOXIN  (sodium 
dextrothyroxine)  therapy  include  the 
development  of  headache,  changes  in 
libido  (increase  or  decrease),  hoarse- 
ness, tinnitus,  dizziness,  peripheral 
edema,  malaise,  tiredness,  visual  dis- 
turbances, psychic  changes,  paresthe- 
sia, muscle  pain,  and  various  bizarre 
subjective  complaints.  Skin  rashes,  in- 
cluding a few  which  appeared  to  be 
due  to  iodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some 
investigators.  Gallstones  have  been 
discovered  in  occasional  dextrothyrox- 
ine-treated  patients  and  cholestatic 
jaundice  has  occurred  in  one  patient, 
although  its  relationship  to  CHOLOXIN 
therapy  was  not  established. 

In  several  instances,  the  previously 
existing  conditions  of  the  patient  ap- 
peared to  continue  or  progress  during 
the  administration  of  CHOLOXIN;  a 
worsening  of  peripheral  vascular  dis- 
ease, sensorium,  exophthalmos,  and 
retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of 
anticoagulants,  such  as  warfarin  or 
Dicumarol,  on  prothrombin  time,  thus 
indicating  a decrease  in  the  dosage 
requirements  of  the  anticoagulants.  On 
the  other  hand,  dosage  requirements 
of  antidiabetic  drugs  have  been  re- 
ported to  be  increased  during  dextro- 
thyroxine therapy  (see  WARNINGS 
section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterol- 
emic  patients,  the  recommended  main- 
tenance dose  of  CHOLOXIN  (sodium 
dextrothyroxine)  is  4 to  8 mg  per  day. 
The  initial  dally  dose  should  be  1 to  2 
mg  to  be  increased  in  1 to  2 mg  incre- 
ments at  intervals  of  not  less  than  one 
month  to  a maximum  level  of  4 to  8 
mg  daily,  if  that  dosage  level  is  indi- 
cated to  effect  the  desired  lowering  of 
serum  cholesterol. 

When  used  as  partial  or  complete  sub- 
stitution therapy  for  levothyroxine  in 
hypothyroid  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types 
of  thyroid  medication,  the  initial  daily 
dose  should  be  1 mg  to  be  increased 
In  1 mg  increments  at  intervals  of  not 
less  than  one  month  to  a maximum 
level  of  4 to  8 mg  daily,  preferably  the 
lower  dosage.  The  maximum  in  patients 
receiving  digitalis  therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  pa- 
tients, the  recommended  maintenance 
dose  of  CHOLOXIN  is  approximately  0.1 
mg  per  kilogram.  The  initial  daily  dos- 
age should  be  approximately  0.()5  mg 
per  kilogram  to  be  increased  in  up  to 
0.05  mg  per  kilogram  increments  at 
monthly  intervals.  The  recommended 
maximal  dose  is  4 mg  daily,  if  that 
dosage  is  indicated  to  effect  the  de- 
sired lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac 
disease  develop  during  the  treatment 
period,  the  drug  should  be  withdrawn. 
How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is 
supplied  in  prescription  packages  of 
scored  1,  2,  4,  and  6 mg  tablets. 

FLINT  LABORATORIES 

OiViS'ON  OF  TRAVENOl  LASQAATORiES  INC 

Deerfield.  Illmoiseoois 


CAPITAL  COMMENTS 


AUSTIN:  TEXAS  LEGISLATURE  TO  CONVENE  JAN  14.  After  the  elections  there 
are  30  new  members  of  the  Texas  House  of  Representatives  (including  one 
former  member).  Sixteen  members  are  Republicans  (a  loss  of  two).  Seven  are 
women  (a  gain  of  two).  Thirty-three  representatives  did  not  run  for  reelection 
and  seven  of  the  incumbents  were  defeated.  There  are  only  three  new  senators. 
The  partisan  lineup  in  the  senate  remains  the  same:  three  Republicans,  28 
Democrats.  Betty  Andujar  of  Fort  Worth  is  still  the  only  woman  senator  (and  one 
of  the  three  GOPs). 

The  new  Texas  senators  are;  Dist  26-Frank  Lombardino,  San  Antonio;  Dist  28- 
Kent  Hance,  Lubbock;  and  Dist  30-Ray  Farabee,  Wichita  Falls.  The  new  house 
members  are:  Dist  1-Hamp  Atkinson,  Dist  2-Buck  Florence,  Dist  7-1-Chester  L. 
Slay,  Jr.,  Dist  10-Smith  Gilley,  Dist  12-Bill  Clark,  Dist  13-Jimmy  Mankins,  Dist 
16-Perry  Tanner,  Dist  33-Ed  Mayes,  Ken  Vaughn,  Calvin  Rucker,  and  Carlyle 
Smith,  Dist  37-W.  Delco  and  Gonzalo  Barrientos,  Dist  45-Don  Rains,  Dist  50- 
Ruben  M.  Torres,  Dist  51-MelchorChavez,  Dist  53-Tom  Cartlidge,  Dist  57-AI- 
bert  Brown,  Abe  Ribak,  and  Don  Cartwright,  Dist  59-Tony  Garcia,  Dist  62-David 
Stubbeman,  Dist  63-Mike  Ezzell,  Dist  64-Bob  Close,  Dist  65-Bob  Simpson,  Dist 
70-Susan  McBee,  Dist  72-Bob  O’Kelley  and  Paul  Moreno,  Dist  92-Frank 
Hartung,  and  Dist  100-Bill  Caraway. 


Editor’s  note: 
"Capital  Com- 
ments” is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 


WASHINGTON:  CONGRESS  SOON  TO  CONVENE.  Of  the  24  congressmen  from 
Texas,  one  incumbent  was  defeated,  one  incumbent  did  not  run  for  reelection, 
all  other  incumbents  were  reelected.  Serving  in  their  first  term  as  US  representa- 
tive in  the  upcoming  94th  Congress  will  be  Jack  Hightower,  Vernon,  Dist  13; 
and  Bob  Krueger,  New  Braunfels,  Dist  21.  Serving  in  the  new  Congress  will  be 
three  physicians.  Winning  reelection  were  Dr.  Tim  Lee  Carter  (R-Ky),  Dr.  Thomas 
Morgan  (D-Pa),  and  Dr.  Lawrence  McDonald  (D-Ga).  One  physician  incumbent. 
Dr.  William  Roy  (D-Kan),  lost  his  bid  for  election  to  the  US  Senate.  Dr.  Carter 
won  his  reelection  by  defeating  another  physician.  Dr.  Albert  Cullums,  an  Amer- 
ican Independent  Party  candidate. 

AUSTIN:  JOINT  SUBCOMMITTEE  ON  PUBLIC  HEALTH  HEARING.  The  subcom- 
mittee held  the  last  of  its  state  public  hearings  in  Houston.  This  hearing  was  a 
continuation  of  others  to  explore  “alternative  health  care  delivery  systems  in 
Texas.’’  At  the  Houston  hearingthe  subcommittee  appointed  Drs.  Howard  Lev- 
erett  and  Abee  A.  Ledbetter  as  advisory  members  to  assist  in  deliberations.  Dr. 
Hugh  F.  Rives,  Jacksonville,  testified  in  relationship  to  medical  care;  Sam  V. 
Stone,  Jr.,  from  the  TMA  office  of  general  counsel,  testified  on  behalf  of  the  TMA 
on  the  topic  of  certificate  of  need;  Dr.  Robert  L.  Donald,  Houston,  testified  on 
emergency  medical  services;  and  Dr.  Raymond  T.  Moore,  Deputy  Commissioner 
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of  Special  Health  Services,  testified  on  behalf  of  the  Texas  State  Department  of 
Health. 

WASHINGTON:  HMO  UPDATE.  The  long  awaited  final  regulations  on  health 
maintenance  organization  (HMO)  benefits  and  structures  have  been  issued  by 
the  Department  of  Health,  Education  and  Welfare  (DHEW),  pavingthe  way  for 
federal  grants  in  relationship  to  this  program.  Approximately  125  groups  have 
applied  for  funds  to  conduct  feasibility  studies,  planning,  and  development. 
Numerous  changes  were  made  in  the  regulations  since  they  were  first  proposed 
in  May,  but  most  of  them  are  technical  rather  than  substantive.  The  regulations 
specify  basic  services  to  be  provided  in  return  for  fixed  payments  made  on  a 
periodic  basis  without  regard  to  the  frequency,  extent,  or  kind  of  services  pro- 
vided, with  the  payments  set  out  on  a community  rating  system.  They  may  be 
supplemented  by  whatthe  regulations  call  “nominal  co-payment,’’  limited  under 
a variety  of  formulas.  Still  more  regulations  will  have  to  be  given  before  the 
HMO  program  can  be  launched  in  full  scale,  includingthe  statutory  requirement 
that  employers  with  more  than  25  workers  offer  the  employees  the  option  of 
joining  a qualified  HMO  if  one  is  available.  The  proposed  regulations  in  relation 
to  the  subject  have  not  been  issued  yet.  In  October,  DHEW  announced  15  grants, 
totaling  between  $50,000  and  $125,000,  each  to  be  used  to  plan  HMOs.  The 
remainingten  grants,  all  awards  of  more  than  the  $125,000  each,  will  fund  the 
initial  development  phase  of  HMOs.  The  47  grants  which  have  been  made  were 
selected  from  125  applications  that  were  received  before  June  30,  1974.  Only 
one  award  was  granted  to  an  applicant  that  was  not  recommended  for  funding 
by  the  state  comprehensive  health  planning  agency,  this  to  the  West  Dallas  Com- 
munity Clinic  in  Dallas.  Other  grants  in  Texas  were  Holy  Cross  Hospital,  feasibil- 
ity study,  $50,000;  West  Dallas  Community  Clinic,  Inc.,  feasibility  study, 
$49,870;  Houston  Health  Plan,  Houston,  planning  grant,  $125,000;  and  the 
New  Community  Health  Association  and  New  Community  Service  Corporation, 
Houston,  planning  grant,  $124,368. 

WASHINGTON:  SUPREME  COURT  RULING.  The  US  Supreme  Court  recently  dis- 
missed an  appeal  challenging  a lower  court  order  requiring  public  hospitals  to 
allow  abortions.  The  appeal  came  from  Minnesota  wherein  a city  had  an  ordi- 
nance barring  abortions  in  the  city  hospitals  except  to  save  the  mother’s  life. 

Two  physicians  on  the  hospital  staff  filed  a class  action  suit  claiming  the  policy 
violated  their  constitutional  rights  to  practice  medicine.  The  8th  Circuit  Court  of 
Appeals  concurred  and  struck  down  the  ordinance.  The  effect  of  the  Supreme 
Court  ruling  is  not  to  force  physicians  to  perform  abortions  but  ratherto  permit 
them  access  to  the  facilities  when  they  deem  it  necessary. 

WASHINGTON:  PROVIDER  REIMBURSEMENT  REVIEW  BOARD.  President  Ford 
recently  signed  PL  93-603  which  creates  a five-member  provider  Reimburse- 
ment Review  Board  that  affords  an  administrative  mechanism  for  review  of  re- 
imbursements to  providers  under  Medicare.  The  new  legislation  authorizes 
Medicare  providers  the  right  to  appeal  to  the  federal  courts  any  decision  of  the 
board.  A judicial  review  amendment  was  also  enacted  as  an  amendment  to  an 
unrelated  bill,  PL  93-484,  which  provides  that  the  affirmation,  reversal,  or  modi- 
fication of  applicable  decisions  by  the  Secretary  of  DHEW  also  may  be  appealed 
to  the  courts.  The  Provider  Reimbursements  Review  Board  will  begin  to  operate 
in  1975.  The  appeal  procedure  will  apply  to  any  dispute  involving  $10,000  or 
more  for  individual  providers  and  $50,000  or  more  for  groups  of  providers 
sharing  a common  question  of  fact  on  interpretation  of  law  or  regulations. 


TEXAS  MEDICINE 


Non-Smoker's  Bill  of  Rights 

NON-SMOKERS  HELP  PROTECT  THE  HEALTH,  COMFORT  AND  SAFETY  OF  EVERYONE  BY 
INSISTING  ON  THE  FOLLOWING  RIGHTS: 

THE  RIGHT  TO  BREATHE  CLEAN  AIR 

NON-SMOKERS  HAVE  THE  RIGHT  TO  BREATHE  CLEAN  AIR,  FREE  FROM  HARMFUL 
AND  IRRITATING  TOBACCO  SMOKE.  THIS  RIGHT  SUPERSEDES  THE  RIGHT  TO 
SMOKE  WHEN  THE  TWO  CONFLICT. 

THE  RIGHT  TO  SPEAK  OUT 

NON-SMOKERS  HAVE  THE  RIGHT  TO  EXPRESS— FIRMLY  BUT  POLITELY— THEIR 
DISCOMFORT  AND  ADVERSE  REACTIONS  TO  TOBACCO  SMOKE.  THEY  HAVE  THE 
RIGHT  TO  VOICE  THEIR  OBJECTIONS  WHEN  SMOKERS  LIGHT  UP  WITHOUT  ASK- 
ING PERMISSION. 

THE  RIGHT  TO  ACT 

NON-SMOKERS  HAVE  THE  RIGHT  TO  TAKE  ACTION  THROUGH  LEGISLATIVE 
CHANNELS,  SOCIAL  PRESSURES  OR  ANY  OTHER  LEGITIMATE  MEANS— AS  IN- 
DIVIDUALS OR  IN  GROUPS— TO  PREVENT  OR  DISCOURAGE  SMOKERS  FROM  POL- 
LUTING THE  ATMOSPHERE  AND  TO  SEEK  THE  RESTRICTION  OF  SMOKING  IN 
PUBLIC  PLACES. 
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prepared  with  natural  equine 


estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  1 he  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specihcations  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 

PREMARIN  . . . naturally. 


HRIEF  SUMMARY 

(For  lull  preset  ibhijr  iiilorninlioit,  see  package 
circular.) 

PREMVRIN® 

(Conjugalfd  Estrogens  Tablets,  U.S.P.) 


I lul  ir a t i ons:  Based  on  a review  of 
PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information,  Fl).\  has  classified 
the  indications  for  use  as  follows: 

Effertive:  .As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  atul 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

Fhe  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  ptilmonarv  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
con t i n lied  i 111  med  i a tely . 

Estrogens  mav  be  excreted  in  the  mother's 
milk  and  an  estrogenic  ellect  upon  the  inlaiit 
has  been  described.  Flic  long  range  ellect  on  the 
nursing  infant  cannot  be  detei  mined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  1.5 
percent  of  breast  cancer  patients  with  metas- 
tases,  and  this  usually  indicates  progression  of 
bone  metastases.  1 his  occurrence  depends  neither 
on  dose  nor  on  imniobili/ation.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

.A  statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  clietliyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  \aginal  carcinoma  in  the  offspring.  I bis  oc- 
curred with  the  use  of  dicthylstiibcstrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  s4iort  acting  estrogens, 
the  following  precautions  should  be  observed: 

.A  complete  pretreatment  physical  examina- 
tion should  be  performed  witli  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
tiadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  mav 
occur  which  could  cause  undesirable  clfects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todvnia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  caidiac,  or  renal 
disease. 

II  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

I’re  existing  uteiinc  fibromyomata  may  in- 
crease in  site  while  using  estrogens;  therefore, 
p.ilients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

I he  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  T his  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

1 he  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdraw  n for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusuallv 
heavy  withdrawal  bleeding  (See  DOS.AGE 
AND  ADMINISTR.ATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREM  ARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
0 selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  .Syndrome— 1 .25  mg.  daily,  cycli- 
cally. .Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  elfective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Post  menopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  dailv  and  cyclicallv. 

.Senile  I'aginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.'.]  mg.  to  1.25  mg.  or  more 
daily,  depending  iqron  the  tissue  response  of  the 
individual  patient.  .Administer  cvciicallv. 

Flow  .Supplied:  PREM  ARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  81)5— Flacli  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,001). 

No.  8()t)— F'ach  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  .Also  in  unit  dose 
package  of  100. 

No.  867— Fhich  reel  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1 ,000.  7352 
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TEXAS  MEDICAL  ASSOCIATION 

The  1975  TMA  Conference  on  Legislation  is  scheduled  for  Jan 
18  at  the  Joe  C.  Thompson  Conference  Center  in  Austin.  Guest 
speakers  include  William  P.  Hobby,  lieutenant  governor  of 
Texas,  Dr.  James  H.  Sammons,  executive  vice  president  of 
the  American  Medical  Association,  and  Dr.  James  S.  Todd, 
member  of  the  AMA  Speakers  Bureau.  Dr.  Sammons  will 
discuss  health  planning  legislation  and  the  importance  of  physi- 
cian participation  in  planning  agencies  in  their  communities 
and  areas.  Dr.  Todd’s  topic  will  be  “What  can  State  and  County 
Societies  do  about  NHI  and  Regulatory  Legislation?”  During 
the  morning  session  presentations  will  be  made  by  members  of 
the  AMA  Washington  office  via  speaker  phone.  In  addition, 
plans  include  an  afternoon  panel  session  focusing  on  antici- 
pated medical  and  health  issues  of  the  upcoming  64th  Texas 
Legislature.  Topics  for  the  four  informal  “curbstone  consulta- 
tions” will  be  state  legislation,  national  health  insurance,  health 
planning  legislation,  and  malpractice. 

Contact:  C.  Lincoln  Williston,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin  78701,  Exec  Dir. 


COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 


AMERICAN  COLLEGE  OF  SURGEONS, 
SOUTH  TEXAS  CHAPTER  members  are 
scheduled  to  present  approximately  40  sci- 
entific papers  at  the  Jan  30-Feb  1 meeting 
of  the  organization  at  the  Holiday  Inn  in 
Galveston.  Guest  speakers  will  include  Dr. 
Richard  Varco,  professor  of  surgery,  Uni- 
versity of  Minnesota,  and  Dr.  Robert 
Rhamey,  professor  of  urology,  Vanderbilt 
School  of  Medicine.  A special  luncheon  ad- 
dress will  be  given  by  Dr.  Robert  Hickey, 
past  chairman.  Board  of  Governors,  Ameri- 
can College  of  Surgeons.  Dr.  Hickey  will 
discuss  “Socioeconomic  Issues  and  the  Col- 
lege of  Surgeons.”  All  interested  physicians 
are  invited  to  attend  the  meeting.  Registra- 
tion will  be  held  at  the  door.  Contact:  Dr. 
Peter  B.  Fisher,  615  Medical  Towers,  Hous- 
ton 77025. 


TEXAS  SOCIETY  OF  PATHOLOGISTS 

The  1975  annual  meeting  of  the  society  will  be  held  at  the 
Downtown  Holiday  Inn  in  El  Paso  Jan  24-26.  A scientific  pro- 
gram is  planned  for  Jan  24.  A sample  of  the  agenda  topics 
includes  forensic  pathology,  standard  laboratory  procedures  on 
admission  to  hospital,  selection  and  interpretation,  problems 
and  philosophy  of  management  in  the  pathology  laboratory,  and 
malignant  and  premalignant  lesions  of  the  endometrium.  Guest 
speakers  will  include  Dr.  Milton  Helpern,  chief  medical  examin- 
er (retired).  New  York  City;  Dr.  Thomas  M.  Peery,  professor 
emeritus,  George  Washington  University  School  of  Medicine; 
Dr.  Jerry  X.  Tamisiea,  pathologist,  Milford,  Iowa;  and  Drs. 
H.  Stephen  Gallager,  John  M.  Lukeman,  and  Taylor  Wharton, 
departments  of  pathology,  cytology,  and  gynecology,  M D An- 
derson Hospital,  Houston.  Following  the  scientific  session,  the 
Caldwell  Award  reception  and  banquet  will  be  addressed  by 
Dr.  Floyd  Norman,  regional  health  administrator.  Department 
of  Health,  Education,  and  Welfare. 

Contact:  Dr.  John  A.  Webb,  704  Medical  Towers,  Houston 
77025,  Sec. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  MEDICAL  ASSOCIATION 
will  present  the  71st  Annual  Congress  on 
Medical  Education  Jan  31-Feb  2 at  the 
Palmer  House  in  Chicago.  The  meeting  will 
focus  on  responsibilities  of  medical  educa- 
tion in  the  public  interest.  The  keynote 
address  will  be  presented  by  Harry 
Schwartz,  PhD,  member  (on  leave).  New 
York  Times  Editorial  Board,  visiting  pro- 
fessor of  medical  economics,  faculty  of 
medicine,  Columbia  University,  and  dis- 
tinguished professor.  State  University  of 
New  Y'ork.  The  Congress  is  presented  in 
collaboration  with  the  Association  for  Hos- 
pital Medical  Education,  the  American  So- 
ciety of  Allied  Health  Professions,  the 
Federation  of  State  Medical  Boards  of  the 
United  States,  the  Intern  and  Resident 
Business  Session,  and  the  Student  Ameri- 
can Medical  Association.  Contact:  Division 
of  Medical  Education,  American  Medical 
Association,  535  N Dearborn  St,  Chicago 
60610. 


INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS 

A complete  scientific  program  and  full  social  calendar  are 
planned  for  physicians  and  spouses  attending  the  39th  annual 
meeting  of  the  Assembly  Feb  27-28  at  the  St.  Anthony  Hotel 
and  The  University  of  Texas  Medical  School  at  San  Antonio. 
Distinguished  guest  speakers  have  been  secured  in  the  areas  of 
dermatology,  family  practice,  internal  medicine,  obstetrics- 
gynecology,  orthopedic  surgery,  otolaryngology,  and  surgery. 
Contact:  S.  E.  Cockrell,  Jr.,  202  W.  French  PI,  San  Antonio 
78212,  Exec  Off. 


SOUTHERN  SOCIETY  FOR  PEDIATRIC 
RESEARCH  will  be  meeting  in  conjunction 
with  the  Southern  Section,  American  Fed- 
eral for  Clinical  Research  and  the  South- 
ern Society  for  Clinical  Investigation  Jan 
29-Feb  1 at  the  Braniff  International  Hotel 
in  New  Orleans.  Close  to  200  abstracts  on 
pediatric  research  will  be  presented  during 
the  meeting  oriented  toward  academic  and 
research  physicians.  Contact:  Dr.  John  R. 
Montgomery,  Department  of  Pediatrics, 
Baylor  College  of  Medicine,  Houston  77025. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Directory,  pp  Dl- 
D20. 
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TEXAS  MEDICINE 


Calendar  of  Listings 

■ Denotes  Texas  Meetings 


JANUARY 


AMERICAN  ASSOCIATION  FOR  THE  ADVANCE- 
MENT OF  SCIENCE,  New  York  City.  Jan  26-31,  1976. 
William  Sevan,  1616  Massachusetts  Ave,  Washington, 
DC  20005,  Exec  Off. 

TITUS  HARRIS  SOCIETY.  San  Antonio,  Jan  24-26, 
1976.  Dr.  E A Zein-Eldin,  Suite  620,  200  University 
Blvd,  Galveston  77550,  Sec-Treas. 


FEBRUARY 


AMERICAN  ACADEMY  OF  ALLERGY,  San  Diego,  Feb 
16-19,  1976.  James  O Kelley,  226  E Michigan  St,  Mil- 
waukee 53202,  Exec  Off. 

AMERICAN  ACADEMY  OF  FORENSIC  SCIENCES, 
Chicago,  David  A Crown,  Room  3517,  State  Dept,  Wash- 
ington, DC  20520,  Pres. 

■ AMERICAN  COLLEGE  OF  CARDIOLOGY,  Houston. 
Feb  10-13,  1975.  William  D Nelligan,  9660  Rockville 
Pike,  Bethesda  20014,  Exec  Off. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS. 
Orlando,  Fla,  Feb  28-Mar  6,  1976.  Dr.  B F Alfano,  676 
Main  St.  Melrose.  Mass  02176.  Sec. 

■ FIFTH  DISTRICT  MEDICAL  SOCIETY,  San  Antonio, 
Feb  28.  1975.  S E Cockrell,  Jr,  202  W French  PI,  San 
Antonio  78212,  Exec  Off. 

■ FIRST  DISTRICT  MEDICAL  SOCIETY,  Pecos,  Feb  1, 
1975.  Dr.  Laurance  N Nickey,  1515  N Oregon,  El  Paso, 
Sec. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  San  Antonio,  Feb  27-28.  1975.  S E Cock- 
rell, Jr,  202  W French  PI,  San  Antonio  78212,  Exec  Off. 

PAN-PACIFIC  SURGICAL  ASSOCIATION,  Honolulu, 
Feb  15-21,  1976.  Dr.  John  R Watson,  236  Alexander 
Young  Bldg,  Honolulu  96817,  Chrmn  of  the  Bd. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Galveston,  Feb  23,  1975.  Dr.  John  L Bradley, 
PO  Box  10736,  El  Paso  79920,  Sec. 

■ TEXAS  SCHOOL  FOOD  SERVICE  ASSOCIATION, 
Irving,  Feb  7,  1975.  Mrs.  Melbagene  Ryan,  Irving  Public 
Schools,  PO  Box  2637,  Irving  76060,  Dir  of  Food  Service. 


MARCH 


AMERICAN  ASSOCIATION  OP  ANATOMISTS.  Los 
Angeles,  Mar  23-27,  1976.  Dr.  John  E Pauly,  Dept  of 
Anatomy,  University  of  Arkansas  Medical  Center.  Little 
Rock,  Ark  72201,  Sec-Treas. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  AND 
BACTERIOLOGISTS.  New  Orleans,  Mar  1,  1976.  Robert 
E Learmouth,  9650  Rockville  Pike,  Bethesda,  Md  20014, 
Adm  Off. 


AMERICAN  COLLEGE  OF  ALLERGISTS,  Miami  Beach, 
Mar  15-23,  1975.  Mrs.  Frances  P White,  2141  14th  St, 
Boulder,  Colo  80302,  Admin  Sec-Treas. 

AMERICAN  COLLEGE  OF  RADIOLOGY.  Portland, 
Ore,  Mar  31-Apr  4,  1975.  Sheila  A McGing,  20  N 

Wacker  Dr,  Room  2920,  Chicago  60606,  Mtg  Mgr. 

AMERICAN  MEDICAL  ASSOCIATION,  28th  National 
Conference  on  Rural  Health,  Roanoke,  Va,  Mar  20-21, 
1975.  Dept  of  Rural  Health,  AMA,  636  N Dearborn  St, 
Chicago  60610. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOL- 
OGY AND  THERAPEUTICS.  Washington.  DC.  Mar  20- 
21,  1976.  Mrs.  Elaine  Galasso,  1718  Gallagher  Rd,  Nor- 
ristown, Pa  19401,  Exec  Sec. 

AMERICAN  SOCIETY  OF  CONTEMPORARY  MEDI- 
CINE AND  SURGERY,  Miami  Beach,  Mar  2-7,  1975. 
Dr.  John  G Bellows,  30  N Michigan  Ave,  Chicago  60602. 

ASSOCIATION  FOB  THE  ADVANCEMENT  OP  MEDI- 
CAL INSTRUMENTATION,  Boston,  Mar  16-19,  1976. 
AAMI,  1500  Wilson  Blvd,  Arlington.  Va  22209. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
Mar  17-19,  1975.  Robert  L Heath,  433  Medical  Arts 
Bldg,  Dallas  75201,  Exec  Dir. 

INTERNATIONAL  ACADEMY  OP  PATHOLOGY,  New 
Orleans,  Mar  4-8,  1975.  Dr.  Leland  D Stoddard,  Interna- 
tional Academy  of  Pathology,  Dept  of  Pathology,  Medi- 
cal College  of  Georgia,  Augusta  30902,  Sec-Treas. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY.  Livingston. 
Mar  20,  1976.  Mrs.  R C Torrence,  103  Jessie  H Jones 
Library  Bldg,  Houston  77025. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLOGY, 
Miami  Beach,  Mar  2-7,  1975.  Dr.  John  G Bellows,  30  N 
Michigan  Ave,  Chicago  60602,  Exec  Off. 

■ SOCIETY  OF  NUCLEAR  MEDICINE,  SW  CHAPTER, 
Galveston,  Mar  21-23,  1975.  Dr.  Thomas  P Haynie,  6723 
Bertner  Ave,  Houston  77025,  Sec-Treas. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  Chi- 
cago, Mar  6,  1975.  Charles  C Hewitt,  1400  Hicks  Rd, 
Rolling  Mdws,  111  60008,  Exec  Off. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  VAL- 
LEY CHAPTER,  McAllen,  Mar  20-22,  1976.  Dr.  J F 
Fitch,  817  Quince,  McAllen  78501,  Reg  Chrmn. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Abilene,  Mar 
13-15,  1975.  Dr.  Francis  Edw  O’Neill,  1128  Nix  Profes- 
sional Bldg,  San  Antonio  78205,  Sec-Treas. 


APRIL 


AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, New  York,  Apr  14-16,  1975.  William  T Maloney, 
6 Beacon  St,  Suite  620,  Boston  02108,  Exec  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  Apr 
30-May  4,  1975.  C Lincoln  Williston,  1801  N Lamar 
Blvd,  Austin  78701. 
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The  MUDRANES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 

Phenobarbital  (to  lessen  cardiac  stimulation) . 
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INDICATIONS:  Foi’  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  .3  or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS;  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons. 


Federal  law  prohibits  dispensing  without  prescription. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23261 
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Antihypertensive 
action  at  the 
vasomotor  centers 

in  the  brain 

*(Based  on  animal  studies) 


3) 


Please  see  last  page  of  advertisement  for  a brief  summary 
of  the  prescribing  information  including  relationship  of 
pharmacologic  actions  and  antihypertensive  effect. 


Now... 

antihypertensive  action 
at  the  vasomotor  centers 

in  the  brain  new  . 


Tablets  of  0.1  and  0.2  mg 


(clonidine 
hydrochloride) 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Normal  hemodynamic  responses  to  exercise 
are  unaffected 


Renal  blood  flow  and  glomerular  filtration  rate 
essentially  unchanged 


Mild  to  moderate  potency 


Central  action: 

Catapres  appears  to  lower  blood 
pressure  through  central  alpha- 
adrenergic  stimulation,  as  shown 
in  animal  studies.  This  results  in 
diminution— but  not  blocking— of 
sympathetic  outflow  from  cardio- 
accelerator  and  vasoconstrictor 
centers  in  the  medulla. 


Not  a “depleter” 


Not  a “blocker” 


Not  an  “inhibitor” 


Not  a “false  transmitter” 


Catapres  Man 

(cipnidine  hydrochloride) 

lights  new  pathways 
to  antihypertensive 


Please  see  last  page  of  advertisement 
for  a brief  summary  of  the  prescribing 
information  including  precautions, 
warnings,  and  adverse  reactions. 


new  CstapiBS 

(clonidine  hydrochloride) 

Effective  in  hypertension, 
mild  to  severe  j 

Catapres  is  distinguished  by  its  broad  clinical  usefulness 
in  the  treatment  of  hypertension.  f 

More  than  600  major 
published  papers* 

The  extensive  experimental  and  clinical  work  with  Catapres 
has  been  reported  in  hundreds  of  papers  published  in 
scientific  journals  in  this  country  and  abroad.  Controlled 
studies^"^  plus  numerous  other  clinical  evaluations  have 
demonstrated  that  Catapres  is  an  effective  antihyper- 
tensive drug  with  these  desirable  properties: 


does  not  alter  normal  hemodynamic  responses  to  exercise;' 

renal  blood  flow  and  glomerular  filtration  rate  essentially 
unchanged 


antihypertensive  response  enhanced  by  diuretics  such  as 
chlorthalidone 


compatible  with  other  antihypertensive  agents 


has  been  shown  to  reduce  plasma  renin  activity  and  to 
decrease  excretion  of  aldosterone  and  catecholamines 

(See  ACTIONS  section  of  Brief  Summary) 


What  to  watch  for— The  principal  side  effects  of  Catapres  are  dry 
mouth,  sedation,  and  drowsiness.  Constipation,  dizziness,  headache,  , 
and  fatigue  also  have  been  reported.  Generally,  these  effects  tend  to 
diminish  with  continued  therapy.  As  with  other  antihypertensive  agents,  ; 
tolerance  may  develop  in  some  instances.  For  a more  detailed  discus-  | 
Sion  of  side  effects,  warnings,  and  precautions,  see  the  brief  summary 
of  prescribing  information  on  the  last  page  of  this  advertisement  or  , 
consult  the  Catapres  package  insert.  I 

*Complete  Catapres  bibliography  available  on  request.  i 
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I Id  and  infrequent 
iithostatic  effects 


[knding  and  supine  blood  pressure 
tsponse  at  the  conclusion  of  therapy  in 
'controlled  studies^-^ 
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Normal  hemodynamic  Renal  blood  flow  and 
responses  to  exercise  glomerular  filtration  rate 

not  altered  essentially  unchanged 


Mean  blood  pressure  reductions  in 
9 hypertensive  patients  receiving 
Catapres  (0.1 5 mg  daily)  for  4 weeks 


Systolic  pressure  reduction 
(mm  Hg) 

^ ^ After 

Lying  Standing  Exercise 


22.3 


22.9 


23.4 


Diastolic  pressure  reduction 
(mm  Hg) 

After 

Lying  Standing  Exercise 


15,0 


15.8 


15.1 


41 1 


12t 


tKtS.  9 13t  17 

Received  Catapres  alone. 

Received  Catapres  -f-  a diuretic, 
j Note:  In  study  No. 4,  blood  pressure  was  taken  in  the 
i sitting  rather  than  the  supine  position. 
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Renal  hemodynamics  before  and 
after  Catapres  in  7 hypertensive 
patients.  Mean  blood  pressure 
reductions  were  significant  in 
both  the  supine  position  (from  155 
to  128  mm  Hg)  and  the  standing 
position  (from  151  to  101  mm  Hg). 

Supine 

Head-up  tilting  (45°)HHHi 

Renal  Blood  Flow  (ml/min) 
Before  After 

646 


606  (-6% ) 


542 


512  (-6%) 


Adapted  from  Elkeles  et  al.' 


Glomerular  Filtration  Rate  (ml/min) 
Before  After 

79 


72  (-9% ) 


67 


59  (-12%) 
Adapted  from  Onesti  et  al.^ 


New  from  Boehringer  Ingelheim 


Boehringer  Ingelheim 


Boehringer  Ingelheim  Ltd. 
Elmsford,  New  York  10523 


new  Catapres» 

(clonidine  hydrochloride) 


It’s  easy  to  start  with  Catapres.  The 

usual  starting  dose  of  Catapres  is  one 
0.1  mg  tablet  twice  daily.  Increments  of 
0.1  to  0.2  mg  per  day  (up  to  the  maximum 
daily  dose  of  2.4  mg)  may  be  made  until 
the  desired  blood  pressure  response  is 
achieved. 

How  to  stop  Catapres.  Reduce  the  dose 
gradually  over  two  to  four  days  to  avoid  a 
possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
Patients  on  Catapres  should  be  instructed 
not  to  discontinue  therapy  without  con- 
sulting their  physician.  It  has  been  dem- 
onstrated that  a rapid  rise  in  blood 
pressure,  should  it  occur,  can  be  re- 
versed by  resumption  of  Catapres  or  by 
administration  of  intravenous 
phentolamine. 

Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1  mg  and  0.2  mg 

Actions:  The  mechanism  of  action  appears  to  be  cen- 
tral alpha-adrenergic  stimulation  as  demonstrated  In 
animal  studies.  This  results  in  inhibition  of  bulbar  sym- 
pathetic cardioaccelerator  and  sympathetic  vasocon- 
strictor centers,  thereby  decreasing  sympathetic  outflow 
from  the  brain.  Other  studies  in  humans  have  provided 
evidence  of  a reduction  in  plasma  renin  activity  and  the 
excretion  of  aldosterone  and  catecholamines.  The  exact 
relationship  between  these  pharmacologic  actions  of 
Catapres  (clonidine  hydrochloride)  in  humans  and  its 
antihypertensive  effect  has  not  been  fully  elucidated  at 
this  time. 

Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension.  As  an  antihypertensive  drug,  Catapres 
(clonidine  hydrochloride)  is  mild  to  moderate  in  potency. 
It  may  be  employed  in  a general  treatment  program 
with  a diuretic  and/or  other  antihypertensive  agents 
as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in 
animals,  and  since  information  on  possible  adverse 
effects  in  pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended  in  women 
who  are  or  may  become  pregnant  unless  the  potential 
benefits  outweigh  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience  is  available 
with  the  use  of  Catapres  (clonidine  hydrochloride)  in 
children. 

Precautions:  When  discontinuing  Catapres  (clonidine 
hydrochloride),  reduce  the  dose  gradually  over  2 to 
4 days  to  avoid  a possible  rapid  rise  in  blood  pressure 
and  associated  subjective  symptoms  such  as  nervous- 
ness, agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  consulting 
their  physician.  Rare  instances  of  hypertensive  encepha- 
lopathy and  death  have  been  recorded  after  cessation 
of  clonidine  hydrochloride  therapy.  A causal  relation- 
ship has  not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise  in  blood  pres- 
sure, should  it  occur,  can  be  reversed  by  resumption 
of  clonidine  hydrochloride  therapy  or  by  intrave- 


nous phentolamine.  Patients  who  engage  in  poten- 
tially hazardous  activities,  such  as  operating  machinery 
or  driving,  should  be  advised  of  the  sedative  effect. 

This  drug  may  enhance  the  CNS-depressive  effects  of 
alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride 
should  be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Catapres  (clonidine  hydrochloride) 
should  receive  periodic  eye  examinations.  While, 
except  for  some  dryness  of  the  eyes,  no  drug-related 
abnormal  ophthalmologic  findings  have  been  recorded 
with  Catapres  (clonidine  hydrochloride),  in  several 
studies  the  drug  produced  a dose-dependent  increase 
in  the  incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common  reactions  are 
dry  mouth,  drowsiness  and  sedation.  Constipation, 
dizziness,  headache,  and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish  with  continued 
therapy.  The  following  reactions  have  been  associated 
with  the  drug,  some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been  established.) 
These  include:  Anorexia,  malaise,  nausea,  vomiting, 
parotid  pain,  mild  transient  abnormalities  in  liver  func- 
tion tests:  one  report  of  possible  drug-induced  hepa- 
titis without  icterus  and  hyperbilirubinemia  in  a patient 
receiving  clonidine  hydrochloride,  chlorthalidone,  and 
papaverine  hydrochloride.  Weight  gain,  transient  eleva- 
tion of  blood  glucose,  or  serum  creatine  phosphokinase; 
congestive  heart  failure,  Raynaud's  phenomenon;  vivid 
dreams  or  nightmares,  insomnia,  other  behavioral 
changes,  nervousness,  restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic  edema,  hives, 
urticaria,  thinning  of  the  hair,  pruritus  not  associated 
with  a rash,  impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or  burning  of  the 
eyes,  dryness  of  the  nasal  mucosa,  pallor,  gyneco- 
mastia, weakly  positive  Coombs'  test,  asymptomatic 
electrocardiographic  abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy. 
Overdosage:  Profound  hypotension,  weakness,  somno- 
lence, diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from  19  months  to 
5 years  of  age.  Gastric  lavage  and  administration  of  an 
analeptic  and  vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous  doses  of 
10  mg  at  30-minute  intervals  usually  abolishes  all  ef- 
fects of  Catapres  (clonidine  hydrochloride)  overdosage 
How  Supplied:  Catapres,  brand  of  clonidine  hydro- 
chloride, is  available  as  0.1  mg  (tan)  and  0.2  mg 
(orange)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing 
information. 

Under  license  from  Boehringer  Ingelheim  GmbH 
References:  1.  Elkeles,  R.  S.,  Goldby,  F.  S.  and  Oliver, 
D.  0.:  A Double  Blind  Study  of  Catapres,  A New  Hypo- 
tensive Agent,  in  Conolly,  M.  E.  (ed.):  Catapres  in 
Hypertension,  London,  Butterworths,  1970,  pp.  139-144. 

2. Freis,  E.  D.:  Data  on  file  at  Boehringer  Ingelheim  Ltd. 

3.  Hickler,  R.  B.:  Data  on  file  at  Boehringer  Ingelheim 
Ltd.  4.  Mroczek,  W.  J.,  Leibel,  B.  A.  and  Finnerty,  F.  A., 
Jr.:  Comparison  of  clonidine  and  methyidopa  in  hyper- 
tensive patients  receiving  a diuretic.  Am.  J.  Cardiol. 
29:712,  1972.  5.  Putzeys,  M.  R.  and  Hoobler,  S.  W.:  . 
Comparison  of  clonidine  and  methyidopa  on  blood  pres- 
sure and  side  effects  in  hypertensive  patients.  Am. 

Heart  J,  83:464,  1972.  6.  MacDonald,  R.  H.  and  Shapiro. 
A.:  Data  on  file  at  Boehringer  Ingelheim  Ltd.  7.  Kirken- 
dall,  W.  M.,  Toubes,  D.  B.  et  al. : Hypertensive  effects  of 
clonidine  and  chlorthalidone.  Am.  Heart  J.  82:312,  1971 . 
8.  Onesti,  G.  et  al.:  Pharmacodynamic  effects  of  a new 
antihypertensive  drug,  Catapres  (ST-155),  Circulation 
39:219,  1969. 


Information  for  authors 


Material  for  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  1801  North  Lamar  Blvd.,  Austin 
78701.  It  must  be  offered  solely  to  this  journal. 
Each  paper  is  reviewed  by  a consultant  specialist 
and  an  editorial  board,  and  is  accepted  or  rejected 
on  the  basis  of  its  individual  merit  and  the  avail- 
ability of  other  material. 

WanMJcr/p/5  should  be  typed  double-spaced 
with  ample  margins  on  firm  paper.  Carbons  are 
unacceptable,  but  the  author  should  keep  a copy. 

The  title  should  include  the  words  most  suit- 
able for  indexing  the  article  in  “Index  Medicus,” 
should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  gram- 
matically with  the  main  title. 

The  author^  names  and  degrees  should  follow 
the  title,  and  their  mailing  addresses  should  be 
listed  at  the  end  of  the  article. 

The  /ex/ should  be  narrative  with  complete 
sentences,  few  abbreviations,  and  logical  sub- 
heading. For  spelling  and  usage  the  editors  follow 
"Dorland’s  Illustrated  Medical  Dictionary,”  24th 
edition,  and  “Webster’s  Third  New  International 
Dictionary,  Unabridged.”  Quotations  must  give 
credit  to  both  author  and  source.  A concise  intro- 
ductory summary  is  required. 

Reference  lists  should  contain  in  this  order 
(1)  author’s  last  name,  initials,  (2)  title  of  article 
or  book,  (3)  name  of  journal,  (4)  volume  and  in- 
clusive page  numbers,  written  33:156-160,  (5) 
year.  For  books,  the  title  should  be  followed  by 
place  of  publication,  name  of  publisher,  and  year. 

Illustrations  should  be  black  and  white  draw- 
ings or  positive  photographs,  with  neat,  uniform, 
fairly  large  lettering.  A label  pasted  to  the  back 
of  each  illustration  should  indicate  its  number, 
top,  author’s  name,  and  title  of  article  in  brief. 
Legends  should  be  in  complete  sentences,  num- 
bered, and  typed  on  a separate  sheet.  Color 
illustrations  are  authorized  if  they  are  of  special 
value. 

Tables  should  be  typed  on  separate  sheets. 
Column  headings  should  show  points  of  simi- 
larity; side  headings,  points  of  difference. 

Permission  should  be  obtained  from  the  pub- 
lishers and  the  authors  for  any  previously  pub- 
lished material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations 
in  the  text  may  be  used  without  permission,  but 
should  be  quoted  exactly  with  the  source  credited 


in  the  bibliography.  Copies  of  permission  letters 
should  be  submitted  with  the  manuscript. 

All  material  is  subject  to  editing,  but  authors 
receive  typescripts  to  check  before  publication. 
Prompt  return  of  typescripts  to  Texas  Medicine 
office  avoids  delay  in  publication.  After  the  article 
is  sent  to  the  printer,  only  minimal  revision  may 
be  made. 

Reprints  are  available  directly  from  the  printer 
at  an  established  schedule  of  costs.  Authors 
automatically  receive  order  blanks  when  their 
articles  are  published. 

Editorials  should  be  prepared  in  the  same  gen- 
eral manner,  and  should  be  written  in  clear,  con- 
cise language.  They  should  be  300-500  words  in 
length  (about  two  to  three  pages  typed  with 
double  spacing.) 

Contributions  to  the  news  section  should  be 
sent  to  the  Editorial  Offices,  1801  N.  Lamar 
Blvd.,  Austin  78701,  four  weeks  prior  to 
publication. 
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contributions  are  sent  at  the  owner’s  risk. 
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Scientific  Publication  Committee:  Joseph  M.  Abell,  Jr., 
MD,  Austin,  Chairman;  Robert  Askew,  MD,  Austin,  Vice- 
Chairman;  Rortald  P.  Boren,  MD,  Austin;  Ernest  C.  But- 
ler, MD,  Austin;  Jesse  D.  Cone,  MD,  Odessa;  C.  W. 
Daeschner,  MD,  Galveston;  George  A.  Gates,  MD,  San 
Antonio;  Stanton  W.  Glazener,  MD,  Austin;  Tracy  R. 
Gordy,  MD,  Austin;  R.  Maurice  Hood,  MD,  Lubbock; 
Joseph  Lancaster,  MD,  Austin;  Paul  C.  Peters,  MD,  Dal- 
las; Richard  S.  Ruiz,  MD.  Houston;  H.  Irving  Schweppe. 
Jr.,  MD.  Houston;  Theodore  P.  Votteler,  MD,  Dallas. 

Publication  of  any  article  or  statement  is  not  to  be 
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Fat  embolization 

resulting  from  median  sternotomy 

Don  C.  Wukasch,  MD;  Kenneth  P.  Malloy,  BS;  Pedro  A.  Rubio,  MD; 
Charles  C.  Reed,  BS;  Frank  M.  Sandiford,  MD;  George  J.  ReuI,  Jr.,  MD; 
John  D.  Milam,  MD;  Denton  A.  Cooley,  MD 


To  determine  whether  division  of  the  ster- 
num could  produce  fat  emboli,  24  patients 
who  underwent  open  cardiac  surgical  pro- 
cedures were  studied.  Serial  samples  of 
right  atrial  blood  demonstrated  a signifi- 
cant increase  in  the  total  number  and  size 
of  fat  globules  during  and  immediately  aft- 
ersternal  division  and  before  cardiopul- 
monary bypass  was  instituted.  Although 
multiple  factors  may  be  implicated,  these 
findings  demonstrated  that  sternal  division 
alone  produces  significant  fat  emboliza- 
tion. This  may  account  for  some  postopera- 
tive respiratory  complications  and  indi- 
cates a need  for  development  of  methods 
to  prevent  this  phenomenon.  Validity  of  the 
use  of  heparin  has  been  demonstrated  in 
animals  and  patients  with  extensive  fat  em- 
bolization, and  presently  appears  to  be  the 
most  promisingapproach  forthis  problem. 

Cardiopulmonary  bypass  has  been  impli- 
cated by  several  investigators  as  a cause  in 
the  production  of  fat  embolism  resulting  in 
pulmonary  and  cerebral  complications.^  '^ 
Before  cardiopulmonary  bypass  is  institut- 
ed the  sternum  is  divided  by  an  electric  saw 
to  expose  the  heart.  Conceivably,  fat  could 
enter  the  blood  stream  during  division  of 
the  sternum  before  cardiopulmonary  by- 
pass. This  concept  was  suggested  by  dis- 
covery of  massive  pulmonary  fat  emboliza- 
tion at  autopsy  in  a patient  who  had  under- 
gone cardiac  surgery  at  the  Texas  Heart 
Institute.  The  patient  had  not  received  ex- 
ternal cardiac  m.assage  nor  had  he  demon- 
strated any  other  obvious  site  of  origin  for 
fat  emboli.  In  orderto  testthe  hypothesis 
that  mechanical  sternal  division  may  result 
in  the  production  of  fat  emboli,  a protocol 
was  designed  to  search  for  free  fat  in  the 
right  atrium  before,  during,  and  after  me- 
dian sternotomy. 


Experimental  Methods 
Surgical  Protocol 

The  patients  were  randomly  selected  before 
undergoing  cardiac  procedures  requiring 
median  sternotomy  and  cardiopulmonary 
bypass.  Serial  7 ml  aliquots  of  blood  were 
aspirated  from  a central  venous  pressure 
(CVP)  cathether  inserted  into  the  right 
atrium  via  either  subclavian  vein  of  the 
patient.  In  the  first  series,  14  adult  patients 
who  underwent  operation  between  July  and 
October  1973  were  submitted  tothis  surgi- 
cal protocol: 

Sample  1:  Before  incision  (control) 
Sample  2:  After  incision  (subcutaneous 
fat  division) 

Sample  3:  During  sternal  division 
Sample  4:  30  seconds  after  sternal 
division 

Sample  5:  1 minute  after  injection  of 
heparin 

Sample  6:  15  minutes  after  institution  of 
total  cardiopulmonary  bypass 
(drawn  from  arterial  reservoir) 
Sample  7:  1 minute  after  injection  of  pro- 
tamine to  reverse  heparin 
Sample  8:  4 to  5 hours  postoperatively 
In  this  series,  two  patients  were  eliminated 
from  the  study  because  of  technical  failure 
to  obtain  adequate  samples  of  blood.  In  the 
second  series,  ten  adult  patients  who  un- 
derwent operation  between  January  and 
March  1974  were  submitted  to  this  surgi- 
cal protocol: 

Sample  1:  Before  incision  (control) 
Sample  2:  During  sternal  division 
Sample  3:  1 minute  after  sternal  division 
Sample  4:  2 minutes  after  sternal  division 
Sample  5:  3 minutes  after  sternal  division 
Sample  6:  4 minutes  after  sternal  division 
Sample  7:  5 minutes  after  sternal  division 
Sample  8:  10  minutes  after  sternal 
division 


Volume  71,  January,  1975 


Fat  embolization 


I . Number  of  fat  particles  per  serial  sample 
obtained  in  series  one. 


2.  Maximum  globule  size  visualized  in  counter 
per  serial  sample  obtained  in  series  one. 


Laboratory  Protocol 

The  method  of  analysis  for  free  fat  was 
modified  from  the  procedure  described  by 
Huaman.®  Each  sample  of  blood  was  placed 
in  an  evacuated  test  tube  with  10.5  mg 
ethylenediaminetetraacetic  acid  (ERTA)  to 
inhibit  thrombus  formation.  Samples  were 
centrifuged  at  4,000  rpm  at  2,275  g.  Fat 
globules  were  driven  to  the  top  by  centrifu- 
gation. The  uppermost  portion  of  the  serum 
was  pipetted  to  mark  1 of  a white  blood  cell 
dilution  pipette.  Oil-Red-O  was  added  to 
mark  1 1 . The  pipettes  were  shaken  me- 
chanically for  ten  minutes.  The  contents 
were  then  released  into  a hemacytometer 
counting  chamber  that  was  degreased  with 
Freon.  Gross  fat  particle  counts  were  done 
at  the  original  magnification  of  X40.  Size 
measurements  v/ere  performed  at  the  orig- 
inal magnification  of  X450.  Only  those  par- 
ticles visible  and  clearly  stained  were 
counted.  The  number  of  globules  per  cubic 
millimeter  of  serum  was  calculated: 

Fat  globules/mm®  = 

where  N was  the  number  of  globules  count- 
ed, lOthedilutionfactorand  l.Sthe vol- 
ume of  the  hemacytometer  counting 
chamber. 

Experimental  Results 
First  Series 

Of  the  12  completed  studies,  10  were  posi- 
tive for  fat  globules  (83%)  and  2 were 
negative.  A statistically  significant  increase 
in  the  number  and  size  of  serum  fat  glo- 
bules was  seen  duringdivision  of  the 
sternum  and  immediately  thereafter  (Figs 
1 and  2).  The  total  number  and  size  of  fat 
globules  decreased  during  cardiopulmon- 
ary bypass.  The  postoperative  samples 
demonstrated  a further  decrease  in  num- 
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3.  Photoinicrograpli  of  sample  1 (control)  in  hemacytometer  (original  mag- 
nification of  X 40). 


4.  Photomicrograph  of  sample  4 in  hemacytometer  30  seconds  after  sterno- 
lomy  (original  magnification  of  .v  40). 
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5.  Photomicrograph  of  fat  globules  in  Sample  4 
(30  seconds  after  sternotomy)  (original  magnifi- 
cation of  X 450).  Largest  globule  100  \i.  in  diame- 
ter. Scale  approximately  1 cm  = 17  p,.  Note  the 
superimposition  of  globules  within  the 
.suspension. 


7.  Photomicrograph  of  sample  6 in  hemacy- 
tometer (15  minutes  on  total  cardiopulmonaiy 
bypass)  (original  magnification  of  x 40). 


6.  Photomicrograph  of  fat  globules  in  sample  4 
(30  seconds  after  sternotomy)  (original  mag- 
nification of  X 450).  Largest  globule  100  n in 
diameter.  Scale  approximately  1 cm  = 17  p. 
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ber,  but  an  increase  was  noted  in  the  size 
of  these  fat  globules  as  compared  to  con- 
trols (Figs  3-7). 

Second  Series 

All  these  patients  demonstrated  a peak  “fat 
shower”  between  one  and  three  minutes 
after  sternal  division.  Three  minutes  follow- 
ing median  sternotomy,  the  total  number 
and  size  of  the  fat  globules  steadily  de- 
creased toward  control  levels  (Figs  8,  9). 

Discussion 

Fat  embolization  isthe  entrance  of  liquid 
fat  into  the  circulation  in  the  form  of  glo- 


8.  Number  of  fat  particles  per  serial  sample  ob- 
tained in  series  two. 


2 3 4 5 6 7 8 

SAMPLES 


bules  large  enough  to  obstruct  capillary 
beds.  Clinical  signs  and  symptoms  include 
pulmonary  congestion,  delirium,  edema, 
fever  tachycardia,  and  the  characteristic 
petechial  rash. 

Lower,  in  1669,  initiated  scientific  in- 
vestigation of  fat  embolization  by  injecting 
milk  into  the  vein  of  a rabbit’s  ear.  In  1862 
Zenker®  was  the  first  to  recognize  fat  em- 
boli in  the  pulmonar7  capillaries  of  man. 
Warthini®  in  1913  reported  fat  embolization 
to  be  the  most  frequent  cause  of  death  in 
patients  having  fractures  of  the  long  bones. 
In  1941  Scuderi^i  described  the  roentgen- 
nographic  appearance  of  fat  embolization 
in  the  lungs. 

Various  causes  reportedly  have  produc- 
ed fat  embolization  including  cardiopul- 
monary bypass, external  cardiac  mas- 
sage,trauma  to  bones,  101^-23  alcohol- 
ism,poisonings, high  altitude  flights,^" 
and  postpartum  status.®  Several  theories 
attempting  to  explain  the  etiology  of  fat 


9.  Maximum  globule  size  visualized  in  counter 
per  serial  sample  obtained  in  series  two. 
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embolization  have  been  proposed  since 
1924.  In  that  year  Gauss-^  described  the 
entry  of  fat,  liberated  from  bone  marrow 
following  fractures,  into  ruptured  veins  held 
open  by  rigid  bone.  Added  support  was  giv- 
en to  this  observation  by  Peltier-®  in  1954. 
Cobb^^  in  1958,  radioactively  tagged  em- 
boli with  I 131.  The  emboli  were  introduced 
into  peripheral  veins  and  carotid  arteries 
in  separate  groups  of  dogs.  Nearly  all  of  the 
fat  emboli  were  arrested  by  the  lungs.  When 
a large  amount  was  infused,  the  lungs  ceas- 
ed to  serve  as  a natural  filter,  and  fat  em- 
bolization occurred  in  the  cerebral  circula- 
tion. 

External  cardiac  massage  with  sternal 
fracture  is  a frequent  precursor  to  fat  em- 
bolization according  to  several  investiga- 
tors.ja^j^gonie  believes  that  microfrac- 
tures within  the  medulla  of  the  ribs  and 
sternum  are  responsible  for  this 
phenomenon. 

Cardiopulmonary  bypass  has  been  im- 
plicated in  the  production  of  fat  globuli- 
nemia,®  2®  and  in  elevation  of  blood  lipid 
factors.-®  One  possible  explanation  may  be 
that  direct  blood-gas  contact  disrupts  the 
surface  tension  or  electrical  charge  of  the 
lipoprotein  elements  of  the  blood,  resulting 
in  the  coalescence  of  the  lipid  fractions  into 
recognizable  emboli. ^ 

Various  methods  of  preventing  emboliza- 
tion have  been  proposed.  Adams^  reported 
that  the  addition  of  a nonionic  detergent 
(Pluronic  F68)  to  the  prime  volume  of  card- 
iopulmonary bypass  minimized  this  prob- 
lem. Membrane  oxygenators  have  been 
reported  to  decrease  this  phenomenon  as 
compared  to  bubble  oxygenators. Ca- 
guin^  demonstrated  the  reduction  of  fat 
globulinemia  with  the  use  of  the  intracar- 
diac sump  suction  during  cardiopulmonary 
bypass.  Scudese-^  presented  evidence  of 
improvement  in  four  of  five  patients  with 


pulmonary  fat  emboli  who  were  treated  with 
5 % alcohol  in  5 % dextrose.  He  also  rec- 
ommended dextran  and  hypothermia  to 
decrease  the  severity  of  emboli  while  also 
increasingthe  hemoglobin.  In  such  cases 
of  fat  embolism,  use  of  corticosteroids,  as 
proposed  by  Wilson, js  an  interesting 
method  of  treatment.  He  claims  that  Solu- 
Medrol  (methylprednisolone  sodium  suc- 
cinate) stabilizes  cell  membranes  and  pre- 
vents tissue  damage  and  loss  of  organ 
function  if  adequate  doses  are  given  before 
an  irreversible  state  is  reached.  Cobb^^  ob- 
served that  embolic  fat  becomes  mobilized 
and  metabolized  approximately  four  days 
afterthe  initial  injury.  The  administration 
of  heparin  in  smaller  doses  than  required 
for  anticoagulation  produced  more  rapid 
mobilization  and  metabolism  of  fat 
emboli. 2® 
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Clinical  staging  and  treatment 
of  primary  lung  cancer 
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Luceil  B.  North,  MD;  Ferenc  L.  Korompai,  MD 

In  a 48-month  period  559  cases  of  lung 
cancer  were  diagnosed.  The  majority  of 
patients  received  either  no  treatment  or 
palliative  radiotherapy  since  they  present- 
ed in  advanced  stages  of  disease.  Medias- 
tinoscopy was  performed  in  167  cases,  and 
was  useful  in  establishingthe  diagnosis 
where  other  methods  had  failed,  and  as  a 
guide  to  selecting  cases  for  curative  lung 
resection.  Survival  in  our  cases  was  related 
to  the  clinical  stage  of  disease  at  the  time 
of  diagnosis. 

The  incidence  of  pulmonary  malignancy 
has  been  increasing,!  ^ and  the  majority  of 
patients  with  lung  cancer  seeks  medical 
attention  at  a time  when  curative  treatment 
is  not  possible.  Clinical  staging  has  been 
suggested  as  a guide  for  selecting  those 
patients  likely  to  be  amenable  to  curative 
resection  and  as  a method  of  predicting  the 
end  results  of  treatment.  Mediastinoscopy, 
introduced  by  Carlens,^  allows  us  to  sample 
mediastinal  lymph  nodes  before  initiating 
treatment,  and  has  proved  to  be  a valuable 
method  of  clinical  stagingof  cancerwhen 
other  signs  of  incurability  have  not  been 
present.  A significant  relationship  has  been 


1.  Methods  of  treatment  of  primary  lung  cancer 
at  Veterans  Administration  Hospital  in  a four- 
year  period. 


Resection 

97 

Radiotherapy 

219 

Not  treated 

243 

Too  advanced 

187 

Treated  elsewhere 

56 

(terminal  care) 

Total 

559 

shown  between  the  undifferentiated  cell 
types  of  the  lungtumors  and  the  propensity 
toward  mediastinal  lymph  node  metas- 
tasis.^ Since  prognosis  is  related  to  node 
metastasis,  this  information  should  be 
used  in  the  decision  for  or  against  opera- 
tive treatment.  Newer  diagnostic  proce- 
dures such  as  fiberoptic  bronchoscopy,  en- 
doscopic brushingtechniques,  and  selec- 
tive bronchial  washings  have  enabled  usto 
establish  a diagnosis  earlier  but  have  not 
provided  information  by  wfiich  the  disease 
can  be  staged. 

Clinical  Material 

The  records  of  all  patients  admitted  with 
lungcancer  to  the  Veterans  Administration 
Hospital  in  Houston,  Texas,  from  June 
1969  to  June  1973  were  reviewed  to  deter- 
mine the  value  of  clinical  staging  by  medi- 
astinoscopy, as  this  procedure  was  used 
throughout  the  period  (Fig  1).  We  were 
selective  in  applyingthis  technique  since 
we  have  not  been  convinced  that  peripheral 
pulmonary  neoplasms  which  appeared 
clearly  resectable  required  mediastinos- 
copy. Our  technique  of  mediastinoscopy 


2.  Yield  of  diagnostic  procedures  used  to  detect 
lung  cancer. 


Sputum  cytology  152/403  (37%) 

Bronchoscopy  127/332  (41%) 

Mediastinoscopy  84/167  (50%) 


3.  Relation  of  cell  type  of  tumor  to  lung  resection. 


Adeno-  Undifferen- 

Squamous  carcinoma  tiated  Oat  Cell 

Not  resected 

(Positive  mediastinoscopy)  15  19  27  23 

Resection  64  25  14  6 
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has  been  published.®  The  procedure  is  per- 
formed under  local  anesthesia,  unless  the 
probability  of  a thoracotomy  at  the  same 
time  is  high.  In  the  latter  case,  general  en- 
dotracheal anesthesia  is  used.  Our  indica- 
tions for  mediastinoscopy  have  been  mass 
in  pulmonary  hilum  or  adjacent  to  the 
mediastinum,  ordiffuse  ill-defined  lung 
lesions.  Mediastinoscopy  was  frequently 
employed  to  establish  a diagnosis  when  ad- 
vanced pulmonary  neoplasm  was  suspect- 
ed but  other  diagnostic  procedures  failed. 
The  yield  of  other  diagnostic  procedures 
was  also  evaluated.  Follow-up  was  98% 
from  12  to  60  months  following  admission 
or  the  first  day  of  treatment. 

Results 

Carcinoma  of  the  lung  was  diagnosed  in 
559  patients  during  the  reviewed  period. 
One  hundred  forty-five  had  thoracotomy, 
of  which  97  had  pulmonary  resection.  The 
effectiveness  of  the  diagnostic  procedures 
is  shown  in  Fig  2.  Sputum  cytology  was 
positive  in  37  % . From  one  to  ten  (average 
three)  specimens  were  examined  in  each 
of  these  patients.  Cells  reported  as  suspect- 


4. Results  of  mediastinoscopy  and  method  of 
treatment  in  162  patients. 


Positive 

84 

Negative 

No  operation 

19 

78 

Exploration  only 

24 

Resected 

35 

Total 

162 

ed  of  being  malignant  were  not  considered 
a positive  diagnosis. 

Bronchoscopy,  using  the  rigid  broncho- 
scope, was  evaluated  for  efficiency.  Find- 
ings were  considered  positive  only  when  a 
positive  histologic  diagnosis  was  made  on 
biopsied  material.  Forty-one  percent  of  spe- 
cimens biopsied  were  positive;  however, 
additional  patients  had  tumor  out  of  the 
reach  of  the  biopsy  forceps.  One-half  of  the 
patients  undergoing  mediastinoscopy  had 
positive  diagnosis  of  cancer.  Many  of 
these  cases  were  clearly  nonresectable  be- 
fore the  examination,  and  the  procedure 
was  utilized  only  toestablish  a diagnosis. 

The  relation  of  histologic  type  to  medias- 
tinal lymph  node  involvement  was  illustrat- 
ed in  our  series.  Fig  3 illustrates  the  con- 
centration of  patients  having  undifferen- 
tiated and  oat  cell  carcinoma  amongthose 
with  positive  mediastinoscopy.  On  the  other 
hand,  most  of  the  resectable  tumors  were 
squamous  cell  oradenocarcinoma.  Com- 
parison of  those  patients  who  did  and  who 
did  not  have  mediastinoscopy  but  under- 
went resection  failed  to  reveal  any  differ- 
ence in  cell  type.  Fig4  illustrates  the  man- 
agement of  patients  following  mediastino- 


5.  Operative  mortality  in  relation  to  whether  or  not  mediastinoscopy  was  performed. 


Exploration 

Only 

Lobectomy 

Pneumonectomy 

Mediastinoscopy  done 

26  (0) 

17  (2) 

18  (6) 

No  mediastinoscopy 

21  (1) 

44  (2) 

18  (0) 

Total 

47  (1) 

61  (4) 

36  (6) 

Number  of  deaths  in  parentheses. 


43 
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6.  Survival  of  559  patients  by  treatment  method. 
Interrupted  line  indicates  best  possible  survival 
of  resected  patients  if  all  patients  currently  alive 
live  at  least  two  years  from  day  of  treatment. 

scopy.  Patients  having  negative  mediasti- 
noscopy findings  underwent  thoracotomy. 
Following  positive  mediastinoscopy,  radio- 
therapy was  given  if  the  patient’s  condition 
permitted.  The  19  patients  having  no  oper- 
ation after  negative  mediastinoscopy  had 
other  metastases,  or  their  general  condition 
was  such  that  operation  was  not  thought 
feasible.  Resection  was  performed  in  35 
(22%)  patients  subjected  to  mediastino- 
scopy. 

An  analysis  was  made  of  the  patients 
having  thoracotomy  to  determine  whether 
or  not  there  had  been  bias  in  selecting  pa- 
tients for  immediate  operation.  This  is  ex- 
plained by  a previous  report®  from  our  in- 
stitution suggesting  that  the  poor-risk 
patients  were  more  likely  to  be  selected  for 
preliminary  mediastinoscopy.  One  opera- 
tive death  occurred  among  patients  having 
only  exploratory  surgery,  and  the  patient’s 
pulmonary  artery  had  been  ligated  in  an  at- 
tempt to  control  massive  bleeding,  even 
though  the  neoplasm  was  known  to  be  non- 
resectable.  There  was  a higher  operative 
mortality  among  those  patients  having 
lobectomy  and  pneumonectomy  in  whom 


mediastinoscopy  was  performed  (Fig  5). 
Postoperative  deaths  resulted  from  pneu- 
monia or  respiratory  insufficiency  in  five 
patients,  myocardial  infarction  in  three, 
cardiac  arrhythmia  in  one,  and  broncho- 
pleural fistula  in  one.  Palliative  resections 
were  performed  infrequently  since  it  has 
been  our  policy  to  treat  advanced  disease 
with  radiotherapy. 

Early  survival  figures  in  our  patients  are 
shown  in  Fig  6.  There  was  a relationship 
between  survival  and  the  treatment  method 
selected  which  suggests  that  clinical  stag- 
ing was  important  in  selecting  proper 
therapy.  Patients  receiving  no  therapy  had 
a mean  survival  of  1.8  months,  and  no  pa- 
tient lived  longerthan  10  months.  Patients 
receiving  radiotherapy  fared  considerably 
better,  having  a mean  survival  of  7.5 
months,  and  five  patients  were  alive  from 
9 to  32  months  at  the  time  of  review.  The 
97  patients  having  pulmonary  resection 
had  a mean  survival  of  12  months  with  24 
patients  still  alive  at  12  to  58  months. 

Discussion 

Clinical  staging  as  a guide  to  selection  of 
proper  treatment  and  evaluation  of  end  re- 
sults appears  to  be  a sound  concept.  The 
majority  of  patients  with  primary  lung  can- 
cer are  clearly  beyond  any  hope  of  curative 
therapy  at  the  time  of  initial  examination, 
even  though  the  symptoms  may  be  of  short 
duration.  Controversy  has  existed  regard- 
ing the  necessity  of  mediastinal  lymph 
node  examination  priorto  thoracotomy 
because  many  surgeons  have  felt  that  re- 
section was  beneficial  in  spite  of  nodal  in- 
volvement® and  that  the  resectability  rate 
was  high  in  spite  of  advanced  stage  of  the 
disease.  Emphasis  on  mediastinoscopy  as 
a screening  guide  to  curative  resection 
ratherthan  as  a means  of  eliminating  pal- 
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liative  resections  should  serve  to  dispel 
some  of  the  controversy  J In  our  series  and 
others^  the  patients  having  lymph  node  in- 
volvement in  the  mediastinum  \were  pre- 
dominantly those  \with  oat  cell  carcinoma 
or  adenocarcinoma.  Survival  in  these  pa- 
tients is  usually  unaltered  whether  or  not 
resection  is  performed. 

The  emphasis  by  Paulson*  on  selectivity 
in  treatment  for  primary  lung  cancer,  and 
studies  by  Chamberlain®  demonstrating 
that  increased  resectability  rates  were  not 
associated  with  increasing  survival,  have 
formed  the  basis  for  our  approach  to  the 
treatment  of  lung  cancer.  Results  of  opera- 
tion published  by  Jackman^®  indicated  a 
40%  survival  in  patients  with  peripheral 
lesions  under  4 cm,  and  our  experience  is 
in  agreement.  Large  hilar  tumors  had  pre- 
liminary mediastinoscopy  because  of  the 
common  finding  of  node  metastasis.  Oat 
cell  carcinoma  has  been  found  by  Kato“ 
to  be  incurable,  and  we  have  not  operated 
on  patients  in  whom  preoperative  diagnosis 
suggested  that  this  cell  type  was  present. 
The  short  survival  of  our  patients  having 
mediastinal  lymph  node  involvement  by 
any  neoplasms  is  in  agreement  with  the 

studies  of  Delarue.^^ 

Recent  development  of  diagnostic  pro- 
cedures aimed  at  earlier  detection  of  pri- 
mary lung  cancer  have  been  impressive.^® 
Fiberoptic  bronchoscopy  in  our  institution 
yielded  cancer  diagnosis  in  three  patients 
having  respiratory  symptoms  with  a nega- 
tive chest  roentgenogram.  Similar  cases 
have  been  reported  by  others. Selective 
brushing  has  also  yielded  impressive  re- 
sults in  patients  where  the  lesion  was  be- 
yond the  reach  of  the  bronchoscope.  Selec- 
tive segmental  bronchial  washing  can  iden- 
tify the  source  of  cancer  cells  in  the  face  of 
negative  bronchoscopic  and  roentgeno- 
graphic  findings. 
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Simple  noninvasive  test  for  evaluating 
defects  in  pulmonary  perfusion 

M.  K.  AM,  MD;  R.  L.  Burdett,  MS;  C.  C.  ShuMenberger,  MD 


The  more  extensive  use  of  radioisotope 
photoscanning  in  evaluatingthe  regional 
pulmonary  blood  flow  has  revealed  a high 
incidence  of  pulmonary  perfusion  defects, 
especially  in  elderly  individuals^  Although 
a normal  study  provides  convincing  evi- 
dence for  the  absence  of  pathological  con- 
ditions of  the  pulmonary  circulation,  the 
abnormal  perfusion  scan  can  be  misleading 
diagnostically  because  of  the  other  situa- 
tions that  cause  defects  in  regional  pul- 
monary blood  flow.2  The  introduction  of 
xenon  133  gas  improved  the  definition  of 
these  defects  by  the  simultaneous  deter- 
mination of  regional  ventilation.  In  the  past 
five  years,  we  have  been  using  xenon  133 
and  a quantitated  multiprobe  system  for 
evaluatingthe  regional  pulmonary  function 
of  patients  referred  to  the  Cardiopulmonary 
Unit  of  The  University  of  Texas  M.D.  Ander- 
son Hospital  and  Tumor  Institute.  It  follows, 
therefore,  that  most  of  our  patients  have 
lung  cancer  and  have  been  referred  for 
evaluation  before  resection.  Patients  with 
nontumor  cardiopulmonary  pathological 
conditions  were  referred  to  our  unit  from 
other  affiliated  hospitals  in  the  Texas  Medi- 
cal Center. 

Method 

The  technique  used  consists  of  having  the 
patient  comfortably  seated  in  front  of  eight 
scintillation  detectors,  four  over  each  lung. 
The  first  pair  of  detectors  is  positioned  at 
the  level  of  the  thoracic  outlet,  (second  rib 
anteriorly  and  fourth  thoracic  spine  pos- 
teriorly). The  otherthree  pairs  are  position- 
ed directly  below  the  first  pair  on  the  same 
vertical  line.  The  arrangement  of  the  detec- 
tors and  the  details  of  the  technique  have 
been  previously  published.^ 

The  whole  procedure  takes  an  average  of 


15  minutes  and  is  performed  during  nor- 
mal, quiet  breathing.  It  requires  no  special 
cooperation  from  the  patient.  An  intraven- 
ous injection  of  1-2  mCi  of  xenon  133  gas 
in  saline  solution  provides  peak  curves  for 
zonal  blood  distribution.  After  the  wash-out 
of  the  perfused  gas,  a 500-800  ml  tidal 
breath  of  xenon  in  air  mixture  measures  the 
single  breath  distribution.  Closed  circuit 
equilibration  with  the  xenon-air  mixture 
provides  plateau  curves,  the  height  of 
which  represents  the  volume  of  each  zone. 

Dynamic  indices  of  regional  ventilation 
also  are  obtained  from  the  wash-in  and 
wash-out  of  the  equilibration  procedure, 
usingthe  half-time  in  seconds  and  a math- 
ematical equation.^  The  values  reported  for 
ventilation  in  this  study  are  the  mean  of  the 
single  breath,  wash-in,  and  wash-out  meth- 
ods. Total  activity  from  the  eight  counters 
is  summed  up,  in  turn,  for  perfusion,  ven- 
tilation, and  volume.  The  counts  recorded 
from  each  detector  are  expressed  in  a per- 
centage of  total  counts.  The  total  for  the 
four  probes  on  each  side  provides  the  func- 
tional performance  of  the  corresponding 
lung.  Indices  of  regional  distribution  of 
function  are  then  presented  as  ratios  of 

ventilation-to-unit  volume  (V/V),  and  per- 

fusion-to-unit  volume  (Q/V). 

The  output  of  the  rate  meters  is  fed  sim- 
ultaneously into  an  eight-channel  strip 
chart  recorder  and  a programmed  Nova 
digital  computer  system.  Upon  completion 
of  the  test,  a teletyped  report  is  available 
immediately  (Fig  1). 

Results  and  Discussion 

Fig  2 illustrates  the  mean  and  range  for  re- 
sults of  14  healthy  adult  subjects  previous- 
ly reported.^ 
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were  pet  formed  within  two  hours,  as  shown 
by  the  underlined  computer  time.  See  text  for 
discussion  of  the  results. 


1.  Computer  printout  of  regional  function  study 
before  {upper  panels)  and  after  ( lower  panels) 
2,800  ml  of  fluid  were  removed  from  the  right 
pleural  space.  Notice  that  the  two  studies 
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2.  The  distribution  of  volume,  ventilation,  and 
perfusion  in  14  healthy  adults  during  normal 
breathing  while  seated  upright  are  given  in  the 
upper  panels.  Mean  values  and  ranges  for  ven- 


tilation and  perfusion  per  unit  lung  volume  are 
given  in  the  lower  panels.  The  values  for  both 
indices  rise  progressively  from  apex  (zone  1)  to 
base  (zone  4). 


3.  Function*  of  tumor-bearing  lung  in  181 
bronchogenic  carcinoma  patients.  Effect  of  cell 
type. 


Cell  Type  and  Number  of  Patients 


Functional  Parameter 

I.  Squamous 

II.  Adenocarcinoma 

III.  Undifferentiated 

Total 

80 

42 

59 

181 

Per  cent  volume  (V)  mean 

42.90 

42.97 

41.9 

Standard  deviation 

1.56 

0.46 

0.375 

Standard  error 

0.140 

0.105 

0.0797 

No.  of  patients  with  low  V 

47  (59%) 

25  (60%) 

34  (58%) 

106  (59%) 

05%  below  normal) 

Per  cent  ventilation  (V)  mean 

41.8 

41.70 

40.92 

Standard  deviation 

1.40 

0.419 

2.09 

Standard  error 

0.132 

0.099 

0.188 

No.  of  patients  with  low  V/V 

46  (58%) 

20  (48%) 

32  (54%) 

98  (54%) 

(V>5%  below  V) 

Per  cent  perfusion  (Q)  mean 

41.34 

42.07 

37.8 

Standard  deviation 

0.968 

1.09 

1.46 

Standard  error 

0.110 

0.161 

0.157 

No.  of  patients  with  low  Q/V 

44  (55%) 

23  (55%) 

37  (63%) 

104  (57%) 

(Q>5%  below  V) 


•Expressed  as  percentages  of  the  total  for  the  two  lungs. 

The  three  significantly  different  parameters  are  underlined  ( ). 
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Bronchogenic  Carcinoma 

One-hundred-eighty-one  pathologically 
documented  bronchogenic  carcinoma  pa- 
tients, representing  the  three  most  fre- 
quent cell  types,  were  studied.  We  excluded 
from  this  series  those  patients  with  rarer 
cell  types,  those  who  had  bilateral  involve- 
ment, those  who  had  previous  thoracic  sur- 
gery, and  those  who  had  received  radio- 
therapy. Figs  3 and  4 summarize  the  re- 
sults of  xenon  133  testing  of  the  tumor- 
bearing lung  expressed  as  percentages  of 

the  total  volume  (V),  ventilation  (V),  and 

pulmonary  perfusion  (Q)  to  both  lungs.  In 
Fig  3 the  patients  were  divided  into  three 
groups  accordingtotheirtumorcell  type. 
This  illustration  showed  the  following:  (1) 
There  was  no  significant  difference  regard- 
ingthe  incidence,  or  severity  of  volume 
loss.  (2)  Hypoventilation  was  less  frequent 
in  the  adenocarcinoma  group.  (3)  Both  the 
incidence  and  severity  of  hypoperfusion 
were  significantly  higherforthe  undiffer- 
entiated cell  type  lung  cancer. 

Then  the  patients  were  subdivided  into 
two  groups  based  on  the  proximity  of  the 
tumortothe  hilum  (Fig4).  This  indicates 


the  functional  impairment  of  the  tumor- 
bearing lung  in  those  patients  presenting 
with  hilar  bronchogenic  carcinoma.  The 
latter  finding  closely  parallels  previously 
published  data  usingthe  lung  scanning 
technique,^  ® in  which  the  authors  found  a 
linear  relationship  between  the  reduction  of 
perfusion  and  proximity  of  the  tumor  to  the 
hilum.  Fig5  illustrates  the  data  obtained 
from  a 55-year-old  patient  with  left  hilar 
bronchogenic  carcinoma  and  a healthy  con- 
tralateral right  lung.  This  patient  did  well 
after  left  pneumonectomy.  Although  some 
authors  categorically  linked  severe  reduc- 
tion of  perfusion  to  the  tumor-bearing  lung 
with  unresectability  of  the  tumor,®  '^  the 
data  in  the  present  study  do  not  substan- 
tiate this  concept.  Four  patients  are  living 
and  well  two  to  four  years  following  resec- 
tion of  severely  hypoperfused  lungs.®  Fur- 
• • 

thermore,  regional  V/V  and/or  Q/V  may  be 
reduced  in  spite  of  normal  percentages  of 
volume,  ventilation  and  perfusion  to  the 
tumorous  lung,  as  shown  by  the  case  pre- 
sented in  Fig  6.  In  a previous  study  in  this 
• • 

laboratory,  regional  V/V  and  Q/V  were  re- 
duced in  the  vicinity  ofthetumorin  82% 
and  76%  of  the  cases,  respectively.  Only 


4.  Function  of  tumor-bearing  lung  in  167*  bron- 
chogenic carcinoma  patients.  Hilar  versus 
peripheral. 


Functional  parameter 

Hilar 

62  Patients 

Peripheral 

105  Patients 

Per  cent  volume  (V)  mean 

38.4 

45.2 

Standard  deviation 

0.817 

0.68 

Standard  error 

0.115 

0.083 

No.  of  patients  with  low  V 

46  (74%) 

46  (44%) 

05%  below  normal) 

Per  cent  ventilation  (V)  mean 

35.9 

44.5 

Standard  deviation 

1.9 

0.75 

Standard  error 

0.175 

0.087 

No.  of  patients  with  low  V/V 

47  (76%) 

44  (42%) 

(V>5%  below  V) 

Per  cent  perfusion  (Q)  mean 

32.2 

44.7 

Standard  deviation 

2.82 

0.12 

Standard  error 

0.213 

0.036 

No.  of  patients  with  low  Q/V 

54  (87%) 

39  (37%) 

(Q>5%  below  V) 

*The  remaining  14  patients  could  not  be  categorically  classified  as  belonging  to  either  group. 
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6%  of  the  patients  did  not  have  functional 
defects  in  theirtumor-bearing  lung.® 

Five  of  six  patients  with  bronchiolar  (al- 
veolar) cell  carcinoma  displayed  the  pat- 
tern of  reduced  ventilation  and  relatively 
normal  pulmonary  blood  flow,  resulting  in 

a lowV/Q  ratio  in  the  tumor-bearing  zones. 
These  patients  were  severely  hypoxemic, 
and  shunt  determination  by  the  100% 
oxygen  method  revealed  right-to-left  shunt- 
ing of  a sizeable  fraction  of  the  cardiac  out- 
put. The  data  of  these  patients  are  consis- 


tent with  a recently  published  case  report 
by  Fishman  et  al.^® 

With  the  introduction  of  this  technique, 
we  were  hopeful  that  it  might  be  of  value  in 
the  early  diagnosis  of  primary  and/or  me- 
tastatic lung  cancer.  In  one  instance,  a pa- 
tient presented  with  hemoptysis;  the  chest 
film,  cytology,  and  bronchoscopy  were 
negative.  Xenon  133  studies  revealed  re- 
duction of  perfusion  and  ventilation  to  the 
left  upper  zones.  Bronchography  revealed 
a small  fillingdefect  in  one  of  the  bronchi 


5.  Regional  lung  function  study  with  xenon  133 
showing  the  marked  zonal  function  impairment 
(zones  L>,  Lj,  and  LJ  caused  by  left  hilar  bron- 
chogenic carcinoma.  The  zonal  function  of  the 
contralateral  lung  is  entirely  normal,  making 


left  pneumonectomy  functionally  tolera- 
ble. Notice  the  essentially  normal 
FEVi.o/FVC  percentage  and  arterial  blood 
gases. 


TEXAS  MEDICINE 


of  the  upper  lobe.  At  thoracotomy,  a squa- 
mous bronchogenic  carcinoma  was  found 
and  treated  by  left  upper  lobectomy.  In  an- 
other patient  with  left  hilar  bronchogenic 
carcinoma,  a small  ventilatory  defect  in  the 
second  zone  of  the  contralateral  right  lung 
(Ro)  was  detected.  Left  pneumonectomy 
was  performed,  and  the  defect  persisted  in 
the  postoperative  study.  Two  years  after 
pneumonectomy,  the  patient  presented 
with  radiological  lesions  in  the  location  of 
the  ventilatory  defect,  consistent  with 
metastatic  disease.  In  spite  of  the  fact  that 


the  regional  function  defects  in  both  in- 
stances pointed  to  the  location  of  the  tumor 
in  its  early  stage,  the  bulk  of  our  data  in- 
dicates that  the  principle  value  of  this  tech- 
nique in  lung  cancer  is  in  planningtherapy 
by  evaluating  the  functional  integrity  of  the 
contralateral,  nontumor-bearing  lung.® 

Concomitant  Chronic  Obstructive 
Pulmonary  Disease 

Earlier  studies  in  this  laboratory  revealed 
that  50%  of  lung  cancer  patients  referred 


6.  Regional  lung  function  study  showing  severe 
functional  defects  in  both  lungs.  The  coexistent 
chronic  obstructive  lung  disease  (as  evidenced 
by  the  very  low  FEVj.o/FVC  of  35%)  affects 
the  lower  zones  of  the  contralateral  lung  (zones 
Ls  and  LJ  more  severely  than  the  lower  zones  of 


the  tumor-bearing  lung,  (Rs  and  Rd-  It 
Wfli  predicted  from  this  study  that  the 
nontumor-bearing  lung  would  not  sustain 
the  patient’s  respiratoiy  needs  if  pneu- 
monectomy were  contemplated. 
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for  preoperative  evaluation  had  regional 

• • 

functional  defects  (low  V/V  and  Q/V)  with- 
in the  nontumor-bearing  lung.  The  inci- 
dence and  severity  of  these  abnormalities 
increased  as  the  overall  mechanical  func- 
tion, using  the  forced  vital  capacity  in  1 
second  (FEVi.o)  index,  deteriorated. ® This 
finding  strongly  indicates  that  these  de- 
fects are  caused  by  chronic  obstructive  pul- 
monary disease,^^  and  their  severity  deter- 
mines the  advisability  of  surgical  resection 
of  the  tumor-bearing  lung  as  shown  by  the 
study  of  the  patient  in  Fig  6.  With  the  onset 
of  pulmonary  hypertension,  obliteration  of 
the  normal  gravitational  increase  in  blood 
flow  per  unit  volume  from  the  apex  to  the 
base  of  the  lung  ensues.  The  finding  is  of 
ominous  significance  as  it  contraindicates 
pulmonary  resection  to  any  extent. 

Metastatic  Lung  Disease 

Single  metastatic  nodules,  2 cm  or  more  in 
diameter,  reduce  zonal  ventilation  and/or 
perfusion,  the  latter  being  more  compro- 
mised in  multinodular  cases. As  in  pri- 
mary lung  cancer,  ventilatory  and  perfusion 
defects  in  the  nontumor-bearing  zones 
usually  indicate  chronic  obstructive  lung 
disease.  The  magnitude  of  these  defects  is 
of  critical  importance  in  cases  requiring 
bilateral  pulmonary  resection. 

Obesity 

Four  nonsmoking  obese  patients  weighing 
100-150  kg  (220-340  lb)  were  studied.  The 
basal  region  (zone  4)  of  the  nontumor- 
bearing lung  was  consistently  hypoventilat- 
ed  in  the  four  subjects.  Pulmonary  blood 
flow  was  within  normal  limits  in  one  patient 
but  was  abnormally  distributed  in  the  other 
three  (Fig  7).  While  the  abnormality  of  ven- 
tilation can  be  explained  by  the  predomin- 


ance of  the  thoracic  over  the  diaphragmatic 
contribution  to  normal  breathing  in  obese 
subjects^^  i®  and/or  a decrease  in  the  ex- 
piratory reserve  volume,^®  the  mechanism 
of  the  abnormal  perfusion  is  not  yet 
clarified. 

Pleural  Effusion 

Fig  1 is  the  computer  printout  of  xenon  133 
studies  before  and  after  aspiration  of 
pleural  effusion  on  the  right  side.  The  re- 
gional lung  function  studies  showed  that 
the  effusion  maximally  reduced  the  ven- 
tilation from  48%  to  20% . The  volume  and 
perfusion  were  reduced  from  47  % to  3 1 % 
and  from  40%  to  26%,  respectively.  The 
corresponding  spirometric  studies  (Fig  8) 
indicate  significant  reduction  of  the  forced 
vital  capacity  while  the  flow  rates  (FEVi  o/ 
FVC  and  MMF)  were  only  minimally 
changed. 

Pulmonary  Embolism 

Seven  patients  with  clinical  and  laboratory 
evidence  of  pulmonary  embolism  were 
studied  within  the  first  week  of  their  epi- 
sode. 1131  perfusion  lung  scans  were  also 
obtained  in  six  of  them  on  the  same  day, 
followingthe  regional  pulmonary  function 
study.  Xenon  133  studies  indicated  that  all 
seven  patients  had  zonal  reduction  of  per- 
fusion. These  corresponded  to  defects  in 
the  six  lung  scans  performed  (Figs  9 and 
10).  Ventilation  was  normal  in  five  subjects 
and  was  concomitantly  reduced  in  the  other 
two.  Of  the  latter  two  patients,  one  was 
studied  within  thefirst  24  hours  of  his  epi- 
sode, and  the  other  had  significant  chronic 
obstructive  pulmonary  disease. 

Congenital  Anomalies  of  the  Pulmonary 
Circulation 

Two  patients  with  congenital  anomalies  of 
pulmonary  blood  flow  were  studied.  A 19- 
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Regional  Distribution  of 
Ventilation  and  Perfusion  in  Obesity 
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y/y  Q/V 
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Percentage 


7.  Distribution  of  ventilation  (V/V)  and  pul- 
monary perfusion  (Q/V)  in  four  obese  non- 
smokers.  The  shaded  areas  represent  the  range 
for  the  normal  values  of  14  healthy  non-obese 


subjects.  Notice  the  basal  hypoventilation  in  all 
four  subjects.  Perfusion  is  abnormally  distribut- 
ed in  three  of  them,  and  conforms  with  the  nor- 
mal pattern  in  patient  number  one. 


8.  Spirometry  before  and  after  aspiration  of  2.8 
liters  of  exudate  from  the  right  pleural  space. 


, FVC , 

, FEV,., 

— FEV,  o/FVC  - 

^ t 

MMF  , 

Liters  % Pred. 

Liters  % Pred. 

% of  Own 

Liters  % Pred. 

Before 

2.41 

SI 

1.68 

54 

70 

1.05 

27 

After 

4.43 

104 

2.82 

90 

64 

1.40 

36 

Abbreviations:  FVC:  forced  vital  capacity 

FEV,.,,:  forced  vital  capacity  in  1 second 
MMF:  maximum  midflow  rate 
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year-old  male  presented  with  lobar  pneu- 
monia. A basal  systolic  murmurwas  pro- 
pagatingto  both  peripheral  lungfields. 
Abnormal  systolic  pressure  differential  be- 
tween the  upper  limbs  was  recorded.  After 
the  pneumonia  cleared,  xenon  133  studies 
indicated  abnormal  blood  flow  distribution 
within  both  lungs.  The  pulmonary  angio- 
gram correlated  well  with  the  xenon  133 
regional  perfusion  defects  caused  by  con- 
genital multiple  pulmonary  artery  branch 
stenosis  (Fig  11).  Aortography  revealed 
stenosis  of  the  left  brachial  and  vertebral 
arteries. 

9.  The  chest  roentgenogram  is  superimposed 
on  the  regional  pulmonary  function  study  of  a 
patient  with  both  clinical  and  laboratory  evi- 
dence of  pulmonary  embolism.  The  shaded  areas 
represent  the  approximate  upper  and  lower  limits 

• • 

of  normalcy  for  regional  Q/V  and  V/V.  The 


The  second  patient,  a 38-year-old  man, 
presented  with  severe  hemoptysis  and  was 
being  studied  for  possible  bronchogenic 
carcinoma  of  the  left  lung.  Xenon  133  re- 
gional studies  revealed  complete  absence 
of  pulmonary  arterial  blood  flow  to  the  left 
lung.  The  volume  and  ventilation  to  the  left 
lung  were  mildly  reduced,  while  the  normal 
gradientforventilation  perunit  lungvol- 
ume  from  apex  to  base  was  well  preserved 
in  both  lungs.  A pulmonary  angiogram  con- 
firmed the  diagnosis  of  left  oulmonary 
artery  atresia.  An  aortogram  showed  that 
the  left  lung  was  supplied  by  an  aberrant 

perfusion  is  markedly  reduced  to  the  lower  left 
zones  (Ls  and  Li),  and  slightly  drops  in  the  low- 
ermost right  region  (Ri)  below  the  zone  above 
(Rs).  Notice  the  normal  distribution  of  ventila- 
tion within  both  lungs. 
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V/V  and  Q/V  Right  Lung 
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systemic  artery  arising  from  the  abdominal 
aorta. 

Mitral  Stenosis  and  Pulmonary  Venous 
Hypertension 

The  perfusion  results  of  the  three  patients 
we  studied  were  similarto  Friedman’s^® 
scanning  data  in  that  the  pulmonary  blood 
flow  was  redistributed  in  favor  of  the  apical 
zones.  The  basal  regions  were  hypoperf  us- 
ed in  all  three  subjects.  In  addition,  the 
xenon  133  studies  were  consistent  with 
normal  distribution  of  ventilation. 

Chest  Wall  and  Diaphragmatic 
Abnormalities 

In  a patient  with  chest  wall  metastasis  de- 
stroyingthree  ribs^®  and  anotherwith  uni- 

70, The  lung  scan  of  the  patient  in  Fig  9 show- 
ing reduction  of  perfusion  in  the  same  zones  as 
is  shown  in  the  xenon  133  regional  study. 


lateral  diaphragmatic  paralysis  (Fig  12), 
the  regional  pulmonary  function  revealed 
zonal  hypoventilation  with  relatively  normal 
perfusion  in  both  patients. 

Summary  and  Conclusion 

Regional  pulmonary  function  usingxenon 
133  gas  and  a multiprobe  system  provides 
a simpleand  safe  quantitative  technique. 

It  provides  information  regardingthe  mis- 
matching of  blood  flow  and  ventilation, 
which  could  be  valuable  in  the  functional 
classification  of  many  disease  states  of  the 
lungand  its  circulation.  Fig  13  summarizes 
the  etiological  classification  of  defects  in 
regional  pulmonary  function  as  studied  in 
our  laboratory.  It  can  be  seen  that  bron- 
chogenic carcinoma  may  cause  any  com- 
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bination  of  defects.  Additions  to  Fig  13  may 
be  made  if  more  laboratories  apply  the 
technique  since  a wider  spectrum  of  pa- 
tients would  be  studied. 

In  spite  of  the  fact  that  the  procedure 
has  localized  proven  primary  bronchogen- 
ic carcinoma  and  its  metastasis  to  the  con- 
tralateral lung  when  the  chest  roentgeno- 
grams were  negative,  the  main  value  of  the 
test  is  to  determine  the  functional  risk  of 
lung  resection  in  patients  with  borderline 
over-all  lung  function. 

The  normal  breathingtechnique  is  more 
reproducible  and  is  valuable  in  studying 

11.  The  pulmonary  angiogram  is  superimposed 
on  the  xenon  133  regional  pulmonary  function 
study  of  a patient  with  congenital  multiple  steno- 
tic lesions  of  the  pulmonary  arteries.  Notice  the 
good  correlation  between  the  two  techniques. 
Although  the  left  lung  is  hypoplastic  (volume 


the  uncooperative  and  the  very  sick  pa- 
tients. The  latter  have  to  be  studied  lying 
down,  and  normal  values  forthis  position 
have  yet  to  be  worked  out. 

In  addition,  the  very  low  radiation  ex- 
posure to  the  patient  and  the  ultrashort 
biological  half-life  of  xenon  133  makes  the 
performance  of  sequential  examinations 
over  short  periods  of  time  feasible.  This 
can  be  of  great  value  clinically  in  the  follow- 
up of  quickly  reversible  pathological  con- 
ditions, for  example,  pulmonary  embolism, 
bronchial  asthma,  pneumonia,  and  conges- 
tive heart  failure,  as  well  as  in  evaluating 

44% ) and  relatively  hypoventilated  and  hypo- 
perfused  (38%  and  21%,  respectively),  the  nor- 
mal rising  gradient  for  ventilation  from  apex  to 
base  is  well  preserved  within  both  lungs.  The 
pulmonary  blood  flow  gradients  are  obliterated 
secondary  to  pulmonary  hypertension. 
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the  effect  of  various  drugs  and  procedures 
on  the  distribution  of  regional  pulmonary 
function,  for  example,  thoracentesis. 

Finally,  the  on-line  computer  makes  the 
test  available  as  a clinical  service  to  a large 
number  of  patients.  We  hope  that  in  the 
nearfuture,  remote  computerterminals 
and  mobile  units  will  bringthis  diagnostic 
tool  to  the  bedside  of  the  critically  ill 
patient. 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage. 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur.  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of.  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia).  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  IS  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  m patients  over  sixty 
Indications.  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications:  Children  14  years  or  less; 
senile  patients,  history  or  symptoms  of  G I.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy,  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction,  hyperten- 
sion; thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age.  weight,  dosage,  duration  of  ther- 
apy, existence  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition Itself  IS  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion. Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid) 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient s weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 
Adverse  Reactions:  This  is  a potent  drug,  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis,  dys- 


pepsia, nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome.  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment, hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions, giddiness,  vertigo,  coma,  hyperventila- 
tion, insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98-146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardstey.  New  York  10502 

BU  10259 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one.  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  "Dyazide'  regularly  for  possible  blood  dys- 
crasias.  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BU.N  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
w'ith  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 


KEEPTHE  HYPERTEKSIVE 
PAnEHTONTHERAPy 
KEEPTHERAPy  SIMPLE  WITH 


Each  capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Just  ‘Dyazide’  once  daily  or  twice  daily 
No  inconvenient  potassium  supplements 
Nor  special  K+  rich  diets  needed  as  a rule 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  ( 1 ) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  'Dyazide',  easily  understood, 
once  or  twice  daily,  depending  on  response.  There's  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


SK&F  CO. 

Carolina,  RR.  00630 
Subsidiary  of 
SmithKline  Corporation 


TO  KEEP  BLOOD  PRESSURE  DON(^ 
AND  KEEP  POIASSIUM  LEVELS  UP 


STAGE  2 


STAGE  1 


STAGE  3 

STAGE  4 

HOURS  , . ^ . 

begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


••• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 


Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes:  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.' 


I 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects^  ’) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

IDalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories'' 

Using  a 14-night  protocol  involving  eight  insomniac  and 

eight  normal  subjects,  tour  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  ( flurazepam 
HCI ) and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?'^ 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  "hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
I been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
I should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

i Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep. 

I frequent  nocturnal  awakenings  and,/or  early  morning  awakening;  in  patients  with  recurring 
j insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitiv'ity  to  flurazepam  HCI 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
{e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

II  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  sev'erely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapv  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1  pain,  nervous- 
ness. talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SCOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage:  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  IICl 

REFERENCES:  1 . Kales  A,  et  ai.  Arch  Gen  Psychiatry  23.-22h-232.  Sep  1970 

2.  Karacan  1.  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC.  May  3-7.  1971 

3.  Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoftmann-La  Roche  Inc.  Nutley  NJ 

4.  Vogel  GWh  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  in(dicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 
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When  diarrhea  has  his  number... 


Lomotil  puts  him  back  in  the  game. 


Physicians  and  patients  both 
want  prompt  control  of  the 
symptoms  of  diarrhea.  A rapid, 
uncontrolled  loss  of  fluids  and 
electrolytes  can  cause  a medical 
crisis,  particularly  in  children,  and 
in  patients  who  are  seriously  ill, 
or  in  people  who  are  badly 
undernourished. 

Lomotil  usually  stops  diarrhea 
promptly.  This  rapid  action  halts 
the  emergency  aspect  of  diarrhea 

® 

Each  tablet  and  each  5 ml.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 

TABLETS/LIQUID 

Usually  stops  diarrhea  pronriptly. 


and  is  comforting  and  reassuring 
to  the  patient.  Electrolyte  and  fluid 
losses  can  be  corrected  while  the 
specific  cause  of  the  diarrhea  is 
being  determined.  If  an  infective 
agent  is  the  cause,  appropriate 
antibiotic  therapy  should  be  given 
along  with  Lomotil. 

Lomotil  has  few  side  effects, 
and  those  that  do  occur  are 
generally  mild. 


IMPORTANT  INFORMATION:  This  Is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  Is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  Individual  hypersensitiv- 
ity. reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
Is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
ol  an  initial  response  to  Nalllne®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  efieclive  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactafion  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse  The  subtherapeutic  amounf  of  atropine  is 
added  to  discourage  deliberate  overdosage:  strictly 
observe  contraindications,  warnings  and  precautions 
lor  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  Is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years.  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i  d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q i d or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled 

Overdosage:  Keep  the  medication  out  ol  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary. assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0 025  mg.  ol  atropine  sulfate.  Liquid,  2.5 
mg  of  diphenoxylate  HCI  and  0 025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  & Co, 

Medical  Department,  Box  5110, 

Chicago,  I llinois  60680  454  R 


SEARLE 


The 

Pain  Phone 


When  a telephone  prescription 
for  pain  relief  is  necessary  or 
convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with 
Codeine  in  45  of  the  50  statest 
That  includes  No.  4,  which  provides 
a full  grain  of  codeine  for  more 
intense,  acute  pain. 


t The  exceptions' 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia 


3^ 

Wellcome 


[ Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


< CODEINE 

No.  4 coideine  phosphate* 
(64.8  mg]gr  1 

No.  3 codeine  phosphate* 
(32.4  mg)gr  I/2 

Each  tablet  also  contains  aspirin 
gr  31/2.  phenacetin  gr  2'/2, 
caffeine  gr  '/2. 

*Warning-may  be  habit-forming 
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Acupuncture  indication,  techniques, 
and  preiiminary  clinicai  result 


Wen  J.  Chiu,  MD;  William  S.  Derrick,  MD 

Special  concepts  in  traditional  Chinese 
medicine,  meridians,  and  acupuncture 
points  are  discussed.  Results  on  pain  con- 
trol in  58  patients  treated  for  various  condi- 
tions by  acupuncture  therapy  at  The  Uni- 
versity of  Texas  M.D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston  are  report- 
ed. Scientific  investigations  and  research 
as  related  to  acupuncture  are  summarized. 
Acupuncture  appears  to  be  useful  as  part  of 
the  treatment  for  chronic,  intractable  pain 
when  conventional  modern  medicine  is 
ineffective. 

Followingtheirvisits  to  China,  such  re- 
spected medical  authorities  as  Dr.  E.  Gray 
Dimond,  Dr.  Samuel  Rosen,  and  Dr.  Paul 
Dudley  White  reported  the  use  of  acupunc- 
ture. These  reports  and  that  of  Mr.  James 
Reston  of  the  New  York  Times  concerning 
his  personal  experience  with  acupuncture 
served  to  excite  the  interest  of  both  the 
public  and  the  medical  community.  It  is 
difficult  for  Americans  to  study  acupunc- 
ture because  most  of  the  textbooks  are  in 
Chinese  or  otherforeign  languages.  English 
literature  on  the  subject  is  scarce.  Among 
other  difficulties  are:  (1)  Traditional 
Chinese  medicine  is  a completely  different 
concept  of  medicine.  (2)  Acupuncture  ef- 
fects or  phenomena  cannot  be  clearly  ex- 
plained by  our  present  knowledge  of  west- 
ern medicine  in  terms  of  anatomy,  physio- 
logy, neurology,  biochemistry,  or  electro- 
biology. (3)  There  is  almost  no  well-con- 
trolled study  or  long-term  follow-up  in  the 
literature. 

Some  Special  Theories  in  Chinese  Medicine 

1.  “Chi’i”:  Vital  Energy  of  Life 

Vital  energy  circulates  through  the  organs 
and  body,  and  an  imbalance  in  circulation 
of  this  energy  causes  diseases  and  symp- 


toms. Chinese  medicine  tries  to  restore  the 
homeostasis  of  energy  by  various  means 
including  herbs,  physical  therapy,  and  acu- 
puncture. Cessation  or  escape  of  Ch’i  re- 
sults in  death.  Ch’i  is  created  by  a combina- 
tion of  the  water  one  takes,  the  food  one 
eats,  and  the  air  one  breathes.  In  the  sense 
of  western  medicine,  Ch’i  can  be  high-bond 
energy  such  as  ATP  (adenosine  triphos- 
phate), other  enzymes,  hormones,  bioelec- 
trical activities,  or  something  we  cannot 
detect  yet.  One  of  the  interestingthings 
which  may  be  related  to  Ch’i  is  an  imaging 
procedure,  which  uses  neither  camera  nor 
lens,  and  is  credited  to  Russia’s  Semyon 
and  Valentia  Kirlian.  This  imaging  proce- 
dure has  been  under  study  in  the  United 
States  since  the  late  1960s,  mainly  by 
William  Tiller,  PhD  (physicist,  Stanford 
University);  by  a group  headed  by  Thelma 
Moss,  PhD  (assistant  professor  and  medi- 
cal psychologist.  University  of  California  at 
Los  Angeles);  and  Kendall  Johnson.  In  a 
dark  room,  an  object  to  be  photographed  is 
placed  on  unexposed  film,  emulsion  side 
next  to  the  object  and  between  two  elec- 
trically charged  plates.  Electrical  activation 
of  the  plates  sets  up  an  electrostatic  field, 
charging  the  object  between  them;  in  turn, 
the  film  receives  a discharge  from  the 
object.  The  film  is  then  developed.  An 
image  appears  as  a radiant;  and  if  color 
film  is  used,  often  a brilliant  colored  pat- 
tern forms  a corona  or  aura  outline  beyond 
it.i 

Some  investigators  hold  that  this  phen- 
omenon suggests  the  possibility  of  our  be- 
ing able  to  photograph  biologic  energy 
imbalance  in  a manner  that  might  have 
diagnostic  value.  However,  at  present,  the 
interpretation  of  these  image  patterns  may 
be  compared  with  the  developmental  stage 
of  the  now  well-established  EEG  (electro- 
encephalogram). 
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2.  Yin-Yang  Principle 

Chinese  believe  that  all  the  matters  and 
phenomena  of  nature  belong  either  to  Yin 
or  Yang.  Yin  and  Yang  are  opposing  forces. 
Yin  is  yielding,  negative,  and  feminine. 

Yang  is  dominating,  positive,  and  mascu- 
line. Yet  both  forces  are  harmonized  in  or- 
derly existence.  Disturbances  in  homeo- 
stasis of  Yin  and  Yang  cause  disease  and 
symptoms. 

3.  SixTsangand  Six  Fu 

Tsang  is  a solid  organ  and  belongs  to  Yin. 
Tsang  includes  the  lung,  heart,  spleen, 
liver,  kidney,  and  the  envelope  of  the  heart 
(pericardium  or  sex-circulation). 

Fu  is  a hollow  viscera  and  belongs  to 
Yang.  Fu  includes  the  stomach,  small  intes- 
tine, large  intestine,  gallbladder,  urinary 
bladder,  and  triple  burner  (triple  warmer). 
In  Chinese  medicine,  nourishment  taken  is 
heavy  at  first  and  accumulates  in  the  lower 
part  of  the  body  trunk.  As  it  is  purified,  it 
becomes  lighter  and  comes  up  to  the  mid- 
dle part  of  the  body.  Finally,  the  form  of 
purified  nourishment,  the  lightest,  ascends 
to  the  upper  part  of  the  body,  and  is  thus 
called  the  triple  burner. 

4.  Meridians  (Ching-Lo) 

Six  Hand  Meridians: 

A.  Greater  (maximum)  Ying  lung 
meridian 

B.  Absolute  Yin  pericardium  meridian 

C.  Lesser  (minimum)  Yin  heart  meridian 

D.  Greater  Yang  small  intestine 
meridian 

E.  Sunlight  Yang  large  intestine 
meridian 

F.  Lesser  Yangtriple  burner  meridian 
Six  Foot  Meridians: 

A.  Greater  Yin  spleen  meridian 

B.  Absolute  Yin  liver  meridian 


C.  Lesser  Yin  kidney  meridian 

D.  Greater  Yang  bladder  meridian 

E.  Sunlight  Yang  stomach  meridian 

F.  Lesser  Yang  gallbladder  meridian 
Two  Mid-Line  Meridians: 

A.  Conception  vessel  (ventral) 

B.  Governing  vessel  (dorsal) 

Chi’i  completes  the  circulation  in  the 
body  in  the  following  order:  lung^  large 
intestine—^  stomach  ^ spleen  ^ heart  ^ 
small  intestine-^  urinary  bladder -» 
kidney^  pericardium  ^ triple  burner— ♦ 
gallbladder^  livers  (lung). 

Diseases  are  caused  by  weakness  or 
overactivity  of  either  Yin  or  Yang.  At  the 
loci  (acupuncture  points)  on  the  meridians, 
Ch'i  can  be  adjusted  or  restored  in  balance 
by  an  acupuncture  needle.  There  are  at 
least  365  points  on  the  acupuncture  chart. 

5.  Acupuncture  Points  (Loci) 

A.  Traditional  points  and  meridians, 
which  are  described  in  classic  Chinese 
medical  textbooks,  may  be  used  for  a parti- 
cular disease  or  condition  if  one  can  match 
the  diagnosis  of  the  two  schools  (Chinese 
and  Western). 

B.  As  acupuncture  points,  spontaneous 
tender  points  may  be  chosen,  or  one  may 
choose  points  by  pressure  associated  with 
the  disease. 

C.  Sometimes  one  can  discover  a little 
nodule,  like  fibrocytic  rheumatic  nodules, 
often  present  at  the  back  of  the  neck,  in  the 
shoulder,  or  in  the  lumbararea,  and  use  it 
as  an  acupuncture  point. 

D.  By  finger  examination,  a strip  of 
tense  muscle  may  be  found  within  a group 
of  muscles  with  a hard  and  indurated  area, 
or  in  a swollen  discolored  area. 

E.  A small  area  or  point  of  low  electrical 
impedance  or  low  electrical  resistance  of 
the  skin  may  be  used  as  an  acupuncture 
point. 
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F.  Dr.  Kim  Bong  Han,  in  1962,  claimed 
that  the  traditional  acupuncture  points  and 
meridians  have  a specific  structure. ^ 

(1)  “Bonghan  corpuscles”  are  found 
not  only  in  the  reticular  layer  of  the  skin 
but  also  in  the  deep  layer  of  the  connective 
tissue,  in  the  vicinity  of  blood  and  lymphat- 
ic vessels,  and  even  in  the  area  of  internal 
organs.  These  are  named  “surface”  and 
“deep  layer  Bonghan  corpuscles.”  The 
corpuscles  display  characteristic  bioelec- 
trical activity.  There  are  three  types  of  elec- 
tric waves:  periodically  alternating,  unidi- 
rectional, and  unattenuated. 

(2)  “Bonghan  ducts”  run  alongthe 
blood  vessels,  but  outside  of  them  and  in- 
terconnected with  the  blood  vessels.  Bong 
Han  calls  these  ducts  outside  of  the  blood 
vessels  “Bonghan  ducts.”  Hecallsthe oth- 
er type  of  ducts  in  the  blood  vessels  and 
lymphatic  vessels  “floating  ducts.” 

(3)  “Bonghan  fluid”  circulates  in 
“Bonghan  corpuscles”  and  “Bonghan 
ducts.”  This  fluid  circulation  can  be  proven 
by  radioactive  means,  using  phosphorus  32 
together  with  autoradiography.  The  quanti- 
tative phosphorous  analysis  of  the  liquid 

in  the  system  proved  the  presence  of  de- 
soxy-ribonucleic  acid  (DNA)  in  large  quanti- 
ty, and  of  ribonucleic  acid  (RNA)  although 
there  were  no  cells,  but  merely  large  num- 
bers of  basophilic  substances  in  the  fluid. 
This  is  contrary  to  the  present  thinking  that 
DNA  occurs  only  in  the  cell  nucleus,  where- 
as RNA  occurs  only  in  the  cytoplasm. 

Kellner,  at  the  International  Acupuncture 
Conference  in  Vienna  and  the  German  Acu- 
puncture Conference  in  Wiesbaden,  has 
shown  that  some  of  Kim  Bong  Han’s 
theory  is  based  on  artifacts  occurring  in  the 
preparation  of  histological  slides.  There  are 
more  reports  of  failure  in  duplicating  Kim 
Bong  Han’s  experiments;  and,  presently, 
Kim  Bong  Han’s  theory  is  more  or  less 


discarded. 

In  China,  the  Soviet  Union,  and  Europe, 
several  experiments  to  prove  existence  of 
the  meridians  and  acupuncture  points  have 
been  carried  out  by  highly  sensitive  electro- 
potentiometers, which  measure  skin  resis- 
tance. These  experiments  have  recorded 
constant  values  along  the  meridians,  but 
fluctuating  values  elsewhere.  These  experi- 
ments suggest  that  the  points  are  located 
in  the  connective  tissue,  and  that  the  con- 
nective tissue  is  loose  in  the  vicinity  of  the 
points.  Some  of  the  investigators  agree  that 
the  presence  of  the  meridians  and  points 
is  associated  with  sensitivity  of  the  auto- 
nomic nervous  system.  It  is  well  known  that 
many  visceral,  cardiovascular,  glandular, 
and  endocrinological  reflexes  are  associat- 
ed with  activity  of  the  autonomic  system, 
so  that  some  of  the  effects  of  acupuncture 
may  be  through  this  system. 

Possible  Explanations  of  the  Mode  of 
Action  of  Acupuncture 

1.  The  traditional  Chinese  theory  pre- 
sents no  scientific  evidence  to  convince  us, 
except  Kim  Bong  Han’s  theory  which  needs 
further  confirmation  and  investigation. 

2.  Hypnosis,  autosuggestion,  and  cul- 
tural background  may  play  some  role,  but 
successful  acupuncture  in  rats,  cats,  dogs, 
and  rabbits  (as  evidenced  by  EEG  pattern 
and  lowering  of  induction  voltage)  tends  to 
discredit  this  theory.  Some  expert  hypno- 
tists, who  may  be  physicians  or  psycholog- 
ists and  who  also  perform  acupuncture, 
seem  to  agree  that  there  are  differences 
between  the  two  modalities. 

3.  Magnetic  Theory:  Some  think  that 
meridians  look  like  the  lines  of  force 
around  a magnet,  and  acupuncture  induces 
electrical  discharge  of  the  condenser  and 
intervenes  in  the  magnetic  force. 

4.  Humoral  Theory:  Pinprick  releases 
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cortisone,  histamine,  or  catecholamine. 
This  theory  fails  to  explain  the  specific  ac- 
tion of  acupuncture. 

5.  Neural  theory  is  more  likely  the  basis 
for  acupuncture,  although  we  do  not  know 
all  the  pain  mechanisms. 

A.  Nerve  reflexes; 

(1)  Pavlov’s  unconditional  reflex. 

(2)  Viscero  cutaneous  reflexes:  In  1898 
Henry  Head,  an  English  neurologist,  dis- 
covered zones  on  the  skin,  which  became 
hypersensitive  to  pressure  when  an  organ 
connected  by  nerves  to  this  skin  region  was 
diseased.  Pressing  on  the  gallbladder  acu- 
puncture point,  which  is  located  2.5  to  5 
cm  (1  to  2 inches)  distal  to  the  neck  of  the 
fibula  at  its  anterior  border,  and  appendix 
point,  which  is  located  8 cm  (about  3 
inches)  distal  and  lateral  to  the  tibial  tu- 
berosity, can  be  very  helpful  in  the  differ- 
ential diagnosis  of  the  diseases  of  the  gall- 
bladder and  appendix  in  their  early  stages, 
as  well  as  in  the  selection  of  more  appro- 
priate investigational  procedures, 

(3)  Cutaneo-visceral  reflexes:  Many 
animal  experiments  demonstrate  that  stim- 
ulation of  the  skin  causes  the  change  in 
part  of  the  viscera  which  is  innervated  by 
the  same  segmental  nerve.^  ® In  a patient 
with  angina  pectoris  or  acute  myocardial 
infarction,  the  infiltration  of  procaine  in 
the  trigger  area  of  the  chest  wall  usually 
provides  complete  and  prolonged  relief  of 
the  pain.® 

(4)  Viscero-motor  and  viscero-visceral 
reflexes:  Stimulation  of  the  viscera  pro- 
vokes muscle  contraction  in  the  appropri- 
ate dermatomes.  Pricking  of  the  abdominal 
wall  within  the  distribution  of  the  first  lum- 
bar nerve  causes  diminished  urinary  out- 
put.'^ Crushing  of  the  testicles  in  cats  caus- 
ed no  movement  of  the  ileum  for  four 
hours.® 

(5)  Dermatomes  and  acupuncture 


points:  The  majority  of  the  above  reflexes 
are  segmental  in  nature.  Some  acupunc- 
ture points,  in  different  meridians  but  in 
the  same  dermatome,  affect  the  same  or- 
gan which  is  innervated  by  the  same  spinal 
segment.  Most  of  the  acupuncture  treat- 
ments for  pain  in  the  joints  and  back  belong 
to  this  category. 

(6)  Intersegmental  reflexes  and  acu- 
puncture points:  The  effect  on  the  organ 
from  a remote  acupuncture  point  may  be 
explained  by  Sherrington’s  long  reflex  or 
intersegmental  reflexes  (1906).  Acupunc- 
turetreatments  for  headache  and  some  in- 
ternal organs  belong  to  this  category.  In 
the  spinal  dog,  the  stimulation  of  the  sad- 
dle area  causes  rapid  scratching  movement 
in  the  ipsilateral  hind  leg  and  rigidity  in  the 
contralateral  limb.  In  the  decerebrate  cat, 
stimulation  of  the  left  ear  causes  flexion  of 
the  left  fore  and  right  hind  limbs  with  in- 
creased extension  of  the  others.® 

B.  Gate  Theory  (Melzack  and  Wall, 
1965)1®:  Constant  stimulation  may  jam  up 
all  the  transmission  mechanisms  in  the 
thalamus  or  brain  stem  and  further  stimu- 
lation cannot  reach  the  cerebral  cortex. 
Electrical  inhibition  of  pain  by  stimulation 
of  the  dorsal  column  has  been  tried 
clinically.iii® 

A neurologic  two-gate  pain  control  sys- 
tem has  been  offered  by  P.  L.  Man  and  C.  H. 
Chenii  to  explain  acupuncture  anesthesia. 
Acupuncture  needles  produce  a mild, 
steady  stimulation  of  large  peripheral 
(A-beta)  fibers.  When  so  stimulated,  these 
large  fast-conductingfibers  carry  nonpain 
impulses  from  the  body  to  a ‘‘central  gate” 
in  the  substantia  gelatinosa  of  the  spinal 
cord.  Impulses  originating  in  the  other  area 
of  the  head  are  fed  directly  to  a master  gate 
in  the  thalamus,  which  also  accepts  signals 
from  the  rest  of  the  body.  These  nonpain 
signals  saturate  the  gate  so  that  the  sub- 
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sequent  pain  signal  produced  by  surgery 
and  transmitted  by  smaller,  slow-conduct- 
ing peripheral  nerve  fibers  (C-fibers)  can- 
not pass  to  the  brain.  The  patient  thus  feels 
no  pain. 

C.  Central  Biasing  Mechanism:  Some 
pain  is  not  clearly  explained  by  classical 
sensory  or  autonomic  nerve  pathways.  Pro- 
bably a sorting  mechanism  of  the  brain  may 
play  an  important  role.  Stimulation  from 
acupuncture  may  alterthis  mechanism  and 
the  same  previous  input  which  arose  as  a 
painful  sensation  in  the  brain  may  not  be 
felt  as  pain.  Thus,  through  this  mechanism, 
pain  is  modulated.  More  investigators  now 
favor  this  theory  than  the  gate  theory. 

D.  Other  evidence  suggesting  a neural 
mechanism  includes:^® 

(1)  Procaine  injection  at  the  acupunc- 
ture site  or  procaine  infiltration  widely 
around  the  puncture  site  did  block  the  dis- 
tant anesthetizing  effects.  (Dr.  Chou 
Kuang-han,  Peking  Medical  School.) 

(2)  In  cats,  dogs,  and  rats,  appropriate- 
ly placed  acupuncture  could  produce  sleep 
and  sleep-pattern  EEC  (Dr.  Chou  Krang- 
han). 

(3)  Acupuncture  lowered  cerebral  in- 
duction voltage  substantially  in  rabbits, 
even  though  painful  stimulation  continued. 

(4)  Morphological  and  histological  stu- 
dies of  the  ears  showed  grouping  of  the 
vagus  nerve  endings  in  the  pinna  of  the  ear 
by  myelin  sheath  staining,  and  when  these 
endings  were  stimulated,  changes  were 
shown  in  the  electrical  resistance  over  the 
abdomen  (Peking  Medical  College). 

Scientific  objective  investigations  and 
research  on  acupuncture  at  various  major 
medical  centers  in  the  United  States  start- 
ed only  a few  years  ago.  Many  questions, 
such  as  mechanism  of  persistence  of  pain 
relief,  optional  number  of  treatments,  ef- 
fectiveness and  side  effects  as  compared 


with  other  methods  of  producing  analgesia, 
were  raised  but  no  answers  were  given. 
However,  it  is  hoped  that  more  understand- 
ing of  pain  will  emerge  from  multidisciplin- 
ary studies  of  the  complicated  acupuncture 
phenomenon,  and  that  a significant  con- 
tribution to  treatment  of  some  hopeless 
pain  problems  will  be  made  in  the  near 
future. 

Indication  for  Acupuncture 

At  present,  the  most  common  indication 
for  acupuncture  is  probably  chronic,  in- 
tractable pain  not  responding  to  conven- 
tional treatments. 

At  The  University  of  Texas  M.D.  Ander- 
son Hospital  and  Tumor  Institute  at  Hous- 
ton, patients  are  accepted  only  through 
referral  by  a physician.  A proper  medical 
evaluation  is  conducted  to  determine  the 
diagnosis.  It  must  be  shown  that  the  patient 
has  not  responded  to  conventional  forms  of 
modern  medical  therapy.  The  decision  re- 
garding acupuncture  treatment  is  made  at 
the  initial  evaluation  in  the  Pain  Clinic. 
Painful  conditions  are  treated,  and  the  re- 
sults are  shown  in  Fig  1. 

Conditions  responding  well  to  acupunc- 
ture include  back  pain,  neck  pain,  arthritis, 
bursitis,  arthralgia,  post-traumatic  pain, 
postoperative  pain,  and/or  pain  of  undeter- 
mined origin.  Patients  with  low  back  pain 
associated  with  previous  surgery  required 
a greater  number  of  treatments  before 
showing  improvements  than  did  patients 
with  other  types  of  pain. 

Pain  in  patients  with  cancer,  cerebral 
vascular  accident,  and  trigeminal  neuralgia 
with  previous  alcohol  injection  responded 
poorly. 

Cases  of  phantom  pain,  headache,  peri- 
pheral neuropathy,  and  others  have  been 
treated  since  this  study.  Although  the 


TEXAS  MEDICINE 


symptom  has  been  relieved  by  acupunc- 
ture, continued  observation  of  the  patient 
is  essential  to  detect  new  discorders  which 
are  totally  unrelated  to  the  initial  condition. 

Other  conditions  reported  to  have  been 
successfully  treated  or  improved  include 
drugwithdrawal,  neural  deafness,  coma, 
shock,  hypertension,  and  psychiatric 
disorders. 

Acupuncture  can  be  used  as  anesthesia 
for  surgical  procedures.  This  new  tech- 
nique is  still  being  developed  and  refined. 
Some  difficulties,  such  as  inadequate  mus- 
cular relaxation  and  visceral  reflex,  have  to 
be  overcome. 

Advantages  of  acupuncture  anesthesia 
are; 

1 .  No  interruption  in  hydration;  the  pa- 


tient can  eat  or  drink  even  during  the 
operation. 

2.  No  postoperative  nausea  orvomiting. 

3.  No  lowering  of  blood  pressure. 

4.  Less  hemorrhage  in  the  operation 
field, 

5.  Persistence  of  anesthetic  effects 
postoperatively. 

6.  No  postoperative  pulmonary  compli- 
cation. 

7.  Simplification  of  postoperative  care. 
The  patient  walks  from  the  operating  table 
under  his  own  power. 

8.  Equipment  is  simple,  convenient, 
and  readily  available. 

Disadvantages  of  acupuncture  anes- 
thesia are: 

1.  Possible  psychiatric  trauma  from 


1 . Results  of  acupuncture  treatments  for 
pain,  June  1973  through  December  1973. 


Total 

Average  No. 

Maximum  No. 

Diagnosis 

No.  Cases 

Good 

Fair 

Poor 

T reatments 

Treatments 

Cancer 

6 

2(33.3%) 

2(33.3%) 

2(33.3%) 

Lung 

3 

1(33.3%) 

1(33.3%) 

1(33.3%) 

2.0 

4 

Breast 

1 

1(100%) 

1.0 

1 

Pelvis,  sarcoma 

1 

1(100%) 

1.0 

1 

Disseminated 

1 

1(100%) 

2 

Low  back  pain 

19 

10(52.6%) 

5(26.3%) 

4(21.1%) 

No  previous 
surgery 

8 

5(62.5%) 

1(12.5%) 

2(25.0%) 

6.2 

10 

Previous 

surgery 

11 

5(45.5%) 

4(36.3%) 

2(18.2%) 

10.3 

21 

Neck,  upper  back, 
some  associated 

with  headache 

6 

5(83.3%) 

1(16.6%) 

4.6 

8 

Arthritis,  bursitis 
arthralgia 

10 

6(60.0%) 

2(20.0%) 

2(20  0%) 

4.9 

11 

Post-traumatic 

2 

2(100%) 

5.5 

9 

Postoperative  and/ 
or  undetermined 

5 

4(80.0%) 

1(20.0%) 

3.2 

5 

Post-rhizotomy 

4 

3(75.0%) 

1(25.0%) 

4.2 

5 

Cardiovascular 

accident 

2 

1(50.0%) 

1(50.0%) 

5.0 

7 

Trigeminal 

neuralgia 

3 

1(33.3%) 

2(66.6%) 

8.3 

9 

Herpes  zoster 
neuralgia 

1 

1(100%) 

3.0 

3 

Totals 

83 

46(55.4%) 

18(21.7%) 

19(22.9%) 

5.6 

Good  results  indicate  complete  or  significant  relief. 
Fair  results  indicate  partial  relief. 

Poor  results  indicate  little  or  no  apparent  relief. 
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memories  of  operation,  sight  of  surgical 
scene,  blood,  etc. 

2.  Accidental  puncture  of  blood  vessels 
or  damage  to  nerves. 

3.  Exact  knowledge  of  acupuncture 
points  is  necessary. 

4.  Long  induction  period  (about  20 
minutes). 

5.  Not  always  successful.  Conventional 
anesthesia  may  be  required;  therefore,  a 
trained  anesthesiologist  is  needed  to  stand 
by. 

6.  Inadequate  muscle  relaxation  and  re- 
flex control. 

Technique 

Selecting  Acupuncture  Points 

1.  One  may  use  the  traditional  acupunc- 
ture points  accordingto  traditional  Chinese 
medicine. 

2.  By  careful  palpation,  one  may  choose 
tender  points  as  acupuncture  sites.  With 
sufficient  knowledge  of  meridians  and  acu- 
puncture points,  one  will  notice  that  these 
tender  points  correspond  well  to  the  tradi- 
tional acupuncture  points. 

3.  One  may  find  acupuncture  points  by 
measuring  electrical  skin  resistance.  This 
measurement  is  subject  to  variation  by 
manyfactors  such  as  skin  moisture,  apply- 
ing pressure,  etc. 

Insertingthe  Needle 

Patient  should  lie  down  whenever  feasible. 
The  needles  most  commonly  used  are 
stainless  steel,  about  30  gauge,  in  various 
lengths  from  1.2  to  8 cm  (0.5  to  3 inches). 
The  needles  are  inserted  perpendicular  to 
the  body  surface,  and  diagonally  or  hori- 
zontally where  underlying  bone  structure  is 
close  to  the  skin.  One  should  try  to  obtain 
“teh-ch’i”  (needle  sensation,  needle  shock) 


which  consists  of  warmth,  heaviness, 
numbness,  or  radiation. 

This  needle  sensation  is  absent  in  cases 
of  hemiplegia,  paraplegia,  or  following  lo- 
cal anesthesia.  Besides  alleviation  of  pain, 
changes  in  heart  rate,  blood  pressure, 
peripheral  circulation  (first  vasoconstric- 
tion, then  dilatation),  peristalsis,  EEC  con- 
tents (increase  in  alpha  content),  leuco- 
cytes, skin  temperature,  blood  glucose,  lac- 
tose dehydrogenase,  catecholamines,  etc, 
have  been  reported. 

Manipulating  Needleand  Applying 
Electrical  Stimulator 

The  needle  may  be  twirled  and /or  vibrated 
up  and  down  manually  or  connected  to  a 
6-9-volt  direct  current  electrical  stimulator 
in  varying  wave  forms  and  frequencies. 

Complications 

Complications  of  acupuncture  may  include 
pneumothorax,  cellulitis,  hepatitis,  ecchy- 
mosis,  local  electrical  burn,  ulceration, 
deposit  of  metal  resulting  from  electrolysis, 
bradycardia,  syncope,  Horner’s  syndrome, 
vomiting,  and  others. 

Moxibustion 

Instead  of  inserting  a needle,  a small  cone 
of  moxa  (dried  leaves  of  wormwood  or  Ar- 
temesia  vulgaris),  is  burned  over  the  acu- 
puncture point. 

Conclusions 

1.  Our  experience  in  pain  control  by 
acupuncture  showed  its  efficacy  in  a high 
percentage  of  cases  where  conventional 
modern  medicine  is  ineffective. 

2.  It  is  a benign  procedure,  nondamag- 
ing and  with  fewer  side  effects  than  some 
other  treatments. 
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3.  Scientific  objective  studies  in  acu- 
puncture are  greatly  needed  to  clarify  many 
questions. 

4.  At  its  present  stage,  acupuncture 
probably  is  a useful  modality  alone  or  in 
conjunction  with  other  approved  treat- 
ments for  pain  control. 
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Conservative  management 
of  end-stage  renal  failure 

Jack  W.  Moncrief,  MD;  Jonathan  F.  Decherd,  MD 


The  management  of  chronic  renal  failure  is 
the  manipulation  of  medical  and  environ- 
mental factors  which,  under  conditions  of 
health,  would  be  done  exquisitely  well  by 
two  small  biochemical  factories — the  kid- 
neys. As  kidney  function  diminishes,  their 
ability  to  respond  to  variations  in  the  body 
environment  produced  by  internal  and  ex- 
ternal stimuli  is  proportionately  reduced. 
Symptoms  and  signs  of  the  diminished 
responsiveness  do  not  usually  occur  until 
greaterthan  50-75%  of  renal  function  is 
destroyed. 1 Fig  1 lists  the  basic  functions 
of  the  kidneys,  giving  some  idea  of  their 
complexity  and  aiding  in  conceptualizing 
the  factors  which  must  be  considered  in  the 
management  of  patients  with  chronic  renal 
failure. 

Associated  with  a decrease  in  the  func- 
tions listed  in  Fig  1 is  a progressive  ac- 
cumulation of  metabolic  by-products  in  the 
blood,  which  brings  about  a series  of  phy- 
siological compensations  and  eventual 
pathologic  alterations.  These  result  in  the 
signs  and  symptoms  associated  with  chron- 
ic renal  failure  which  we  term  uremia. 
Severity  of  the  uremia  is  dependent  upon: 

(1)  the  degree  of  the  renal  dysfunction,  and 

(2)  the  rate  at  which  the  dysfunction  de- 
velops. Fig  2 gives  a partial  list  of  these 
clinically  important  alterations. 

Conservative  medical  management  of 
uremia  consists  of  manipulating  external 
factors  to  ameliorate  the  effects  of  altered 
renal  function,  and  preventing  decompen- 
sation of  residual  renal  function  which 
would  lead  to  premature  terminal  uremia 
and  death.  Certain  basic  rules  must  be  fol- 
lowed to  protect  renal  function  and  keep 
“uremic  product”  retention  at  a minimum: 

I.  Prevent  dehydration.  The  excretion  of 
uremic  products  requires  their  dilution  in 
water.  As  renal  dysfunction  occurs,  the 
ability  of  the  kidneys  to  concentrate  (a 
large  amount  of  uremic  substance  in  a 
small  volume)  is  reduced.  This  produces  a 


situation  in  which  only  with  large  volume  of 
urine  (2,000-3,000  cc  per  day)  can  the 
daily  production  of  uremic  substance  be 
excreted.  This  is  associated  with  one  of  the 
early  symptoms  of  uremia,  polyuria  (and 
more  objectively  evaluated,  nocturia).  The 
development  of  a small  urine  volume  in  a 
patient  with  “uremia”  should  be  an  imme- 
diate alertto  a compromise  in  the  remain- 
ing renal  function.  With  a physiological 
stimulus  to  decrease  the  urine  flow,  that  is, 
shock,  dehydration,  etc,  the  normal  kidneys 
do  so  with  concentrating  ability  resulting 
in  a small-volume  urine  with  a high  concen- 
tration (specific  gravity  approaching  1.030 
and  osmolality  increasingto  900-1,200 
mOsm/kg)  and  a low  sodium  content  (3-10 
mEq  per  liter  in  a spot  urine).  In  the  uremic 
state,  with  impaired  water  conserving  abili- 
ty, volume  depletion  results  in  a decrease 
in  the  glomerular  filtration  rate.  This  in 
turn  aggravates  the  uremia. 

II.  Prevent  sodium  depletion  and  overload. 
A common  error  in  managing  patients  with 
uremia  is  to  restrict  sodium  inappropriate- 
ly. This  is  the  primary  ion  which  sustains 
extracellular  volume  and  hence  vascular 
volume.  Restriction  of  this  ion  in  a situation 
where  neither  edema  nor  excess  sodium  is 
present  will  contract  blood  volume,  de- 
crease renal  blood  flow,  decrease  glom- 
erular filtration  rate,  and  compromise  the 
remaining  renal  function.  The  renal  con- 
servation of  sodium  is  limited  in  situations 
of  decreased  function  due  to  tubular  dys- 
function, osmotic  diuretic  effect  of  urea, 
and  frequently  administered  diuretic 
drugs.  Sodium  excretion  is  not  usually 
compromised  nearly  as  much  as  conserva- 
tion unless  hypoproteinemia  is  present,  as 
in  nephrotic  syndrome.  A good  rule  to  fol- 
low is:  (1)  Give  enough  water  to  produce  a 
small  amount  of  edema  (slight  ankle 
edema  at  day’s  end).  (2)  Give  enough  sodi- 
um as  sodium  chloride  and  sodium  bicar- 
bonate to  keep  the  serum  sodium  value 
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normal  with  that  amount  of  water  adminis- 
tered. (3)  If  edema  increases,  as  evidenced 
by  rapidly  increasing  weight,  and  urine 
volume  is  adequate,  restrict  water  slightly 
and  in  increments.  (4)  If  edema  occurs  and 
urine  volume  is  small,  that  is,  less  than 
2,500  cc/day,  give  furosemide  (Lasix)  or 
ethacrynic  acid  (Edecrin)  to  increase  vol- 
ume to  that  point  and  replace  the  amount 
of  water  excreted  once  the  edema  has  been 
resolved.  (5)  There  is  usually  no  physiolog- 
ical reason  to  give  fluids  to  an  edematous 
patient  until  the  edema  has  subsided.  At 
that  point,  however,  careful  fluid  mainte- 
nance is  absolutely  essential.  A small 
amount  of  edema  helps  prevent  dehydra- 
tion. It  is  extremely  difficult  to  accurately 
define  the  point  of  transition  from  excess 
to  too  little  fluid  and  the  latter  is  damaging 
to  renal  function  at  an  extremely  crucial 
level.  Dehydration  of  500-1,000  cc  (1-2 
lb)  may  reduce  glomerular  filtration  rate 
5-10  ml/minuteand  raise  the  blood  urea 
nitrogen  level  from  50  mg/100  ml  to  100 
mg/ 100  ml.  Therefore,  a modest  excess  is 
best. 

III.  Watch  the  potassium.  The  manage- 
ment of  potassium  in  patients  with  uremia 
is  not  usually  difficult  if  certain  facts  are 
kept  in  mind:  (1)  Potassium  is  handled 
poorly.  The  uremic  individual  can  neither 
excrete  a potassium  load  nor  conserve  pot- 
assium efficiently.  (2)  Potassium  is  pre- 
sent in  a massive  amount  in  the  intracellu- 
lar compartment,  and  the  concentration 
ratio  between  the  compartments  is  affect- 
ed primarily  by  potassium  balance  and  by 
pH  changes.  Potassium  moves  out  of  cells 
in  acidosis,  and  into  cells  with  alkalosis  or 
correction  of  acidosis.  (3)  A degree  of 
potassium  depletion  is  usually  present 
prior  to  treatment  in  patients  with  compen- 
sable uremia  unless  severe  acidosis  is  pre- 
sent, and  here  hypokalemia  will  occur  with 
pH  correction. 2 (4)  To  correct  the  decreas- 
ed potassium,  start  with  small  doses  of 


1.  Basic  functions  of  the  kidneys. 


I.  Water  balance 

A.  Protection  of  serum  osmolality 

1.  Concentration  of  urine  (diminished  water  intake) 

2.  Dilution  of  urine  (ecxretion  of  a water  load) 

II.  Acid-base  balance 

A.  Excretion  of  metabolic  acid  loads  (hydrogen  ion) 

B.  Excretion  of  alkali  loads 

C.  Preservation  of  body  buffers  (bicarbonate  reabsorption) 

III.  Sodium  chloride  balance 

A.  Maintenance  of  extracellular  fluid  volume 

B.  Response  to  exogenous  load  and  deprivation 

IV.  Postassium  balance 

A.  Excretion  and  conservation 

V.  Excretion  of  by-products  of  metabolism  (hydrogen,  uric 
acid,  phosphate,  sulfate,  urea  creatinine) 

VI.  Exogenous  substance  excretion 

A.  Ingested  food,  etc 

B.  Administered 

1.  Antibiotics 

2.  Other  drugs 

VII.  Calcium  and  phosphate  balance 

A.  Vitamin  0 metabolism 

B.  Response  to  parathyroid  hormone  stimulation 

C.  Phosphate  excretion 

VIII.  Blood  pressure  maintenance 

IX.  Red  blood  cell  production  (erythropoietin) 


2.  Effects  of  accumulation  of  metabolic  by- 
products in  blood  leading  to  uremia. 


I.  Metabolic  by-product  accumulation 

A.  Urea,  creatinine,  phosphate,  uric  acid 

B.  Acidosis  (hydrogen  ion  retention) 

II.  Water  balance  defect 

A.  Edema  with  water  load 

B.  Dehydration  with  water  deprivation 

III.  Hematologic  effect 

A.  Toxic  bone  marrow  suppression  (decrease  RBC  produc- 
tion) 

B.  Hemolytic  anemia 

C.  Decreased  erythropoietin  production 

D.  Hemorrhage  secondary  to  platelet  abnormality  and 
compromised  capillary  integrity 

IV.  Toxic  effect  on  neuromuscular  system 

A.  Central  (mental)  effect 

B.  Peripheral  neuropathy 

V.  Gastrointestinal  effect 

A.  Anorexia,  nausea  and  vomiting 

B.  Gastrointestinal  hemorrhage 

VI.  Skin 

A.  Itching 

1.  Secondary  hyperparathyroidism 

2.  Azotemia 

3.  Dryness 

B.  Bruising  and  hemorrhage 

VII.  Calcium  and  phosphorous  pathyphysiology 

A.  Vitamin  D resistance 

B.  Decreased  gastrointestinal  calcium  absorption 

C.  Acidosis  producing  resorption  of  bone  calcium 

D.  Phosphorous  retention 

E.  Secondary  hyperparathyroidism 

VIII.  Hypertension 

A.  Volume  retention 

1.  Congestive  heart  failure 

2.  Hypertension 

B.  Renin-angiotension  system  stimulation 
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potassium  orally  and  measure  serum  levels 
frequently.  Increase  the  dose  in  small  in- 
crements. (5)  If  hypokalemia  is  associated 
with  chloride-responsive  metabolic  alka- 
losis, correction  of  serum  chloride  levels 
will  frequently  return  serum  potassium 
levels  to  normal.  (6)  When  you  are  satis- 
fied with  the  correction  of  the  acidosis  (bi- 
carbonate level  18-22  mEq/liter)  correct 
the  potassium  only  to  low  normal  values. 

(7)  Oliguria  means  stop  potassium  supple- 
ment immediately  until  urine  volume  is  re- 
established. (8)  Hyperkalemia  occurs  at 
the  time  of  terminal  renal  failure  when 
oliguria  supervenes  and/or  when  exogen- 
ous load  is  excessive. 

IV.  Calcium  is  tricky.  Measurement  of 
serum  calcium  value  is  a poor  guide  to  the 
metabolically  active  calcium  ion  (effector 
of  neuromuscular  excitability,  cardiac  con- 
tractility, bone  mineralization  and  parathy- 
roid feed-back  control).  Hypocalcemia  in 
uremia  usually  is  associated  with  either 
hypoalbuminemia  (thus  not  the  ionized 
fraction)  or  hyperphosphatemia.  Concern 
about  calcium  metabolism  is  usually  a 
long-term  problem  not  associated  with 
early  clinically  evident  symptomatology. 
Calcium  levels  will  usually  rise  when  the 
elevated  serum  phosphate  level  of  uremia 
is  controlled.  This  can  be  done  by  ingestion 
of  phosphate  binding  agents  (that  is, 
aluminum  hydroxide  gel  or  capsules:  Am- 
phojel,  Basaljel,  Alucaps).  These  are  in- 
gested following  meals  because  the  phos- 
phate is  present  in  food.  Hypocalcemia  of 
hypoalbuminemia  is  unimportant  metaboli- 
cally and  should  not  be  treated  with  cal- 
cium or  vitamin  D.  Calcium  absorption 
from  the  gastrointestinal  tract  is  inhibited 
because  of  an  abnormality  in  vitamin  D 
metabolism.  The  conversion  of  vitamin  D to 
the  metabolically  active  compound  (1,25- 
dihydroxycholecalciferol)  is  dependent 
upon  kidney  tissue  and  is  deficient  in  renal 
failure.^  This  can  be  overcome  by  ingestion 


of  dihydrotachysterol  (Hytakerol)  or  phar- 
macologic doses  of  vitamin  D.  A reasonable 
guide  to  the  need  forthe  lattertherapy  is 
the  serum  alkaline  phosphatase  (bone 
fraction)  and  x-ray  evaluation  of  metabolic 
bone  disease.  Hypocalcemia  (ionized)  will 
stimulate  parathyroid  glands  and  bone  re- 
sorption will  occur.  This  produces  osteo- 
malacia and  osteitis  fibrosa  with  associat- 
ed bone  pain  and  pathological  fractures. 
This  can  be  prevented  by  the  previously 
mentioned  methods,  and  initial  prevention 
is  more  successful  than  the  subsequent 
treatment  once  the  bone  disease  has  oc- 
curred. Rarely,  subtotal  parathyroidectomy 
may  be  required.  This  latter  problem  will 
manifest  itself  only  in  patients  who  have 
slowly  developing  renal  disease  or  stable 
severe  decreased  renal  function  since  bone 
disease  requires  months  to  years  to 
develop. 

V.  Creatinine,  blood  urea  nitrogen,  and 
uric  acid.  There  is  no  conservative  treat- 
ment for  the  elevated  serum  creatinine 
level  present  in  chronic  renal  failure  except 
the  protection  of  the  remaining  glomerular 
filtration  rate  as  described.  As  uremia  pro- 
gresses with  associated  muscle  wasting, 
creatinine  production  may  decrease 
enough  to  produce  stabilization  or  even 
decrease  of  the  serum  creatinine  level.  Do 
not  be  lulled  into  a false  sense  of  security 
by  this  phenomenon.  A good  clinical  meth- 
od for  evaluating  renal  function  is  the  en- 
dogenous creatinine  clearance  test  using 
a 24-hour  urine  volume.^  Terminal  uremia 
usually  occurs  when  the  glomerular  filtra- 
tion rate  falls  to  less  than  10  ml/minute, 
or  when  the  serum  creatinine  level  is  great- 
erthan  10  mg/100  ml  and  the  blood  urea 
nitrogen  (BUN)  level  is  greater  than  100- 
120  mg/100  ml  afterthe  maximum  medi- 
cal correction  of  that  value  has  been 
achieved.  When  these  values  are  reached 
or  when  neuropathy  is  progressive,  dialysis 
and  transplantation  are  the  only  alterna- 
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tives  to  death  from  uremia. 

Blood  urea  nitrogen  excretion  is  affect- 
ed by  several  major  factors:  glomerular 
filtration  rate,  protein  load,  and  rate  of 
urine  flow.®  BUN  levels  will  usually  rise 
above  normal  levels  when  the  glomerular 
filtration  rate  decreases  to  less  than  50% 
of  normal,  and  protein  restriction  is  usual- 
ly indicated  when  theglomerularfiltration 
rate  reaches  approximately  20%  of  nor- 
mal.^ Protein  restriction  is  aimed  at  relief 
of  gastroinestinal  symptoms  and  should  be 
tailored  to  keep  the  BUN  level  below  60-70 
mg/100  ml.  High  quality  protein  (high  in 
essential  aminoacids)  should  be  used,  and 
diets  ranging  from  20  gm  (very  low)  to  60 
gm  (moderate  restriction)  of  protein  may 
be  used. 

Other  sources  of  protein,  such  as  blood 
in  the  gastrointestinal  tract,  should  be 
sought  and  eliminated  when  present.  Tis- 
sue catabolism  will  also  increase  protein 
load  and  elevatethe  BUN  level.  This  may 
be  associated  with  drug  therapy  (tetracy- 
cline, corticosteroids)  or  metabolic  altera- 
tions (fever,  hyperthyroidism,  Cushing’s 
syndrome).  Decrease  in  urineflow  rate  is 
associated  with  a greater  rise  in  BUN  levels 
than  serum  creatinine  levels  because  of 
tubular  back-diffusion  of  urea. 

Serum  uric  acid  levels  rise  as  renal  dys- 
function occurs.  This  is  aggravated  by  ad- 
ministration of  most  diuretics,  but  only 
rarely  is  it  associated  with  gout,  tissue  de- 
position of  uric  acid,  “tophi,”  or  urolithia- 
sis. The  hyperuricemia  can  be  controlled 
(if  greater  than  10-11  mg/100  ml)  byXy- 
loprim  (allopurinol)  200-400  mg/day. 

VI.  Prevent  acidosis.  This  is  universally 
present  in  severe  stages  and  may  be  treat- 
ed with  sodium  bicarbonate  (600-3,600 
mg/day),  or  sodium  citrate  and  citric  acid 
(Shohl’s  solution)  (l-6tablespoons/day) 
to  correct  the  serum  bicarbonate  level  to 
18-22  mEq/liter. 

VII.  Anemia  is  a major  problem  and  is 


frequently  a disabling  uremic  symptom. 
This  usually  develops  when  the  glomerular 
filtration  rate  decreases  below  25%  of 
normal  and  is  roughly  proportionate  to  the 
severity  of  the  renal  dysfunction.  Gastroin- 
testinal bleeding  may  be  a contributing 
factor  in  some  patients.  Anemia  is  normo- 
chromic and  normocytic,  and  burr  cells 
and  helmet  cells  may  be  seen  on  the  peri- 
pheral smear  indicating  mild  hemolysis. 
Bone  marrow  may  show  variable  erythroid 
activity  and  does  not  correlate  with  the  de- 
gree of  anemia.  Vitamin  B12  and  folate  lev- 
els are  usually  normal.  The  primary  me- 
chanism of  anemia  is  seemingly  related  to 
decreased  erythropoietin  production  by  the 
kidney  as  renal  failure  proceeds  and  renal 
parenchyma  is  lost.  Severe  symptoms  are 
uncommon  in  patients  with  well  compen- 
sated advanced  renal  disease  since  the  ox- 
ygen dissociation  curve  shifts  to  the  right 
as  a consequence  of  acidosis  in  these  indi- 
viduals and  as  a consequence  of  elevated 
red  blood  cell  2,  3 — diphosphoglycerate 
and  adenosinetriphosphate  levels.  This 
shift  of  red  cell  dissociation  curve  to  the 
right  releases  more  oxygen  in  the  tissues. 
Management  of  anemia  generally  involves 
optimum  dietary  therapy  insuring  adequate 
iron  supplementation.  Transfusion  is  re- 
served for  only  severely  symptomatic  pa- 
tients or  patients  in  whom  angina  devel- 
ops. Because  of  the  risk  of  hepatitis,  heart 
failure,  and  antigen  load  from  white  cell 
antigens  which  may  complicate  future 
transplant  plans,  these  patients  are  given 
lymphocyte-poor  blood  or  frozen  washed 
red  blood  cells.  Coagulation  abnormalities 
can  be  a continuing  problem  in  some  pa- 
tients. Ecchymoses  are  fairly  common  and 
gastrointestinal  bleeding  is  not  infrequent. 
The  coagulation  abnormalities  are  thought 
to  be  the  results  of  increased  methylguani- 
dine  and  guanidinosuccinic  acid  com- 
pounds. Experimentally,  the  coagulation 
abnormalities  and  decrease  in  platelet  ad- 
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hesiveness  are  reversed  in  vitro  when  these 
compounds  are  removed  by  dialysis. 

VIII.  Hypertension  is  present  in  many  pa- 
tients with  chronic  renal  failure.  The  etio- 
logy of  the  hypertension  falls  into  two  main 
categories: 

1.  The  first  is  simplefluid  overload  and 
volume  expansion  with  an  increased  extra- 
cellularfluid  compartment  and  consequent 
hypertension.  This  is  frequently  associated 
with  congestive  heart  failure,  distended 
neck  veins,  hepatomegaly,  pulmonary  con- 
gestion, peripheral  edema,  and  cardio- 
megaly. 

2.  A less  common  cause  of  hyperten- 
sion is  increased  activity  of  the  renin-an- 
giotensin system.  Hyperreninemic  hyper- 
tensive patients  may  only  respond  to  bilat- 
eral nephrectomy.  An  increasingly  popular 
mode  of  approach  for  these  patients  has 
been  the  institution  of  Inderal  (propranolol) 
therapy  if  heart  failure  is  not  present.  This 
drug  decreases  renin  secretion.  Aldomet 
(methyidopa)  is  also  a popular  antihyper- 
tensive medication  as  it  does  not  decrease 
renal  blood  flow.  Apresoline  (hydralazine) 
is  a reasonable  choice  forthe  same  reason. 
In  treatingthe  hypertension  of  chronic 
renal  disease,  a transient  increase  in  BUN 
level  is  often  seen.  This  should  not  dis- 
courage the  treatment  as  the  successful 
control  of  hypertension  will  help  minimize 
the  renal  arteriolar  necrosis  in  these  in- 
dividuals and  actually  preserve  renal  func- 
tion. Another  word  of  caution:  . Excessive 
sodium  restriction  in  these  individuals  may 
actually  precipitate  uremia.  Maintenance 
of  good  cardiac  function  is  extremely  im- 
portant in  care  of  the  chronic  uremic  in- 
dividual. The  kidneys  receive  one-fourth  of 
the  cardiac  output;  therefore,  relieving 
fluid  overload  and  congestive  heart  failure 
with  judicial  use  of  Lasix  (furosemide)  or 
Edecrin  (ethacrynic  acid)  as  a diuretic  and 
salt  restriction  only  to  the  point  of  relief  of 
edema  can  be  of  benefit  in  restoring  these 


people  to  relatively  normal  cardiac  func- 
tion with  the  resulting  increase  in  renal 
blood  flow  and  subsequent  improvement 
in  level  of  azotemia. 

IX.  Neurological  abnormalities  seen  in 
patients  with  chronic  uremia  can  include 
changes  in  the  sensorium,  neuromuscular 
disorders,  peripheral  neuropathy  (which  is 
sensory  and  then  motor),  and  occasionally 
psychosis.  The  mechanisms  responsible 
for  these  disorders  have  not  been  elucidat- 
ed. The  development  of  neurological  ab- 
normalities is  generally  an  indication  for 
initiation  of  dialysis.  These  abnormalities, 
however,  do  not  usually  occur  until  the 
BUN  level  is  greaterthan  90-100  mg/100 
ml,  and  if  the  latter  is  not  the  case,  other 
causes  of  the  neuropathy  should  be 
sought. 

X.  Carbohydrate  and  fat  metabolism.  Glu- 
cose intolerance  occurs  in  chronic  renal 
failure,  producing  an  adult  onset  diabetic 
type  glucose  tolerance  curve  which  is  asso- 
ciated with  delayed  insulin  release  and  in- 
creased insulin  levels.  There  is  also  a pro- 
longed insulin  half  life.  This  is  a mild  dia- 
betic curve  and  no  treatment  is  usually 
required. 

Hypertriglyceridemia  is  also  seen  in 
chronic  renal  failure  and  has  been  refrac- 
tory to  dietary  management  and  drug 
therapy.® 

XI.  Exogenous  toxins.  In  chronic  renal 
failure  almost  anything  can  be  considered 
toxic  since  the  kidneys  cannot  handle  even 
the  most  common  substances  from  the 
average  environment.  This  includes  water, 
salt,  acid  load,  potassium,  protein,  etc,  and 
these  have  been  discussed.  Othercommon 
offenders  in  the  challenge  of  maintaining 
renal  function  at  maximum  are  medica- 
tions. Certain  medications  are  specifically 
contraindicated  in  these  patients  because: 
(1)  better  medicines  forthe  same  job  are 
available,  and  (2)  they  are  completely  in- 
effective in  the  face  of  renal  failure.  Exam- 
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pies  of  the  first  type  are  chlorothiazide 
diuretics,  phenformin,  probenecid,  tetracy- 
cline and  cephaloridine.  The  examples  of 
the  latter  group  are  nitrofurantoins  (Fura- 
dantin  and  Macrodantin),  methenamine 
(Urex,  Hiprex,  Mandelamine)  and  sulfa. 
Other  drugs  must  be  administered  with 
caution  and  the  dose  adjusted  to  the  de- 
gree of  renal  dysfunction.  This  includes 
streptomycin,  gentamicin,  kanamycin,  col- 
istimethate,  carbenicillin,  aqueous-K  peni- 
cillin (because  it  may  produce  hyperkal- 
emia), digitalis  glycosides,  aspirin,  cephal- 
othin,  diphenylhydantoin,  and  isoniazid. 
Some  drugs  can  be  given  in  the  usual 
therapeutic  dose  because  toxicity  is  so  low. 
These  include  sodium  aqueous  penicillin, 
meperidine,  chloramphenicol,  erythromy- 
cin, and  furosemide. 

Useful  guides  to  drug  usage  in  patients 
with  impaired  renal  function  have  appear- 
ed in  the  Journal  of  the  American  Medical 
Association^-^ 

XW.Skin.  Itchingof  the  skin  is  another 
symptom  or  uremia  which  may  be  irritat- 
ing, moderately  disabling,  or  on  rare  occa- 
sions, totally  disabling.  There  are  several 
causes  of  this  phenomenon:  (1)  the  skin  is 
usually  dry  and  flaky;  (2)  urea  seems  to  be 
the  cause  of  some  skin  itching;  and  (3) 
parathyroid  hormone  overexcretion  causes 
some  skin  itching  either  by  direct  toxic  ef- 
fect or  by  the  mobilization  of  bone  calcium 
in  a high  phosphate  environment,  leading 
to  calcium  phosphate  deposition  in  the 
skin  with  subsequent  severe  itching.  In  our 
hands,  medicines  have  not  been  especially 
effective,  and  rarely  the  symptoms  become 
so  severe  that  a subtotal  parathyroidec- 
tomy is  indicated.  The  skin  is  also  a fre- 
quent site  of  bruising  and  hematoma  for- 
mations secondary  to  clotting  dysfunction 
and  poortissue  integrity. 

XIII.  Helpful  hints  in  management:  (1) 
Control  hypertension  with  medicines,  not 
salt  restriction,  unless  you  are  willing  to 


sacrifice  some  renal  function  (usually  more 
azotemia).  (2)  T reat  infections  by  specific 
culture  sensitivities  and  be  careful  with 
nephrotoxic  drugs.  (3)  Look  for  any  com- 
mon stimulus  to  be  a major  challenge  to 
the  patient  with  severe  renal  dysfunction. 

A simple  gastrointestinal  virus  can  become 
life  threatening  due  to  dehydration  with  in- 
creased azotemia  leading  to  more  vomit- 
ing; the  vicious  cycle  may  result  in  ter- 
minal uremia  in  a previously  stable  patient 
if  not  reversed  with  meticulous  fluid  and 
electrolyte  (primarily  sodium)  replace- 
ment. Dehydration  for  a simple  x-ray  pro- 
cedure may  disrupt  a delicately  compen- 
sated state  and  result  in  uremia.  This 
should  be  prevented  by  the  judicious  ad- 
ministration of  intravenous  fluids  on  the 
day  of  preparation.  (4)  Any  uremic  patient 
without  a little  edema  should  be  consider- 
ed potentially  dehydrated. 
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Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  It  superintection  occurs  due  to  overgrowth  of  nonsusceptible  organisms. 
Including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin’  (methacycline  HCI)  may  be  used  (or  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d,  for  a total  of  5 4 grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  POR  information. 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomvcin  300.g 

[metiliacvcline  HCI] 


Delivers  from  the  very  first  dose: 

tudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 
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Diak^e 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  mer 
I meet.  Most  of  them  are  knowledge 
able  about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 


Detail  Man 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  countn- 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center; 
research  people,  and  academic 
people  have  and  that’s  in  all  likeliho 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be— and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets— some  of  itscientific- 
ally  sound  and  therefore  truly  use- 
ful—as  well  as  some  excellentfilms 
produced  by  the  pharmaceutical  ! 
industry.  When  they  function  in  this 


Is  He  a Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a great  fund  of  information 
about  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
and  opinions  that  I find  in  the 
papers  and  studies  which  come 
from  the  larger  teachingfacilities. 

It  goes  without  saying  that  a physi- 
cian should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
.position  as  a sales  representative 
:of  a pharmaceutical  company 
should  be  a graduate  pharmacist 
who  has  a questioning  mind.  I don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce— information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
as  “pushers”  of  theirdrugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love— 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
vated sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
senting a one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
; should  be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  wel  I as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— /.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuingeducation.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


Effective  relief  of  low  back  discomfort 


The  addition  of  Soma  350 
(carisoprodol)  to  bed  rest, 
moist  heat  and  exercise  can 
help  restore  range  of  motion 
by  relieving  discomfort 
associated  with  acute,  painful 
musculo-skeletal  conditions. 

Economically... with  only  one 
tablet  q./.d. 

Measure  the  results  yourself. 
(Wallace  will  even  send  you 
a complimentary  goniometer.) 

Indications:  Carisoprodol  is  indicated  as  an  adjunct  to  rest, 
physical  therapy,  and  other  measures  for  the  relief  of  discomfort 
associated  with  acute,  painful  musculo-skeletal  conditions. 
Contraindications:  Acute  intermittent  porphyria  and  allergic 
or  idiosyncratic  reactions  to  carisoprodol  or  related  compounds 
such  as  meprobamate,  mebutamate,  tybamate. 

Warnings:  ldios\jncratic  Reactions:  Rarely,  extreme  weakness, 
transient  quadriplegia,  dizziness,  ataxia,  temporary  vision  loss, 
diplopia,  mydriasis,  dysarthria,  agitation,  euphoria,  confusion 
and  disorientation  have  appeared  within  minutes  or  hours  of  the 
first  dose.  These  usually  subside  in  several  hours  but  supportive 
and  symptomatic  therapy,  including  hospitalization,  may  be 
necessary. 

Pregnancxj  and  Lactation:  Safe  use  not  established;  weigh 
potential  benefits  against  potential  hazards  in  pregnancy,  nursing 
mothers  (concentrations  in  breast  milk  are  two  to  four  times  that 
in  plasma),  or  women  of  childbearing  potential. 


Children  Under  Twelve:  Not  recommended. 

Potentially  Hazardous  Tasks:  Driving  a motor  vehicle  or 
operating  machinery. 

Additive  Effects:  Effects  of  carisoprodol  and  alcohol,  other 
CNS  depressants  or  psychotropic  drugs  may  be  additive. 

Drug  Dependence:  Use  cautiously  in  addiction-prone  patients. 
Precautions:  To  avoid  excess  accumulation,  use  caution  in 
patients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System:  Drowsiness, 
dizziness,  vertigo,  ataxia,  tremor,  agitation,  irritability,  headache, 
depressive  reactions,  syncope,  insomnia,  idiosyncratic  reaction 
(see  “Warnings"). 

Allergic  or  Idiosyncratic:  In  previously  unexposed  patients, 
these  are  usually  seen  after  1-4  doses  and  include  rash,  erythema 
multiforme,  pruritus,  eosinophilia,  fixed  drug  eruption  with  cross 
reaction  to  meprobamate.  Asthmatic  episodes,  fever,  weakness, 
dizziness,  angioneurotic  edema,  smarting  eyes,  hypotension  and 
anaphylactoid  shock  may  be  manifestations  of  severe  reactions. 
In  such  cases,  stop  carisoprodol  and  initiate  appropriate 
treatment  (e.g.,  epinephrine,  antihistamines,  corticosteroids). 

Cardiovascular:  Tachycardia,  postural  hypotension,  facial 
flushing. 

Gastrointestinal:  Nausea,  vomiting,  hiccup,  epigastric  distress. 

Hematologic:  Leukopenia  and  pancytopenia  (on  carisoprodol 
plus  other  drugs). 

Usual  Adult  Dosage:  One  350  mg  tablet  three  times  daily 
and  at  bedtime. 

Overdosage:  Has  produced  stupor,  coma,  shock,  respiratory 
depression,  and,  very  rarely,  death.  The  effects  of  an  overdosage 
of  carisoprodol  and  alcohol  or  other  CNS  depressants  or 
psychotropic  agents  can  be  additive  even  when  one  of  the  drugs 
has  been  taken  in  the  usual  recommended  dosage.  Empty 
stomach,  treat  symptomatically;  cautiously  give  respiratory 
assistance,  CNS  stimulants,  pressor  agents  as  needed. 
Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been  used  successfully  with 
related  drug  meprobamate.  Carefully  monitor  urinary  output; 
avoid  overhydration;  observe  for  possible  relapse  due  to 
incomplete  gastric  emptying  and  delayed  absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR 
information.  Rev.  8/74 

WALLACE  LABORATORIES,  Cranbury,  N.J.  08512 
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Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  contains  three  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS;  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS;  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 
Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  perso 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PM 
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OFFERING  COMPLETE  PRIVATE 
PSYCHIATRIC  SERVICES  USING 
THE  THERAPEUTIC  COMMUNITY 
APPROACH  IN  AN  OPEN  SETTING. 


Fully  Accredited 
60  Beds 


Mrs.  Billie  Speck,  Administrator 


MEDiCENTER  PSYCHIATRIC  HOSPITAL 


1505  EIGHTH 


WICHITA  FALLS,  TEXAS  76301 


Services  Available 

Psychotherapy  Individual  and  Group 
Chemotherapy 
Recreational  Therapy 
Occupational  Therapy 
Psychological  Testing 
Psychiatric  Social  Worker  Services 
Neurological  Consultation 
Electro-Convulsive  Therapy 
Clinical  Laboratory 
X-ray 
Pharmacy 
Physical  Therapy 
Medical  Consultations 


Write  Your  Own  Investment  Subscription  Using 
The  TMA  Retirement  Trust  and  these  No-Load  Funds 


LOOMIS-SAYLES 

Mutual  Fund 

A flexibly  managed  mutual  fund  which  seeks 
reasonable  long-term  capital  appreciation  with  a 
prudent  approach  to  protection  of  capital  from 
undue  risks. 

Active  since  1929. 


LOOMIS-SAYLES 

Capital  Development  Fund 

A mutual  fund  seeking  long-term  capital  appre- 
ciation through  investments  in  a well  diversified 
group  of  companies  and  industries  believed  by 
fund  management  to  provide  opportunities  for 
capital  development. 


No-Load  or  Sales  Commission 


Founded  in  1961. 


Master  Trust  Available  For  Self-Employed. 


Texas  Medical  Association 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Please  send  me  a prospectus  and  other  related  material  on  investing 
in  each  of  the  Loomis-Sayles  Funds  under  the  TMA  Retirement  Trust. 
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Women  in  Texas  medicine 


“Let’s  play  hospital,”  Mary  says  to  her 
brother.  “I’ll  be  the  doctor.” 

Some  years  ago,  such  a dialogue  would 
have  raised  a few  eyebrows.  After  all,  little 
girls  just  didn’t  aspire  to  be  doctors.  But 
today,  women  are  entering  many  fields 
once  dominated  by  men,  including  medi- 
cine. 

This  is  an  appropriate  time  to  take  a look 
at  the  role  of  women  in  medicine  as  the 
United  Nations  has  declared  1975  as  “In- 
ternational Women’s  Year.”  Although  pro- 
fessional opportunities  are  opening  up  to 
women,  statistics  indicate  there  is  still  a 
long  way  to  go. 

According  to  figures  compiled  by  the  Texas 
Medical  Association’s  Office  of  Medical  and 
Health  Manpower,  women  make  up  ap- 
proximately 5.2%  (681)  of  the  active  and 
classified  non-federal  physician  population 
in  Texas.  The  percentage  is  expected  to  in- 
crease because  of  higher  numbers  of  wom- 
en currently  in  graduate  training  programs 
and  medical  schools. 

Women  in  1974  entering  classes  in  Texas 
medical  schools  totaled  152  compared  to 
1 12  women  in  the  1973  entering  classes. 
The  breakdown  of  the  women  in  the  1974 


Editor’s  note:  To  start  1975,  "International 
Women’s  Year,”  Texas  Medicine  presents  the  fol- 
lowing look  at  women  in  medicine.  The  first 
article  is  a small  tribute  to  the  variety  of  contribu- 
tions made  by  female  physicians  across  the  state. 
The  second  is  a series  of  three  interviews  with 
women  who  represent  different  generations  in 
medicine.  Although  each  was  interviewed  inde- 
pendently of  the  others,  it  is  interesting  to  reflect 
upon  the  sequential  development  of  their  atti- 
tudes. The  accounts  mirror  the  range  of  thinking 
from  a period  of  time  when  sex  barriers,  not 
really  viewed  as  discrimination,  represented 
the  norm,  to  a time  when  women  were  struggling 
to  achieve  equal  professional  opportunities,  to 
the  present  when  the  value  of  woman  power  is 
being  increasingly  recognized  and  sought. 

Credits:  Photos — archival  collection.  Medical 
College  of  Pennsylvania,  formerly  Woman’s 
Medical  College  of  Pennsylvania  (founded  1850). 


entering  classes  follows:  The  University  of 
Texas  Medical  Branch,  Galveston,  48;  Bay- 
lor College  of  Medicine,  Houston,  35;  The 
University  of  Texas  Southwestern  Medical 
School  at  Dallas,  27;  The  University  of 
Texas  Medical  School  at  San  Antonio,  25; 
Texas  Tech  University  School  of  Medicine, 
Lubbock,  11;  and  The  University  of  Texas 
Medical  School  at  Houston,  6. 

The  larger  percentages  of  female  physi- 
cians are  in  pediatrics,  pediatric  allergy, 
pediatric  cardiology,  anesthesiology,  child 
psychiatry,  pathology,  general  preventive 
medicine,  and  public  health.  As  of  Dec  31, 
1972,  there  were  no  women  in  Texas  in 
gastroenterology,  otolaryngology,  colon 
and  r.,'tal  surgery,  urology,  or  aerospace 
medicine.^ 

Concentrated  in  large  cities 

The  greatest  concentration  of  women  MDs 
in  Texas  is  in  the  Houston-Galveston  area. 
American  Medical  Association  listings  for 
1973  record  the  following  numberof  fe- 
male physicians  forthe  selected  counties: 
Harris,  230;  Dallas,  159;  Bexar,  71;  Gal- 
veston, 52;  Tarrant,  31;  and  Travis,  25. 
Representation  in  other  urban  areas  is  con- 
sidei'ably  less.  According  to  the  AMA  fig- 
ures, 68  counties  in  Texas  have  at  least  one 
active  and  classified  woman 
physician. 2 

A recent  Texas  Medicine  survey  of  the  1 13 
county  medical  societies  attempted  to  ex- 
plore the  extent  of  participation  by  women 
in  medical  and  civic  activities  in  the  state. 
Approximately  50%  of  the  surveys  were  re- 
turned. Twenty-four  women  were  reported 
as  currently  holding  positions  at  policy 
making  levels  within  the  county  society 
(committee  chairperson  or  above).  This 
total  includes  one  current  county  medical 
society  president  and  a newly  nominated 
president-elect.  In  addition,  147  husband- 
wife  physician  teams  were  tabulated  from 


TEXAS  MEDICINE 


This  1890  operating  room  scene  in  the  old  Woman’s  Hospital  of  Philadelphia,  shows  women  students  and  physi- 
cians in  the  gallery  and  nurses  and  physicians  on  the  floor  of  the  amphitheatre. 


the  reporting  counties  as  well  as  one 
mother-son  team. 

A further  search  for  female  representation 
within  the  medical  community  showed  only 
three  women  in  elected  positions  in  a sur- 
vey of  30  Texas  specialty  societies  and 
three  women  delegates  and  three  alter- 
nates serving  in  theTMA  House  of 
Delegates. 

These  statistics  paint  a diminutive  but  im- 
proving picture  of  the  role  of  women  physi- 
cians in  Texas.  And,  though  in  the  minority, 
these  physicians  are  daily  making  out- 
standing contributions  to  the  profession 
and  their  communities. 

What  are  the  women  doing? 

It  is,  of  course,  impossible  to  list  all  the 
outstanding  accomplishments  of  women 


physicians  within  the  state.  The  following 
small  sampling,  however,  gives  a view  of 
such  activities  across  the  state. 

Dr.  Ruth  Bain,  Austin,  vice  councilor,  TMA 
Board  of  Councilors;  past  president,  Travis 
County  Medical  Society;  Soroptimist  In- 
ternational Outstanding  Woman  award 
recipient. 

Dr.  Virginia  Boyd,  Abilene,  active  in  com- 
munity organizations  such  as  Pastoral  Care 
and  Counseling  Center,  Abilene  Girls 
Home,  Hardin  Simmons 
University. 

Dr.  Mary  Bublis,  Plainview,  past  president, 
Hale-Floyd-Briscoe  County  Medical  So- 
ciety; local  Woman  of  the  Year  award 
recipient. 

Dr.  Margaret  Cigarroa,  Laredo,  two-term 
past  president,  Webb,  Zapata,  Jim  Hogg 
Counties  Medical  Society;  past  officer  of 
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Bi-National  Council  of  Public 
Health. 

Dr.  Marolyn  Cowart,  Houston,  first  direc- 
tor, Family  Practice  Program,  Baylor  Col- 
lege of  Medicine. 

Dr.  Marietta  Crowder,  Tyler,  vice  president. 
Smith  County  Medical  Society;  overseas 
missionary. 

Dr.  Gladys  J.  Fashena,  Dallas,  1975  presi- 
dent-elect, Dallas  County  Medical  Society; 
“Piper  Professor”  of  1974;  director,  pe- 
diatric cardiology  and  past  medical  staff 
president.  Children’s  Medical 
Center? 

Dr.  Thelma  E.  Frank,  Corpus  Christi,  Out- 
standing Woman  Physician, 

Southwest. 

Dr.  Clotilde  P.  Garcia,  Corpus  Christi, 
member,  Texas  Constitutional  Revision 
Committee. 

Dr.  Elizabeth  F.  Gentry,  Austin,  president, 
Austin  Zonta  Club;  president,  Texas 
Society  on  Aging. 

Dr.  Mary  Lou  Hale,  Orange,  secretary. 
Orange  County  Medical  Society;  member, 
TMA  House  of  Delegates. 

Dr.  Gwyn  H.  Harwell,  Longview,  interna- 
tional program  coordinator,  Zonta  Inter- 
national; past  president,  Gregg  County 
Medical  Society. 

Dr.  Francine  Jensen,  Houston,  director, 
Harris  County  Health  Department. 

Dr.  Ruby  Lowry,  Laredo,  recently  marked 
50  years  in  active  medical  practice. 

Dr.  Nell  Nations,  San  Antonio,  president. 
Alamo  Branch,  American  Medical  Women’s 
Association;  alternate  delegate,  TMA  House 
of  Delegates. 

Dr.  Lois  L.  Norman,  Sherman,  director. 
South  Grayson  Heart  Association;  third 
term  president,  Altrusa;  past  president, 
Grayson  County  Medical  Society. 

Dr.  May  Owen,  Fort  Worth,  past  president, 
TMA;  established  TMA  Physicians 
Benevolent  Fund. 


Dr.  Dorothy  Patras,  Fort  Worth,  delegate, 
TMA  House  of  Delegates;  immediate  past 
president,  Texas  Society  of  Pathologists. 
Dr.  Margie  Peschel,  Fort  Worth,  secretary- 
treasurer,  Tarrant  County  Medical  Society; 
noted  for  work  in  health  careers 
field. 

Dr.  Norma  E.  Porres,  Lubbock,  Citizen  of 
the  Year,  1973;  past  president  and  co- 
founder Planned  Parenthood  of  Lubbock; 
oneof  20  Americansto  studyfamily  plan- 
ning in  India  by  invitation  of  Indian 
government. 

Dr.  Nell  Sanders,  Big  Spring,  initiated  the 
Tuberculosis  Association  in  Howard 
County,  now  incorporated  into  the  Ameri- 
can Lung  Association,  Big  Country 
Area. 

Dr.  Evelyn  Smiley,  Lamesa,  past  president. 
Five  County  Medical  Society  (Dawson, 

Lynn,  Terry,  Gaines,  Yoakum  counties); 
past  Five  County  health  officer. 

Dr.  Alice  Smith,  ten  years  service,  TMA 
Council  on  Annual  Session. 

Dr.  Margaret  Sullivan,  Houston,  immediate 
past  president,  American  Medical  Women’s 
Association. 

Dr.  Rose  Tunnell,  Taft,  Kiwanis  Citizenship 
Award,  1972;  past  president,  San  Patricio- 
Aransas-Refugio  Counties 
Medical  Society. 

Dr.  Margaret  Watkins,  Dallas,  chairperson, 
Dallas  County  Medical  Society’s  Medica- 
tions Committee  and  Insurance  Review 
Committee;  honorary  member,  Dallas 
County  Medical  Society  and  Texas  Medical 
Association;  volunteers  services  to  Dallas 
Society  for  Crippled  Children  (has  closed 
private  practice). 
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Three  generations  look  at  their  profession 


Dr.  M.  Owe7i : over  50  years  m medicine 


Dr.  May  Owen’s  curriculum  vitae  would  by 
itself  fill  the  pages  allotted  for  this  article. 
She  is  one  of  the  most  honored  physicians 
in  the  state  of  Texas. 

Dr.  Owen  received  her  MD  degree  in  1921 
from  the  Louisville  Medical  School.  She  did 
graduate  work  at  the  MayoClinic’s  Depart- 
ment of  Surgical  Pathology  and  at  New 
York’s  Bellevue  Hospital’s  Medical  Exam- 
iners Department.  She  also  conducted 
special  studies  in  hematology  at  the  Univer- 
sity of  Ohio.  Since  1928  she  has  been  a 
pathologist  in  Fort  Worth. 


Among  her  many  medical  leadership  roles 
are  the  presidencies  of  the  Texas  Medical 
Association,  the  Tarrant  County  Medical 
Society,  the  Texas  Society  of  Pathologists, 
and  the  Thirteenth  District  Medical  Society. 
Her  medical  and  civic  memberships  and 
involvements  are  numerous;  her  honors, 
countless.  Among  her  awards  are  the  Texas 
Medical  Association’s  Distinguished 
Service  Award,  the  Tarrant  County  Medical 
Society’s  “Gold  Headed  Cane,’’  the  Texas 
Society  of  Pathologist’s  George  T.  Caldwell 
Award,  and  the  Fort  Worth  Sertoma 


Pictured  above  is  the  baby  clinic  at  Woman’s  Medical  College  Hospital  in  1918.  A woman  physician  is  seated  at 
each  end  of  the  group  which  also  includes  nurses  and  mothers.  Note  the  poster  in  the  upper  right  promoting 
war  gardens. 
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Club’s  ‘‘Service  to  Mankind  Award.”  The 
Fort  Worth  medical  museum  is  named  the 
May  Owen  Hall  of  Medical  Science  in  her 
honor. 

Involved  in  many  research  problems,  Dr. 
Owen  achieved  recognition  early  in  her 
career  when  in  1936  she  observed  that  the 
powder  used  by  surgeons  in  their  rubber 
gloves  was  not  absorbable  and  that  scar 
tissue  was  built  up  around  it  when  it  fell 
into  wounds  and  deep  tissues.  After  Dr. 
Owen’s  observation,  glove  powder  was 
made  in  absorbable  form. 

Foresight  in  leadership 

During  her  term  as  TMA  president.  Dr. 
Owen  emphasized  the  physician’s  duty  to 
participate  in  community  affairs.  She 
worked  to  increase  the  prestige  and  effec- 
tiveness of  the  county  medical  societies. 
She  was  concerned  with  continuingeduca- 
tion  of  physicians,  programs  of  care  for  the 
aged,  the  Physicians  Benevolent  Fund,  and 
the  availability  of  health  care  to  all  persons 
regardless  of  ability  to  pay. 

Dr.  Owen  continues  to  contribute  to  the 
medical  community  in  Texas.  This  past 
September  she  was  instrumental  in  the 
establishment  of  the  May  Owen  Chair  in 
Pathology  at  Texas  Tech  University  School 
of  Medicine. 

A “doctor”  first  and  foremost,  she  hasn’t 
had  much  time  throughout  her  careerfor 
reflection  on  being  a “woman  doctor.” 
Although  cognizant  of  the  problems  facing 
women  in  medicine.  Dr.  Owen  said  she  has 
never  felt  she  has  experienced  discrimina- 
tion in  her  own  career. 

Growing  up  on  a small  farm  in  central 
Texas,  she  learned  that  men  and  women 
worked  equally.  She  learned  much  about 


life  and  caring  for  others  from  the  animals 
on  the  farm.  The  only  real  encouragement 
she  received  in  her  decision  to  study  medi- 
cine was  from  the  family  doctor. 

A few  medical  schools  did  not  take  women 
at  the  time  Dr.  Owen  applied,  but  this  fact 
did  not  bother  her  as  “there  were  other 
schools  open.” 

Before  she  arrived  at  medical  school,  the 
men  decided  there  would  be  no  females  in 
their  classes  and  made  a strong  request  to 
the  school  president  that  she  not  be  ac- 
cepted. However,  once  classes  were  under 
way.  Dr.  Owen  said  there  was  no  question 
about  being  received  and  she  was  treated 
as  “just  another  student.” 

Dr.  Owen  also  said  she  never  felt  pressure 
during  her  term  as  TMA  president  as  a re- 
sult of  her  sex.  She  believes  that  women 
need  not  do  more  or  less  than  men  in  the 
same  field,  but  must  carry  their  own  re- 
sponsibilities. Speaking  from  her  own  ex- 
perience, she  offers  this  advice  to  women 
entering  the  field  of  medicine,  “Do  your 
very  best  to  be  a woman;  do  not  expect 
to  be  ‘coddled;’  stand  on  your  own 
merits.” 


Dr.  M.  Sullivan: 

con  temporary  practitioner 

As  president  of  the  American  Medical 
Women’s  Association  (AMWA)  for  1974, 
Dr.  Margaret  P.  Sullivan,  Houston  pediatri- 
cian, is  in  a unique  position  to  speak  on  the 
role  of  women  in  medicine  both  on  a 
national  and  statewide  level. 

Despite  the  increasing  number  of  women 
in  medicine  today.  Dr.  Sullivan  terms  their 
roles  “insignificant.”  Major  problems 
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A woman  physician  examines  a child  in  the  Ear,  Nose,  and  Throat  Clinic  of  the  Woman’s  Medical  College  of 
Pennsylvania.  Her  closely  bobbed  hair  depicts  the  fashion  of  the  period,  the  Roaring  20s. 


include  insufficient  representation  in  aca- 
demia and  professional  organizations,  and 
as  role  models  in  society. 

“Women  are  encouraged  to  be  more  than 
spectators  at  county,  state,  national,  and 
subspecialty  meetings,  to  take  an  active 
part  in  committee  work,  and  to  speak  from 
the  floor  when  they  have  a pertinent  con- 
tribution,’’ she  said. 

AMWA  activities  are  being  directed  toward 
furthering  these  goals.  An  AMWA  Speakers 


Bureau  has  been  organized  so  that  quali- 
fied women  specialists  in  all  fields  of  medi- 
cine can  be  identified  when  programs  are 
being  planned  or  guest  lecturers 
sought. 

An  AMWA  Professional  Resources  Bank 
provides,  on  request  from  authorized 
sources,  names  of  women  physicians  quali- 
fied to  serve  at  the  policy  making  level  in 
governmental  health  services  and  orga- 
nized medicine.  In  addition,  recommenda- 
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tions  can  also  be  made  as  to  candidates 
for  department  heads  in  academic 
medicine. 

MDs  in  advertising 

Dr.  Sullivan  described  a recent  AMWA 
project  to  direct  the  attention  of  major 
pharmaceutical  houses  to  the  increasing 
percentage  of  women  in  entering  freshman 
classes  in  medical  schools.  The  organiza- 
tion suggested  to  the  pharmaceutical  firms 
that  it  would  be  appropriate  to  depict 
women  physicians  as  well  as  men  in  their 
advertising.  Responses  varied,  according 
to  Dr.  Sullivan.  In  one  instance,  the 
response  was  defensive  and  hostile,  sug- 
gesting that  there  were  more  important 
issues  of  concern.  Another  pharmaceutical 
house  responded  to  the  effect  that  it  was 
“telling  it  as  it  is’’  and  forwarded  promo- 
tional material  which  did  show  a woman 
physician  participating  in  a program  which 
it  sponsored. 

The  majority  of  pharmaceutical  industry 
officials,  however,  responded  positively  to 
the  suggestion.  Many  admitted  they  had 
not  thought  of  the  idea  previously  and 
indicated  intent  to  keep  pace  with  the  times 
and  include  women  physicians  in  future 
advertising. 

Dr.  Sullivan  said  that  no  change  in  adver- 
tising policy  is  evident  to  the  consumer 


yet,  although  advertising  is  often  sold  as 
much  as  a year  in  advance. 

Continuingtrend 

Dr.  Sullivan  has  observed  no  “turning  of 
the  tide’’  for  women  in  medicine  but  feels 
there  has  been  an  acceleration  of  a trend 
over  the  past  several  years.  She  related  the 
changing  attitudes  to  no  single  event,  but 
many,  includingchangingtimes,  the 
women’s  lib  movement,  and  even  Billie 
Jean  King. 

Dr.  Sullivan  stated  that  a major  reason  for 
underrepresentation  of  women  in  medicine 
is  the  sex-stereotyping  of  occupations  and 
roles  in  society. 

She  said,  “Women  are  not  expected  to 
make  a serious  intellectual  contribution  to 
society.  Some  type  of  service  occupation 
prior  to  marriage  is  acceptable.  Thereafter, 
women  should  have  children,  raise  them 
and  chauffeurthem  around,  entertain  prop- 
erly, and  perhaps  even  espouse  a cause 
and  march  for  something.’’ 

The  Houston  physician  stated  that  school 
counselors  usually  advise  secretarial, 
teaching,  or  nursing  careers;  parents  often 
do  not  take  greater  aspirations  seriously; 
and  medical  admissions  committees  are  in 
general  unenthusiastic. 

She  expressed  the  view  that  the  long  range 
solution  lay  in  changing  society’s  sex- 
stereotyping. One  approach  would  include 
evident  changes  in  the  role  of  women  in 
advertising,  elevision,  radio,  newspapers, 
and  periodicals.  The  immediate  target, 
however,  should  be  high  school  counselors. 

Student  problems 

What  problems  do  female  medical  students 
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face  today?  Dr.  Sullivan  said  the  everyday 
problems  included  housing,  transportation 
(particularly  safety  in  traveling  alone  after 
dark),  and  restrictions  on  loans.  Money  to 
set  up  practice  after  graduation  has,  in  the 
past,  been  less  available  to  v/omen  physi- 
cians than  to  men. 

“The  big  problem  is  the  lack  of  models  or 
women  physicians  to  emulate  and  women 
physicians  to  give  guidance  and  counsel, 
particularly  in  relation  to  special  problems 
encountered  by  women  physicians,”  she 
stated.  “Inspection  of  faculty  lists  of  medi- 
cal schools  shows  no  women  among  the 
deans  and  only  a rare  department 
head.” 

Although  20%  of  pediatricians  are  women, 
she  could  name  only  two  department  heads 
in  the  specialty. 

While  some  schools  do  advertise  faculty 
positions  in  the  Journal  of  the  American 
Medical  Association  and  inquiries  are  made 
tothe  AMWA  Professional  Resources  Com- 
mittee, Dr.  Sullivan  said  there  has  yet  been 
no  resulting  increases  in  faculty  appoint- 
ments for  women. 

“Whilethe  effort  made  by  some  institutions 
is  undoubtedly  sincere,  in  other  instances, 
it  is  token  compliance,”  she  stated. 

Admissions  policies 

On  the  subject  of  admissions  procedures. 
Dr.  Sullivan  said  that  only  at  the  Medical 
College  of  Pennsylvania  (formerly  Woman’s 
Medical  College)  are  admission  procedures 
favorable  to  women.  Elsewhere  they  are 
neutral  at  best  and  at  times 
prejudicial.” 

She  added,  “There  is  no  reason  why  a 
woman  applicant  should  be  questioned 
regarding  her  sex  life  unless  the  same 


quesfons  are  put  to  the  men  and  the 
answers  from  both  sexes  are  similarly  inter- 
preted. I would  not  advocate  preference  be 
given  women  and  other  minorities,  just  a 
square  deal.  At  the  present  the  only  prefer- 
ence which  has  reason  would  be  for  stu- 
dents to  agree  to  practice  in  areas  of  physi- 
cian need  such  as  rural  areas  and  inner 
city  or  ghetto  areas.” 

Dr.  Sullivan  believes  much  of  the  problem 
in  physician  distribution  between  urban 
and  rural  areas  is  due  tothe  physician’s 
wife  who  does  not  think  she  can  live  in  a 
small  town.  Dr.  Sullivan  supports  the 
earnest  recruitment  of  husband-wife  physi- 
cian teams  for  such  areas,  stating  that  the 
stimulation  of  the  professional  life  would 
come  to  both  members  of  the  team. 

In  addition,  she  sugested  that  women  phy- 
sicians, soloorwith  a nonphysician  hus- 
band, would  also  appear  to  be  excellent 
candidates  provided  the  community  could 
forego  its  prejudices. 

She  cited  a recent  Houston  Foi'r  article 
(Oct  28,  1974)  which  described  a contract 
between  some  Flatonia  businessmen  and  a 
local  ranch  manager’s  wife  in  which  the 
woman  has  agreed  to  be  the  town  doctor  in 
return  for  financial  aid  for  medical  school 
expenses. 

Dr.  Sullivan  sees  no  conflict  between  being 
a woman  and  a physician.  She  recognizes 
the  emotional  and  physical  demands 
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placed  upon  the  dual  roles  of  mother  and 
physician,  but  said  that  “organized  women 
who  are  good  planners  work  through  all 
this.” 

She  added,  “The  organizational  ability  is 
as  variable  in  women  as  it  is  in  men.  An 
understanding  husband  is  an  essential  to 
the  successful  mother  and  physician.” 

Decision  to  enter  medicine 

Dr.  Sullivan’s  own  decision  to  study  medi- 
cine did  not  come  until  her  undergraduate 
years  at  Rice  University.  She  had  planned 
to  become  a lab  technician  but  entered 
Duke  University  School  of  Medicine  on  the 
advice  of  a biology  professor. 

Throughout  her  career,  she  has  been,  as 
she  has  urged  others  to  be,  audible  and 
visible.  Dr.  Sullivan  presently  serves  in  the 
Department  of  Pediatrics  at  The  University 
of  Texas  MD  Anderson  Hospital  and  Tumor 
Institute  and  as  professor  of  pediatrics  at 
The  University  of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Houston,  Division 
of  Continuing  Education.  She  has  been  a 
member  of  the  editorial  board  of  the  Year 
Book  of  Cancer  s\nce  1959. 

Her  professional  memberships  are  numer- 
ous. In  addition  to  her  post  as  president, 
she  has  served  as  treasurer  and  president- 
elect of  the  AM  WA.  During  her  tenure  as 
president  she  was  instrumental  in  placing 
majoremphasison  continuing 
education. 

All  AMWA  members  are  urged  to  have  the 
equivalent  of  at  least  50  credit  hours  of 
continuing  education  activity  annually  and 
are  asked  to  voluntarily  pledge  themselves 
to  this  effort  when  renewing 
membership. 


Dr.  Sullivan  has  authored  or  co-authored 
more  than  85  articles  and  has  presented 
papers  at  international  symposia  in  Japan, 
Portugal,  and  Australia. 

Also  active  in  community  affairs,  she 
recently  completed  a two-year  term  as 
president  to  the  Houston  Audubon  Society 
and  is  presently  vice  chairman  of  the  orni- 
thology group  of  the  Houston  Outdoor 
Nature  Club.  Her  interests  in  travel  and 
photography  have  taken  her  to  Africa  three 
times  since  1970. 

Above  all,  she  is  a concerned  physician 
who  sees  the  movement  for  women  to  use 
their  intellect  and  skills  gaining  momen- 
tum. She  continues  to  encourage  activism 
but  perhaps  the  most  important  advice  she 
offers  women  in  medicine  is  to  “value 
yourselves.” 


P.  Hostetter: 
medical  student 

A funny  thing  happened  to  Peggy  Hostetter 
on  her  way  to  becoming  a college  English 
teacher — she  decided  to  enter 
medicine. 

The  eldest  of  five  children  of  a Toledo, 

Ohio  lawyer  (father)  and  retired  general 
practitioner  (mother),  Ms.  Hostetter  is 
currently  in  her  final  year  of  studies  at 
Baylor  College  of  Medicine  in  Houston.  In 
1970  she  graduated  from  Denison  Univer- 
sity, Granville,  Ohio,  with  a BA  degree  in 
English.  The  following  year  she  attended 
graduate  school  in  English  on  a fellowship 
at  Rice  University.  Toward  the  end  of  that 
year,  however,  she  realized  that  teaching 
college  English  was  merely  a substitute  for 
what  she  really  wanted  to  do — to  become  a 
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doctor.  She  forfeited  her  fellowship  and 
with  the  encouragement  of  family  and 
friends  (including  some  of  herformer 
English  professors),  re-enrolled  at  Rice  as 
a freshman  and  completed  the  pre-med 
requirements  in  1971-72.  She  entered 
Baylor  in  July  1972. 

Ms.  Hostetter  recalled  her  mother’s  stories 
of  her  days  as  a general  practitioner  in 
Kankakee,  Illinois  as  perhaps  her  earliest 
and  most  vivid  influence  on  her  interest  in 
medicine. 


“Asa  little  girl  of  four  or  five,  I was  par- 
ticularly intrigued  by  a book  of  hers  which 
pictured  all  of  the  childhood  diseases.  With 
my  younger  brother  and  sisters,  I would  sit 
poring  over  that  book,  page  by  page,  and 
finally,  when  we  had  come  to  the  end,  I 
would  close  the  pages  and  declare,  ‘Now 
let’s  go  back  and  see  if  they’re  all  well,’  ’’ 
she  reminisced. 

She  said  herfamily,  especially  her  father 
and  mother,  friends,  and  professors  were 
all  very  supportive  when  she  decided  to 


This  laboratory  scene,  photographed  at  the  Woman’s  Medical  College  circa  1900,  captures  medical  students  and 
faculty  in  the  midst  of  microscopic  work. 
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enter  medical  school,  even  though  such  a 
decision,  necessitating  an  abrupt  career 
change,  must  have  seemed  ill-advised, 
especially  since  she  had  taken  no  pre- 
medical course  work  in  college.  Her 
mother,  perhaps  because  she  had  been 
through  the  experience  herself,  voiced  the 
strongest  reservation  early  in  her  medical 
school  days.  Ms.  Hostetter  said  that  now 
her  mother  is  as  reassured  as  herself 
regarding  her  career  decision.  However, 
she  said  it  was  her  husband  who  best  sus- 
tained her  through  each  brief  storm  of 
crisis. 

Flexibility  in  admissions 

Ms.  Hostetter  described  the  admissions 
procedure  at  Baylor  Med  as  "straight- 
forward.” She  was  most  impressed  by  the 
open  attitude  of  the  school.  She  said  that 
some  schools  are  turning  away  otherwise 
qualified  candidates  on  the  basis  of  age  or 
a lack  of  a science  background.  She  has 
found  that  the  student  body  at  Baylor 
comes  from  a diversity  of  backgrounds  with 
ages  ranging  in  the  30s  as  well  as  the  20s. 
As  an  applicant  Ms.  Hostetter  had  three 
interviews  at  Baylor,  one  with  a student. 


one  with  a pediatrics  professor,  and  one 
with  a psychiatrist.  In  only  one  instance  did 
she  feel  that  perhaps  her  sex  entered  into 
the  interview  process.  The  occasion  was 
her  interview  with  the  psychiatrist  who 
asked  her  views  on  pre-marital  sex  and 
abortion.  However,  Ms.  Hostetter  felt  that 
he  was  interested  in  her  reaction  to  a 
pointed  question  rather  than  her  opinions 
on  those  particular  topics.  She  did  inter- 
view at  two  other  schools  but  felt  her 
knowledge  was  too  limited  to  make  an  accu- 
rate assessment  of  their  procedures.  She 
was  not  interviewed  by  another  student, 
however,  at  the  other 
institutions. 

When  questioned  on  her  recommendations 
for  change  in  the  admissions  procedures, 
she  emphasized  the  need  for  flexibility. 

She  feels  that  a general  assessment  of  the 
candidate’s  personality  is  often  more  in- 
dicative of  success  as  a physician  than 
merely  high  grades  or  a strong  science 
background. 

Throughout  her  medical  school  days  she 
said  she  has  never  encountered  prejudice 
or  bias  from  professors  or  fellow 
students. 

She  added,  "On  the  contrary,  it  has  always 
seemed  to  me  that  I was  favored,  or  more 
precisely,  set  apart,  because  I was  a 
woman.  Being  in  the  minority  very  effec- 
tively distinguishes  one  from  the  majority. 
There  are  basic  problems,  of  course;  a 
patient  still  calls  you  ‘nurse;’  a doctor  still 
calls  you  ‘dear;’  but  none  is  so  insurmount- 
able that  it  cannot  be  handled  with  candor 
and  good  sense.” 
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She  claims  that  the  strategy  of  “devious 
expectancy,”  that  is,  v^aitingforthe  “male 
chauvinist  pig”  to  declare  himself,  is 
usually  met  with  just  such  a 
declaration. 

Role  models 

Ms.  Hostetter  discussed  the  rather  preva- 
lent attitude  that  there  are  few  role  models 
for  women  physicians  today. 

She  explained,  “Tor  hoose  ‘role  models’ 
on  the  basis  of  sex,  that  is,  to  imply  that 
women  medical  students  should  pattern 
themselves  after  women  physicians,  is  to 
adopt  a criterion  that  is  both  rigid  and 
irrelevant.  This,  in  reverse,  is  the  same  con- 
stricted thinkingthat  has  plagued  women 
for  years;  the  old  ‘I’ll-go-to-Dr.  Jones- 
because-he-is-a  man'  routine,  here  trum- 
peted on  thefeminist  horn.” 

She  continued,  “In  no  way  should  I be  con- 
strued to  imply  that  women  physicians, 
through  some  collective  shortcoming,  are 
unable  to  serve  as  role  models;  on  the 
contrary,  some  are  exemplary.  But  the  role 
model  for  a physician  is  a physician,  not  a 
gender.  If  we  decry  the  tag  ‘woman  physi- 
cian,’ as  well  we  might,  we  should  net  suc- 
cumbto  the  foolish  exclusivity 
behind  it.” 

Ms.  Hostetter  encourages  interested 
women  to  enter  medicine.  She  said  that 
not  only  are  medical  schools  in  general 
more  receptive  to  female  applicants,  but 
the  patient  population,  as  well,  has  become 
better  accustomed  to  the  idea  of  a “lady 
doctor.” 


She  purports  that  the  best  preparation  is 
a solid  high  school  and  college 
education. 

“The typical  medical  school  curriculum 
does  indeed  teach  ‘everything  you  need  to 
know,’  so  it  is  quite  honestly  not  necessary 
to  take  such  medically  oriented  subjects  as 
histology  or  pathology  as  an  undergrad- 
uate.” She  advises  a potential  applicant  to 
“Complete  the  pre-med  requirements,  of 
course,  but  major  in  your  field  of  interest, 
be  it  organic  chemistry  or  English  compo- 
sition. The  best  thing  that  you  can  bring  to 
medical  school  is  a justifiable  sense  of  self- 
confidence,  of  pride  in  accomplishment,  for 
medical  school  is  at  once  so  challenging 
and  so  new  that  it  can  be  at  first  a com- 
pletely unnervingexperience.” 

Scientific  mind  oversold 

She  said  the  scientific  mind  is  as  oversold 
as  the  humanitarian  heart  when  it  comes  to 
the  qualities  which  a good  physician  should 
possess.  “Medicine  is  neitherall  cold  facts 
norall  warm  relationships,  and  it  is  pre- 
cisely the  ever-changing  balance  between 
the  two  which  makes  medicine 
an  art.” 
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Her  own  immediate  future  in  medicine  is 
rather  well  mapped  out.  She  and  her  hus- 
band, Dr.  Thomas  Hostetter,  currently  an 
intern  in  the  Baylor  program  at  Ben  Taub 
Hospital  in  Houston,  will  both  be  serving 
residences  starting  next  fall  in  Boston. 
Hers,  a pediatrics  residency,  is  at  Boston 
Children’s  Hospital;  his,  an  internal  medi- 
cine residency,  is  at  Peter  Bent  Brigham 
Hospital.  Both  the  Hostetters  are  inter- 
ested in  pursuing  careers  in  academic 
medicine,  although  they  haven’t  ruled  out 
the  possibility  of  a joint 
practice. 

As  for  the  future  of  women  in  medicine, 

Ms.  Hostetter  said  that  the  role  of  women 
in  medicine  must  be  determined  not  by  sex 
but  by  the  qualities  and  talents  and  short- 
comings of  each  individual. 

She  expounded  on  this  thought,  “I  believe 
the  role  of  women  in  medicine  is  no  differ- 
ent from  that  of  men.  But  many  of  the 
more  enlightened  programs  have  also 
recognized  the  woman’s  added  respon- 
sibilities as  childbearer  and  homemaker 
and  have  wisely  made  provision  for  both, 
so  that  a woman  now  need  sacrifice  neither 
medicine  norfamily.  Managingthe com- 
bination, however,  requires  stamina, 
humor,  flexibility,  and  a sense  of  propor- 
tion— very  nearly  in  that  order.  Add  in  the 
cost  of  a dishwasher,  a washing  machine, 
and  (certainly  not  the  least),  a marriage  to 
a considerate  and  understanding  husband, 
and  you  have  just  about  covered  all  the 
essentials.  Medicine,  it  is  true,  is  a career 
more  demanding  than  most,  but  it  is  also 
more  rewarding  than  most.” 
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LEGAL  PROTECTION:  FACTS  YOU  SHOULD  KNOW 

Sam  V.  Stone,  Jr. 

TMA  Office  of  General  Counsel 

MANDATORY  INSURANCE  COVERAGE  FOR  NEW  BORNS— UPDATE 


Discussion  on  the  floor  of  the  Texas 
Medical  Association  House  of  Delegates  on 
Nov  3, 1974  indicated  that  confusion  exists 
concerning  the  provisions  of  the  1973 
amendment  to  the  Texas  Insurance  Code 
which  required  coverage  of  new-born  in- 
fants under  certain  health  and  accident 
insurance  policies. 

This  provision,  codified  as  Article  3. 70-2b, 
provides: 

No  individual  policy  or  group  policy  of 
accident  and  sickness  insurance,  includ- 
ing policies  issued  by  companies  subject 
to  Chapter  20,  Texas  Insurance  Code,  as 
amended,  delivered  or  issued  for  deliv- 
ery to  any  person  in  this  State  which  pro- 
vides for  accident  and  sickness  coverage 
of  additional  new-born  children  or  ma- 
ternity benefits,  may  be  issued  in  this 
State  if  it  contains  any  provisions  ex- 
cluding or  limiting  initial  coverage  of  a 
new-born  infant  for  a period  of  time,  or 
limitations  or  exclusions  for  congenital 
defects  of  a new-born 
child. 

Section  2 of  the  1973  act  provided  that 
it  would  apply  to  all  accident  and  sickness 
insurance  policies  “issued  for  delivery,  re- 
newed, extended,  or  amended  in  the  State 
of  Texas  on  or  after  January  1, 1974.”  In 
addition,  the  act  authorized  the  insurer 
upon  renewal,  extension,  or  amendment  to 
charge  “such  additional  premiums  as  are 
just  and  reasonable  for  the  additional  risks 
incurred  by  compliance  with  this  act.” 

Also,  the  Legislature  stated  that  an  insurer 
would  be  authorized  to  achieve  compliance 


with  the  act  by  use  of  endorsements  or 
riders  approved  by  the  State  Board  of 
Insurance. 

Insurance  board  guidelines 

On  Nov  29, 1973,  the  Insurance  Board 
issued  “temporary  guidelines”  for  the  en- 
forcement of  the  act  pending  the  issuance 
of  an  Attorney  General's  Opinion  clarifying 
whether  or  not  the  act  applied  to  all  policies 
providing  for  maternity  benefits  without 
provision  for  the  addition  of  new-born  chil- 
dren in  existing  policies,  and  whether  the 
“renewal”  of  a policy  occurs  as  a result  of 
payment  of  premium.  To  date,  the  opinion 
request  on  these  two  points  has  not  been 
forwarded  to  the  attorney  general’s  office 
from  the  State  Board  of 
Insurance. 

As  a result  of  this  delay  in  securing  an 
opinion,  the  “temporary  guidelines”  are 
still  in  effect  and  the  State  Board  of  Insur- 
ance is  interpreting  the  act  to  mean  that 
individual  or  group  policies  of  accident  and 
sickness  insurance  which  contain  provi- 
sions for  (a)  the  addition  of  new-born  chil- 
dren or  (b)  maternity  benefits  may  not 
contain  provisions  excluding  or  limiting 
initial  coverage  of  a new-born  child  or  any 
limitation  or  exclusion  for  congenital  de- 
fects of  a new-born  child. 

Additionally,  under  the  present  guide- 
lines, if  benefits  are  provided  for  new-born 
children  the  benefits  shall  be  the  same 
benefits  provided  under  the  policy  for  other 
dependents  for  loss  as  a result  of  an  acci- 
dent or  sickness  and  the  policies  need  not 
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provide  benefits  for  so  called  “well 
baby  care.” 

Action  required  by  insured 

The  insured  must  take  affirmative  action 
in  order  that  the  new-born  be  permanently 
continued  under  the  dependent  coverage, 
though  the  guidelines  provide  that  initial 
coverage  provided  new-born  children  shall 
continue  for  a period  of  at  least  30  days. 
After  such  initial  period,  the  coverage  shall 
continue  only  if  the  policyholder  has  noti- 
fied the  insurer  in  writing  of  the  birth  of  the 
new-born  child  and  has  paid  any  additional 
premium  required  to  maintain  coverage  in 
force.  Any  additional  premium  required  for 
the  initial  period  of  coverage  may  be 
included. 

Policy  renev/al 

Under  the  guidelines,  the  mere  payment 
of  a premium  necessary  to  keep  the  policy 
in  force  shall  not  constitute  a “renewal” 
within  the  meaning  of  the  act.  Whether  or 
not  this  interpretation  will  be  upheld  by 
the  Attorney  General  is  subject  to  specula- 
tion in  view  of  the  language  of  the  act  itself. 
However,  in  view  of  the  guidelines,  it  is 
probable  that  many  outstanding  policies 
which  do  provide  for  maternity  benefits  or 
additional  new-born  benefits  may  also 
presently  exclude  or  limit  initial  coverage 
of  a new-born  infant  for  a period  of 
time  even  though  the  act  has  been  in  effect 
for  almost  one  year,  unless  the  Attorney 
General  rules  that  premium  payment  con- 
stitutes “renewal”  of  the  policy. 
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KELSEY-SEYBOLD  CLINIC 


MEDICAL  CENTER 

6624  FANNIN  STREET  HOUSTON,  TEXAS  77025 
AC  (713)  526-2671 

OTOLARYNGOLOGY 

J.  C.  Dickson,  M.D.,  F.A.C.S. 

J.  L.  Smith,  M.D.,  FAC.S. 


INTERNAL  MEDICINE 

Allergy 

C.  W.  Ewing,  M.D.,  F.A.C.A. 

Arthritis  and  Rheumatic  Diseases 

J.  W.  Kemper,  M.D.,  F.A.C.P. 

M.  S.  Fischer,  M.D. 

Cardiology 

E.  F.  Beard,  M.D.,  F.A.C.P. 

D.  D.  Goulden,  M.D. 

Endocrine  and  Metabolic  Diseases 

M.  P.  Kelsey,  M.D.,  F.A.C.P. 

A.  E.  Leiser,  M.D.,  F.A.C.P. 

P.  K.  Champion,  M.D. 

Gastrointestinal  Diseases,  Gastroscopy 
J.  R.  Kelsey,  M.D.,  F.A.C.P. 

P.  S.  Bentlif,  M.D.,  F.A.C.P. 

R.  D.  Eichhorn,  M.D.,  F.A.C.P. 

F.  S.  O’Neil,  M.D.,  F.A.C.P. 

J.  W.  McBee,  M.D.,  F.A.C.P. 

General  Internal  Medicine 

G.  E.  Burke,  M.D. 

N.  H.  Nauert,  Jr.,  M.D.,  F.A.C.P. 

J.  Mackay,  M.D. 

G.  G.  Bourianoff,  M.D. 

General  Medicine  and  Oncology 

C.  F.  Taboada,  M.D.,  F.A.C.P. 

E.  N.  Root,  M.D. 

Hematology 

J.  B.  Bart,  M.D.,  F.A.C.P. 

Infectious  Diseases 

S.  Riggs,  M.D.,  F.A.C.P. 

Nephrology 

F.  X.  Schloeder,  M.D.,  F.A.C.P. 

Nuclear  Medicine 

D.  E.  Mouton,  M.D. 

Occupational  Health  Services 

M.  B.  Johnston,  M.D.,  F.A.C.Pr.M. 

F.  A.  Goss,  M.D. 

A.  M.  Wyss,  M.D.,  F.A.C.Pr.M. 
Pulmonary  Diseases 

S.  P.  Fischer,  M.D.,  F.A.C.P. 

DERMATOLOGY 

W.  M.  Fraser,  M.D.,  F.A.A.D. 

D.  W.  Owens,  M.D.,  F.A.A.D. 

GENERAL  & THORACIC  SURGERY 

W.  D.  Seybold,  M.D.,  F.A.C.S. 

J.  D.  McMurrey,  M.D.,  F.A.C.S. 

J.  L.  Doggett,  M.D.,  F.A.C.S. 

M.  F.  Appel,  M.D.,  F.A.C.S. 

NEUROLOGY 

R.  R.  Pierce,  M.D.,  F.A.A.N. 

J.  R.  Tindel,  M.D. 

OBSTETRICS  & GYNECOLOGY 

M.  L.  Cody,  M.D.,  F.A.C.S.,  F.A.C.O.G. 
W.  A.  Johnson  III,  M.D.,  F.A.C.O.G. 

OPHTHALMOLOGY 

H.  E.  Wahlen,  M.D.,  D.A.B.O. 

ORTHOPEDIC  SURGERY 

R.  A.  Fulford,  M.D.,  F.R.C.S.  (C) 

J.  H.  Dickson,  M.D.,  F.A.A.O.S. 

T.  H.  Crouch,  M.D.,  F.A.C.S. 

W.  D.  Erwin,  M.D. 


PATHOLOGY 

R.  A.  Jordan,  M.D.,  F.A.S.C.P. 

PEDIATRICS 

Rheumatology 

E.  J.  Brewer,  Jr.,  M.D.,  F.A.A.P. 
Allergy  and  Pu'monary  Diseases 

C.  W.  Ewing,  M.D.,  F.A.A.P. 
Gastroenterology 

G.  D.  Ferry,  M.D.,  F.A.A.P. 

General  Pediatrics  and  Consultation 

F.  J.  Boland,  M.D. 

R.  M.  Thaller,  M.D. 

PSYCHIATRY 

C.  G.  Cochran,  M.D. 

R.  Daichman,  M.D. 

RADIOLOGY 

R.  J.  Kurth,  M.D.,  F.A.C.R. 

E.  G.  Linares,  M.D. 

P.  Raphael,  M.D. 

UROLOGY 

D.  W.  Pranke,  M.D.,  F.A.C.S. 

DENTISTRY 

J.  W.  Orr,  D.D.S. 

CONSULTANTS 

Cardiology 

E.  Garcia,  M.D.,  F.A.C.P. 
Epidemiology 

R.  A.  Stallones,  M.D.,  M.P.H. 
Industrial  Hygiene 

S.  M.  Pier,  Ph.D. 

R.  K.  Severs,  Ph.D. 

Psychiatry 

A.  Owers,  M.D. 

Pulmonary  Diseases 

H.  I.  Schweppe,  Jr.,  M.D.,  F.A.C.P. 

SPEECH  PATHOLOGY  & AUDIOLOGY 

D.  R.  Fox,  Ph  D. 

J.  W.  Porter,  M.A. 

S.  McKee,  M.A. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
Vectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function  Laboratory 
Regional  Immunization  Center 
FAA  Examinations 

Complete  Endoscopy  & Polypectomy 
Audiology  Laboratory 
Electrolysis 

Electronystagmoeraohy 

Electromyography 

ADMINISTRATOR 

J.  A.  Bakken,  F.A.C.C.M. 


K-S  POST  OAK 

Post  Oak  Tower  Building,  Suite  385 
5051  Westheimer 
Houston,  Texas  77027 
(713)  622-8340 

INTERNAL  MEDICINE 

Endocrine  and  Metabolic  Diseases 
M.  P.  Kelsey,  M.D.,  F.A.C.P. 
Occupational  Health  Services 

M.  B.  Johnston,  M.D.,  F.A.C.Pr.M. 

F.  A.  Goss,  M.D. 

N.  H.  Nauert,  Jr.,  M.D.,  F.A.C.P. 

K-S  WEST 

1900  Yorktown,  Houston,  Texas  77024 
(713)  622-8211 

INTERNAL  MEDICINE 

Endocrine  & Metabolic  Diseases 

M.  P.  Kelsey,  M.D.,  F.A.C.P. 

P.  K.  Champion,  Jr.,  M.D. 

Gastrointestinal  Diseases,  Gastroscopy 
J.  R.  Kelsey,  M.D.,  F.A.C.P. 

P.  S.  Bentlif,  M.D.,  F.A.C.P. 

Nuclear  Medicine 
D.  E.  Mouton,  M.D. 

Occupational  Health  Services 

N.  H.  Nauert,  Jr.,  M.D.,  F.A.C.P. 

OBSTETRICS  & GYNECOLOGY 

M.  L.  Cody,  M.D.,  F.A.C.S.,  F.A.C.O.G. 
W.  A.  Johnson,  III,  M.D.,  F.A.C.O.G. 

PEDIATRICS 

R.  M.  Thaller,  M.D. 

PSYCHIATRY 

C.  G.  Cochran,  M.D. 

SPEECH  PATHOLOGY 

S.  McKee,  M.A. 

K-S  DOWNTOWN 

Two  Houston  Center,  Suite  P-310 
909  Fannin  Street,  Houston,  Texas  77002 
(713)  654-4401 

INTERNAL  MEDICINE 

G.  E.  Burke,  M.D. 

G.  G.  Bourianoff,  M.D. 

JOHNSON 
SPACE  CENTER 

DD-2  Clinic 

Houston,  Texas  77058  (713)  483-4111 

OCCUPATIONAL  HEALTH  SERVICES 

R.  M.  Fenno,  M.D.,  F.A.C.P. 

F.  R.  Jonas,  M.D. 

A.  1.  Karstens,  M.D.,  F.A.C.Pr.M. 

C.  A.  Owen,  M.D.,  F.A.C.S. 

B.  W.  Prior,  M.D.,  F.A.C.Pr.M. 

P.  E.  Wright,  M.D.,  F.A.C.P. 

MARSHALL 

SPACEFLIGHT  CENTER 

P.  0.  Box  1244,  Huntsville,  Alabama  35807 
(205)  453-2390 

OCCUPATIONAL  HEALTH  SERVICES 

H.  B.  Elwell,  Jr.,  M.D. 

T.  R.  Figarola,  M.D.,  F.A.C.Pr.M. 

J.  H.  Spraul,  M.D.,  F.A.C.Pr.M. 

N.  A.  Tadros,  M.D.,  F.A.C.Pr.M. 
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Synthroid 

(sodium  levothyroxine) 

the  smooth  road 
to  thyroid  replacement 

therapy; 

Synthroid  is  T4. 

It  provides  your  patients  with 
what  is  needed  for  eoinplete 
tlpToid  replaeeinent  therapy. 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidisrn  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  (or  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison’s  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds’s  Disease  (pan- 
hypopituitarism) or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  patient; 
with  cardiovascular  disease;  development  o 
chest  pains  or  other  aggravations  of  cardiovas 
cular  disease  requires  a reduction  in  dosage. 


Contraindications:  Thyrotoxicosis,  acute  myocar 
dial  infarction.  Side  effects:  The  effects  of  SYN ! 
THROID  (sodium  levothyroxine)  therapy  are  slov  I 
in  being  manifested.  Side  effects,  when  they  d(| 
occur,  are  secondary  to  increased  rates  of  bod] 
metabolism;  sweating,  heart  palpitations  witj 
or  without  pain,  leg  cramps,  and  weight  loss 
Diarrhea,  vomiting,  and  nervousness  have  alst 
been  observed.  Myxedematous  patients  witf 
heart  disease  have  died  from  abrupt  increase! 
in  dosage  of  thyroid  drugs.  Careful  observatior 
of  the  patient  during  the  beginning  of  any  thy 
roid  therapy  will  alert  the  physician  to  any  un 
toward  effects. 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs,  ^ 


1 Synthroid 


I 


1 In  most  cases  with  side  effects,  a reduction  of 
Josage  followed  by  a more  gradual  adjustment 
upward  will  result  in  a more  accurate  indication 
5f  the  patient's  dosage  requirements  without  the 
appearance  of  side  effects. 


Dosage  and  Administration:  The  activity  of 
a 0.1  mg.  SYNTHROID  (sodium  levothyroxine) 
TABLET  is  equivalent  to  approximately  one  grain 
thyroid,  U.S.P.  Administer  SYNTHROID  tablets 
as  a single  daily  dose.  In  hypothyroidism  with- 
out myxedema,  the  usual  initial  adult  dose  is 
0.1  mg.  daily,  and  may  be  increased  by  0.1  mg. 
every  30  days  until  proper  metabolic  balance  is 
attained.  Clinical  evaluation  should  be  made 
monthly  and  PBI  measurements  about  every  90 
days.  Final  maintenance  dosage  will  usually 
range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The 


o 

^ Because  T4  converts  to  Ts  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses. 

3 T4  hormone  content  is  controlled 
hy  chemical  assay. 

4 Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 

5 Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6 Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 

7  Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 

8  When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9  On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy. 


^mthroid 

Mium  levottiynixine) 
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dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  sig- 
nificant improvement  is  not  shown  the  following 
day,  a repeat  injection  of  100-200  meg.  may  be 
given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  60015 


Now  available! 

1975  Lincolns,  Cadillacs, 
IVfercurys  and  pickups. 


Lease  at  fleet 
discounts  throu^  TMA’S 
auto  lease  pit^ram. 


You,  as  an  individual,  can  now  get  the  sanne 
low  discounts  that  large  businesses  enjoy 
through  your  association’s  auto  lease  program. 

Features 

• Low  lease  cost 

• Save  taxes 

• Keep  your  cash  working 

• Record  keeping  is  done  for  you 

• All  types  of  vehicles  and  equipment 
available 

• Lease  tailored  to  your  requirements 

Your  association  makes  it  possible  for  you 
to  participate  in  low  discount  leasing  rates 
on  brand  new  1 975  luxury  cars  and  trucks 


with  wide  flexibility;  any  vehicle  you  desire; 
custom-tailored  leasing  program. 

Through  TMA’s  discount  lease  program,  you 
can  also  dispose  of  your  present  vehicle, 
obtaining  its  value  in  cash  for  investment  else- 
where or  lowering  your  monthly  lease  payment. 

This  same  group  discount  program  may  be 
applied  to  ranch  or  other  business  vehicles. 

Let  us  show  you  how  the  TM  A Automobile 
Lease  Program  can  put  you  in  a 1 975  Lincoln, 
Cadillac,  Mercury,  pickuporvehicleofyour 
choice  right  now  and  at  the  same  time  save  you 
money.  Send  in  the  coupon  today  forfull  details. 


Texas  Medical  Association 
Automobile  Lease  Pt’ogram 


To:  Texas  Medical  Association  Automobile  Lease  Program 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

I am  interested  in  receiving  more  information  regarding  vehicle  leasing  through  my  TMA  membership. 


Name 


State 


-Zip. 


Best  time  to  call: 


Type  of  vehicle(s)  I'm  interested  in_ 


Jk 
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TEXAS  MEDICINE 


GOIAGE 

dicx:tyl  sodium  sulfosuccinate 


COLACE'the 

most  widdy  used 
stool  softener. 

COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 

COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


iJlIllillJil  laboratories 


Sidoima 

Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 

A working  partnership 
against  the 
pain  of  gas  and  spasm 


Entrapped  gas 


••• 


Silent  ^ 
partner  of 

Gl^asm 

Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidonna 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a non  systemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladonna  alkaloids.  And  Sidonna  provides 
mild  sedation  with  butabarbital. 

Sidorma.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  syndrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindications : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects : dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage:  one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 

Reed  & Carnrick/ Kenilworth,  N.J.  07033  1^3 


MEDICINE  AND  THE  LAW 


FEDERAL  COURT  UPHOLDS  TEXAS  MEDICAL  PRACTICE  ACT 


On  Oct  21,  1974  a three  judge  panel,  con- 
vened to  hear  the  case  styled  Genaro  Gar- 
cia, et  al  V The  Texas  State  Board  of  Medical 
Examiners  and  the  Secretary  of  State  of  the 
State  of  T exas,  entered  a Memorandum 
Opinion  and  Order  upholdingthe constitu- 
tionality of  the  Texas  Medical  Practice  Act. 
Plaintiffs  have  not  indicated  at  this  writing 
whetherthey  will  file  an  application  for 
writ  of  certiorari  to  the  US  Supreme 
Court. 

The  suit  was  brought  by  Genaro  Garcia  and 
five  other  persons  as  well  as  three  organ- 
izations or  associations,  the  most  promi- 
nent of  which  is  known  as  the  San  Antonio 
Community  Health  Maintenance  Associa- 
tion (SACHMA),  which  desired  to  incor- 
porate and  hire  on  a salary  basis  licensed 
physicians. 

On  May  18,  1974  the  federal  district 
judge  denied  the  plaintiffs’  request  forthe 
convening  of  a three  judge  federal  court 
and  granted  defendants’  motion  to  dismiss. 
On  appeal  to  the  Fifth  Circuit  Court  of  Ap- 
peals, the  cause  was  held  proper  for  the 
convening  of  a three  judge  court  and  re- 
manded for  that  purpose.  The  three  judge 
federal  court  heard  oral  arguments  on  Sept 
4,  1974  and  rendered  its  opinion 
on  Oct  21. 

This  legal  action  was  instigated  by  plain- 
tiffs in  1972  followingthe  Secretary  of 
State’s  refusal  to  grant  a corporate  charter 
to  SACHMA  on  two  grounds.  First,  none  of 
the  proposed  incorporators  were  licensed 
to  practice  medicine  as  required  by  the 
Texas  Medical  Practice  Act  (Article 
4509a).  Second,  the  Texas  Non-profit  Cor- 
poration Act  prohibits  issuance  of  a charter 
toa  corporation  forthe  purpose  of  practic- 
ing medicine.  Plaintiffs  asserted  that  two 
provisions  of  Article  4505  (the  prohibition 


of  the  corporate  practice  of  medicine  and 
the  prohibition  of  the  aiding  and  abetting 
of  the  unlicensed  practice  of  medicine). 
Article  4506  (the  State  Board’s  authority 
to  revoke,  cancel  or  suspend  licenses  to 
practice  medicine),  and  Article  1528e  (the 
Texas  Non-profit  Corporation  Act)  denied 
them  equal  protection  of  the  laws  under  the 
Fourteenth  Amendment  of  the  US  Constitu- 
tion and  the  right  to  assemble  underthe 
First  Amendment  of  the  Constitution  be- 
cause “all  of  the  same  prevent  plaintiffs 
from  associating  in  corporate  form  forthe 
purpose  of  treating,  or  offering  to  treat  the 
sick,  injured  or  infirmed  human  beings, 
when  none  of  the  plaintiffs  are  licensed  to 
practice  medicine  in  the  State  of 
Texas.’’ 

TheOct21  opinion  by  the  three  judge  court 
recognized  that: 

Texas  Courts  have  held  that  when  a corporation 
employs  a licensed  physician  to  treat  patients 
and  itself  receives  a fee,  the  corporation  is  un- 
lawfully engaged  in  the  practice  of  medicine. 
The  licensed  physician  so  employed  is  violating 
the  provisions  of  Article  4505  (12),  V.C.S.,  and 
is  subject  to  having  his  license  to  practice 
medicine  in  Texas  cancelled,  revoked  or  sus- 
pended by  the  Texas  State  Board  of  Medical 
Examiners." 

The  court,  in  its  opinion,  stated  that 
the  police  power  of  the  state  included  the 
power  to  enact  “comprehensive,  detailed, 
and  rigid  regulations  for  the  practice  of 
medicine,  surgery,  and  dentistry’’  as  well 
as  the  right  to  license  or  otherwise  regulate 
or  provide  for  “such  basic  services  in  our 
society  as  police  and  fire  protection,  elec- 
tricity, telephone  services,  sanitation  and, 
of  course,  legal  and  health 
services.’’ 

The  court  reviewed  the  historic  basis  for 
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strict  and  stringent  regulation  of  providers 
of  health  care  and  concluded  that  the  right 
of  a state  to  regulate  under  its  police  pow- 
ers all  aspects  of  the  practice  of  medicine 
and  thereby  help  provide  for  the  general 
health  and  welfare  of  its  citizens  is  “of  such 
vast  importance  as  to  approach  the  status 
of  a duty."  Further,  the  opinion  notes  that 
the  providing  of  medical  service  is  a highly 
specialized  field  which  requires  experts  to 
deal  with  the  very  lives  of  the  citizens  and 
the  state  must,  therefore,  “insure  as  best 
it  can  the  competency  of 
these  experts.” 

The  court  reviewed  the  provisions  of  Article 
4509(a)  and  held; 

The  Texas  statutes  clearly  have  a rational  basis 
to  justify  the  restrictions  imposed.  The  Texas 
legislature  seeks  to  preserve  the  vitally  im- 
portant doctor-patient  relationship,  and  pre- 
vent possible  abuses  resulting  from  lay  person 
control  of  a corporation  employing  licensed 
physicians  on  a salaried  basis. 

In  response  to  plaintiffs’  arguments  that 
the  needs  of  society  require  the  overturning 
of  Texas  statutory  law,  the  court 
wrote; 

The  plaintiffs  imply  that  the  Texas  Medical 
Practice  Act  promulgates  an  elitist,  unreason- 
ably restrictive  and  self-perpetuating  monop- 
oly by  the  medical  profession  to  the  detriment 
of  the  economically  disadvantaged.  While  it  is 
no  doubt  true  that  this  nation  faces  a grave 
shortage  of  doctors,  is  the  panacea  to  be 
found  in  the  formation  of  non-profit  layman 
corporations?  We  think  not.  It  appears  to  the 
Court  that  not  only  is  such  a corporation 
fraught  with  practical  and  ethical  considera- 
tions, but  may  well  represent  a backward  step 
in  the  legislative  protections  it  has  taken  so 
long  to  achieve.  Without  licensed,  professional 
doctors  on  Boards  of  Directors,  who  and  what 
criteria  govern  the  selection  of  medical  and 
paramedical  staff  members?  To  whom  does  the 
doctor  owe  his  first  duty — the  patient  or  cor- 


poration? Who  is  to  preserve  the  confidential 
nature  of  the  doctor-patient  relationship?  What 
is  to  prevent  or  who  is  to  control  a private  cor- 
poration from  engaging  in  mass  media  adver- 
tising in  the  exaggerated  fashion  so  familiar  to 
every  American?  Who  is  to  dictate  the  medical 
and  administrative  procedures  to  be  followed? 
Where  do  budget  considerations  end  and  pa- 
tient care  begin? 

There  can  be  no  doubt  but  that  more  medical 
care  at  a less  expensive  cost  is  needed  today. 
However,  where  the  health  of  the  American  citi- 
zen is  at  stake,  Machievellian  rationale  does 
not  and  should  not  apply.  Should  the  Legisla- 
ture in  its  wisdom  find  a necessity  for  the  lay- 
medical  corporation  and  the  method  for  its 
proper  administration,  that  is  its  prerogative 
and  answer  to  the  will  of  the  electorate.  Until 
such  a time  this  Court  believes  and  so  finds 
the  existing  statutes  constitutionally  per- 
missible in  all  respects  and  will  not  endeavor 
or  presume  to  retreat  to  the  past  at  the  poten- 
tial expense  of  public  health 
and  welfare. 

The  court  concluded; 

The  Texas  statutes  do  not  deny  plaintiffs  due 
process  or  equal  protection  under  the  Four- 
teenth Amendment  to  the  United  States  Con- 
stitution; they  do  not  arbitrarily  discriminate 
beween  persons  situated  in  circumstances 
similar  to  plaintiffs.  On  the  contrary,  they 
apply  equally  to  everyone  who  is  not  a quali- 
fied, licensed  physician. 

The  unanimous  opinion  of  the  three  judge 
court  clearly  and  unequivocally  upholds 
the  Texas  Medical  Practice  Act  on  those 
points  challenged  by  plaintiffs  in  the  case. 

It  also  serves  as  a cogent  and  comprehen- 
sive statement  that  the  public  interest  is 
best  served  by  limiting  strictly  the  practice 
to  individual  physicians  who  have  been  ex- 
amined and  licensed  by  the  Board  of  Medi- 
cal Examiners  and  prohibiting  corporations 
from  practicing  medicine  through  salaried 
physicians  who  have  obligations  totheir 
corporate  employers. 

TMA  Office  of  General  Counsel 
Sam  V.  Stone,  Jr. 


TEXAS  MEDICINE 


Medicine  in  literature 


Humanism  in  Medicine,  John  P.  McGovern, 
MD  and  Chester  R.  Burns,  MD  (Eds), 
Springfield,  III,  Charles  Thomas,  1973, 
$9.75. 

A more  accurate  title  of  this  book  \A/ould  be 
“Humanism  in  Medicine  as  Portrayed  by 
the  Life  of  Sir  William  Osier.”  This  group 
of  13  essays  was  presented  as  a sym- 
posium to  mark  the  50th  anniversary  of  the 
death  of  Sir  William  Osier. 

The  editors  did  not  want  this  to  be  another 
eulogy  to  Osier.  Their  aim,  as  stated  in  the 
preface,  was  “to  bring  again  to  the  profes- 
sion, especially  to  medical  students,  the 
lessons  of  his  life  in  terms  of  humanism.” 
They  wanted  to  emphasize  “the  potential 
forhumanism  in  medicine.” 

The  first  two  essays  will  be  of  more  interest 
to  students  of  the  history  of  the  philosophy 
of  medicine.  Even  the  busy  practitioner  can 
profit  from  the  remaining 
essays. 

WALTER  B.  KING,  JR.,  MD 
Waco 


Stress  Without  Distress.  HansSelye,  MD, 
Lippincott  Company,  $6.95. 

For  almost  four  decades  Dr.  Hans  Selyes’ 
name  has  been  associated  with  laboratory 
research  on  the  physiological  mechanisms 
of  adaptation  to  the  stress 
of  life. 

This  book  is  a very  small  sampling  of  some 
of  his  work  and  an  attempt  to  lay  the  foun- 
dation for  a code  of  behavior  based  pri- 
marily on  the  laws  of 
nature. 

The  practitioner  and  undergraduate  will 
find  a more  extensive  discussion  of  stress 
in  his  earlier  publication.  The  Stress  of  Life, 


which  has  recently  been  republished.  I 
would  strongly  recommend  that  those 
wishing  to  own  one  volume  purchase 
the  original. 

DUANE  MILLER,  MD 
Dallas 
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Misuse  of  Psychiatry  in  the  Criminal  Courts: 
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proaches to  Mental  Retardation,  Basic  Book, 
Inc,  1970. 
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TEXAS  MEDICINE 


Medical  Newsmakers 


DR.  ALBERT  G.  RANDALL  of  Houston  was 
recently  elected  president  of  the  US  Confer- 
ence of  City  Health  Officers. 

A Dallas  general  surgeon,  DR.  JESSE  E. 
THOMPSON,  recently  assumed  the  respon- 
sibilities of  treasurer  of  the  American  Col- 
lege of  Surgeons.  There  are  some  36,000 
Fellows  in  the  College,  who  come  from 
about  95  countries  around 
the  world. 

GERO  VON  LE  FORT  of  MD  Anderson  Hos- 
pital & Tumor  Institute  placed  third  in  the 
professional  division,  medical  illustration 
category,  of  the  1974  Student  American 
Medical  Association-Eaton  Medical  Art 
Awards  Program.  The  placing  entry  was 
“Interior  of  the  Pharynx, 

Lateral.” 

Newly-elected  president  of  the  General  As- 
sembly of  the  Texas  Catholic  Conference  is 
DR.J.  B.  BRAME,  Eldorado  family  prac- 
titioner. 


"A  thousand  dollars  to  go  from  an  A to  a D cup! 
Isn’t  that  quite  a lot  of  inflation?” 


Two  scientists  at  The  University  of  Texas 
Health  Science  Center  at  Dallas  were  the 
first  Americans  to  win  the  Heinrich  Weiland 
Prize,  an  award  given  annually  for  out- 
standing work  in  lipid  metabolism.  DR. 
JOSEPH  L.  GOLDSTEIN  and  DR.  MICHAEL 
S.  BROWN  were  presented  the  award  Nov  8 
in  Munich,  Germany,  in  recognition  for 
their  discovery  of  the  biochemical  genetic 
defect  responsibleforfamilial 
hypercholesterolemia. 

A Texan  was  among  five  medical  writers 
from  across  the  nation  honored  with  the 
election  to  Fellowship  in  the  American  Med- 
ical Writers  Association.  JUDY  INGRAM, 
editor  and  head.  Section  on  Scientific  Pub- 
lications, Scott  and  White  Memorial  Hos- 
pital, Temple,  was  conferringthe  award 
duringthe  AMWA’s34th  Annual  Meeting 
in  October  in  Beverly  Mills,  Calif.  She  was 
also  elected  vice  president  of  the  group  at 
the  meeting. 

DR.  C.  DENTON  KERR,  Houston  obstetri- 
cian, has  received  the  distinguished  alum- 
nus award  from  Stephen  F.  Austin  State 
University  Alumni  Association. 

DR.  JESSE  D.  CONE,  Odessa,  was  recently 
installed  as  president  of  the  Texas  Acad- 
emy of  Family  Physicians  at  the  academy’s 
November  meeting  in  Galveston.  In  addi- 
tion, special  awards  were  presented  by  the 
academy  to  four  physicians,  DR.  GLENN 
MITCHELL  of  McKinney,  board  memberof 
theTAFP;  DR.  TRUMAN  G.  BLOCKER,  JR., 
president  emeritus.  The  University  of 
Texas  Medical  Branch,  Galveston;  DR.  ED- 
WARD N.  BRANDT,  JR.,  dean  of  medicine, 
UTMB;  and  DR.  STEPHEN  R.  LEWIS,  chief 
of  plastic  surgery  and  director  of  post  grad- 
uate education,  UTMB. 


Dr.  Cone 


Dr.  Mitchell 


Dr.  Brandt 


Dr.  Lewis 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


R.  E.  COUCH 

Port  Arthur,  1923-1974 


S.  R.  KALISKI 

San  Antonio,  1895-1974 

J.  W.  BICKLEY 
Rusk,  1909-1974 

M.  M.  DORBANDT 
San  Antonio,  1899-1974 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more  than 
10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500  films  each 
year  to  physicians,  students,  and  to  those  seeking  information  related  to 
medicine  and  health  care.  The  resources  of  the  Library  include  60,000 
volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than  1,300 
professional  journals  are  received  monthly.  Services  are  provided  without 
charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $. 


. Given  in  Memory  of. 


Please  send  remembrance  card  to; 

Name 

Address  

City  and  State 


Donor  Information: 

Name 

Address 

City  and  State  __ 
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Recent  deaths 


Dr.  R,  E.  Couch 

Port  Arthur  otolaryngologist,  Dr.  Ray  Ed- 
ward Couch,  died  July  1,  1974,  at  the  age 
of  50. 

Dr.  Couch  was  graduated  from  A & M Uni- 
versity, College  Station,  with  a BS  degree  in 
1946.  He  earned  his  MD  degree  from  The 
University  of  Texas  Medical  Branch  at 
Galveston,  and  completed  an  internship 
and  residency  at  Buffalo  General  Hospital, 
Buffalo,  N.Y.  He  served  as  a captain  in  the 
US  Army  in  Japan  from  1947-1949.  In 
1952,  Dr.  Couch  established  his  medical 
practice  in  Port  Arthur  where  he  remained 
until  his  death.  He  was  certified  by  Ameri- 
can Board  of  Otolaryngology 
in  1954. 

Professional  memberships  included  Jeffer- 
son County  Medical  Society,  Texas  Medical 
Association,  American  Medical  Associa- 
tion, and  American  Academy  of  Ophthal- 
mology and  Otolaryngology. 

He  is  survived  by  his  wife,  Bettye  Lou 
Kasper  Couch,  Port  Arthur;  one  son,  Ray 
Edward  Couch,  Jr.,  Austin;  one  daughter, 
Caren  Couch,  Evanston,  III;  one  sister;  and 
three  brothers. 

Dr.  S.  R.  Kaliski 

Dr.  Sidney  Richard  Kaliski,  retired  San  An- 
tonio pediatrician,  died  July  20, 1974. 
Cause  of  death  was  congestive  heart 
failure. 

Born  in  San  Antonio  in  1895,  Dr.  Kaliski 
attended  The  University  of  Texas  at  Austin, 
and  was  graduated  from  the  University  of 
Chicago  with  an  SB  degree  in  1917.  He  re- 
ceived an  MD  degree  from  Rush  Medical 


College,  Chicago,  in  1920,  and  completed 
an  internship  and  residency  at  Cook  County 
Hospital,  Chicago.  He  returned  to  San  An- 
tonio to  establish  a private  practice  in 
pediatrics  which  was  interrupted  in  1942 
when  he  served  with  the  US  Air  Force  dur- 
ing World  War  II.  After  release  from  the 
service,  he  returned  to  San  Antonio  where 
he  resumed  the  practice  of  medicine  until 
his  retirement  from  private  practice  in 
1958. 

In  1955-56  he  served  as  pediatric  con- 
sultant to  the  Surgeon  General,  Europe 
with  the  rank  of  Brigadier 
General. 

He  continued  active  in  pediatrics  as  civilian 
consultant  at  Brooke  General  Hospital,  Ft. 
Sam  Houston,  and  at  Wilford  Hall  Air  Force 
General  Hospital,  Lackland  Air  Force  Base. 
He  was  also  consultant  to  the  State  T uber- 
culosis  Hospital.  Dr.  Kaliski  served  as  clin- 
ical professor  of  pediatrics  at  The  Univer- 
sity of  Texas  Medical  School  at  San  Antonio 
and  Baylor  College  of  Medicine,  Houston. 
He  retired  completely  in  1972. 

Dr.  Kaliski  was  a member  of  Bexar  County 
Medical  Society,  Texas  Pediatric  Society, 
American  Academy  of  Pediatrics,  American 
College  of  Physicians,  Texas  Medical  Asso- 
ciation, and  American  Medical  Association. 
He  was  certified  by  American  Board  of 
Pediatrics  in  1937.  He  also  served  as  clin- 
ical professor  of  pediatrics  at  The  Univer- 
sity of  Texas  Medical  School  at  San  An- 
tonioand  Baylor  College  of  Medicine, 
Houston. 

The  physician  is  survived  by  his  wife, 

Sophie  Faverman  Kaliski;  and  one  son, 
Michael  Paul  Kaliski;  both  of  San  Antonio. 


Dr.  Couch 


Dr.  Kaliski 
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Dr.  J.  W.  Bickley 

Dr.  John  Wallace  Bickley  died  July  17, 
1974,  at  the  age  of  65.  He  was  a staff  psy- 
chiatrist at  Rusk  State  Hospital, 

Rusk. 

Dr.  Bickley  received  a BS  degree  from  the 
University  of  Iowa,  Iowa  City,  and  earned  an 
MD  degree  from  the  University  of  Iowa  Col- 
lege of  Medicine,  Iowa  City.  He  completed 
an  internship  at  St  Francis  Hospital,  Santa 
Barbara,  Calif,  and  residency  at  Flower- 
Fifth  Avenue  Hospital,  New  York  City, 
before  entering  the  US  Army. 

Dr.  Bickley  practiced  in  Waterloo,  Iowa 
priorto  movingtoTexas  in  1962.  He  was 
associated  with  the  Rusk  State  Hospital 
until  his  death. 

He  was  a member  of  Cherokee  County 
Med'cal  Society  and  Texas  Medical 
Association. 

Dr.  Bickley  is  survived  by  his  wife,  Monica 
Wente  Bickley,  Rusk. 

Dr.  M.  M.  Dorbandt 

San  Antonio  public  health  physician.  Dr. 
Moss  Maxey  Dorbandt,  died  March  8, 

1974,  at  the  age  of  74. 

A native  of  Texas,  Dr.  Dorbandt  was  grad- 
uated from  St.  Mary’s  University,  San  An- 
tonio, with  a BS  degree.  He  earned  an  MD 
degree  from  Baylor  College  of  Medicine 
(then  located  in  Dallas),  and  completed  an 
internship  and  residency  at  Medical  and 
Surgical  Hospital,  San  Antonio.  He  served 
as  a captain  in  the  US  Army  Medical  Corps 
from  1934-1939. 

Dr.  Dorbandt  was  associated  with  the  Aus- 


tin State  Hospital  from  1939-1941.  He 
served  with  the  San  Antonio-Bexar  County 
Health  Unit  from  1942  until  his  retirement 
in  1966. 

Dr.  Dorbandt’s  medical  memberships  in- 
cluded Bexar  County  Medical  Society, 
Texas  Public  Health  Association,  American 
Public  Health  Association,  Texas  Associa- 
tion of  Public  Health  Physicians,  American 
Association  of  Public  Health  Physicians, 
Texas  Medical  Association,  and  American 
Medical  Association. 

He  is  survived  by  his  wife,  Dhoris  Van 
Nieuwenhuyse,  San  Antonio;  two  sons, 

John  T.  Dorbandt  and  William  M.  Dorbandt; 
and  one  daughter,  Mrs.  Judy  D.  Coker. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
I NPATI ENT-OUTPATI  ENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 


A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 

Jackson  H.  Speegle,  M.D. 

Joseph  H.  Lindsay,  M.D. 

PSYCHOLOGY 


George  R.  Mount,  Ph.D. 
Donald  L.  Wholey,  Ph.D. 


Fred  H.  Jordan,  M.D. 
John  T.  Holbrook,  M.D. 


Tom  I.  Payton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 


BUSINESS  MANAGER 

Daphne  Burrows  COURTESY  STAFF 


O.T.  AND  R.T.  THERAPY 

(Acting  Director) 

Jeanette  Boothe 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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basic  need  for  life  support. 


Before  prescribing,  please  review  complete  prod 
uct  information,,  a summary  of  which  follqws: 

Indications:  For  reliqX- of  acutq  bronchiah'B^mE 


Adverse  Reactions:  May  cause  nausea,,  headache, 
cardiac  palpitation  and  CNS  stimulation.  Post- 
prandial administration  may  help  to  avoid  gastric 
discotnfort. 


and  for  reversible  brorrchospasm  associated  with, 
chronic  bronchitis  and  emphysema. 

Precautions:  Exercise  caution  with  use  in  the 
presence  of  severe  cardiac  disease,  renal  or -he- 
patic malfunction,  glaucoma,  hyperthyroidism, 
peptic  ulcer,  and  concomitant  use  of  other  xan- 
thine-containing formulations  or  other  CNS  stim- 
ulating drUGjis. 


How  Supplied: 

LUFYLLIN,  200  mg.,  Tablets:  NDC  19-R521-92, 
bottle  Of  100;  NDC  19-R521-97,  bottle  of  1000. 
LUFYLLIN  Elixir:  NDC  19-R515-68,  pint  bottle; 
NDC  19-R515-69,  gallon  bottle. 

LUFYLLIN  -Injection:  NDC  19-R537-T2,  box  of  25 
X 2 ml.  ampuls. 


For  relief  of  acute  bronchial  asthma  and  for  reversible  bronchospasm 
associated  with  chronic  bronchitis  and  emphysema. 

® 

...a  basic  need  for  the 
Cdyphyllin©}  bronchospastlc  patient. 

Tablets:  200  mg  dyphylline 
Elixir;  per  15  ml;  dyphylline  100  mg, 
alcohol  20%  v/v 


the  bronchodilator  with  a difference... dyphylline. 


REFERENCES 

1.  Levine,  E.  R.:  Annals  of  Allergy  23:403-413,  Septem- 
ber. 1965 

2.  Waxier.  S,  H.  and  Schack,  J.  A,:  JAMA  143:736 
(June)  1950 

3.  Brodwall,  E.  K.:  Acta  Medica  Scandinavica  146:123, 
1953 

4.  McColl,  J.  D..  et  al.:  J.  Pharm.  & Exp.  Therp.  116:343, 
1956 

5.  Quevauviller,  Par  Andre,  et  al.:  Presse  Med.  61:1480- 
1482.  1953. 

6.  Maney,  P.  V.,  et  al.:  J.  Am.  Pharm.  Assoc.  35:266-272, 
1946 


EED  FOR  YOUR  PATIENT"" 


BECAUSE 

1.  Proven  ^efficacy 

2.  Little  to  no  CNS  stimulation 

3.  Little  to  no  gastric  upset 

4.  High  therapeutic*  biood  ieveis’’^'^ 

5.  Effective  during  iong-term,therapy 

6.  Only  1/5  the  toxicity  of 
theophylline  or  aminophylline'*®® 
(based  on  animal  studies) 


<^harmaceutical^  Unking  Chemistry  to  Medicine' 
Mallinckrodt,  Inc. 

Mallinckrodt  Pharmaceutical  Division 
St.  Louis.  Missouri  63147 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  Into 
conflict? 


not  if  the  vasodilator  Is 

VASODILAN’ 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease^  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  rvi.  M.,  et  al.;  Geriatrics  ;’5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


adjunctive 
therapy 
for  wound 
debridement 


HELPS  TO  REMOVE: 

• Necrotic  Tissue 

and  Associated  Odor 

HELPS  PREPARE 
WOUND  FOR: 

• Granulation/Healing 

• Granulation/Grafting 


CLEANSE  WOUND 

Thoroughly  cleanse  and 
irrigate  wound  area  with 
sodium  chloride  or  water 
solutions.  Wound  MUST 
be  cleansed  of 
antiseptics  or  heavy- 
metal  antibacterials. 


THOROUGHLY  MOISTEN 

Thoroughly  moisten 
wound  area  either 
through  tubbing, 
showering,  or  wet  soaks 
(e.g.,  sodium  chloride  or 
water  solutions). 


APPLY  ENZYME 

Apply  a layer  of  TRAVASE 
Ointment.  Assure  intimate 
contact  with  necrotic 
tissue  and  complete 
wound  coverage. 


APPLY  MOIST  DRESSING 

Apply  loose  moist 
dressings  (most 
important  with  dry 
leathery  eschar). 


CHANGE  DRESSINGS 

When  changing  dressing, 
gently  wipe  away  the 
dissolved  material. 
Repeat  the  procedure, 
including  application  of 
TRAVASE  Ointment, 

3 to  4 times  per  day  for 
best  results. 


Itauase*  Ointment 


brand  of  Sutilains 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Deerfield,  Illinois  600i5 


Please  see  next  page  for  prescribing  information. 


brand  of  Sutilains 


ulcers 


TERRY  V.  CARLE.  M,D.,  CLINICAL  INSTRUCTOR.  DEPT.  OF  PHYS.  MED,  & REHAB  . 
CRAIG  REHABILITATION  HOSPITAL.  UNIVERSITY  OF  COLORADO 


Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


After  nine  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


burns 


DALE  B DUBIN.  M.D.,  DIPLOMATE, 

AMERICAN  BOARD  OF  PLASTIC  SURGERY.  TAMPA,  FLORIDA 


Before  treatment . . . 


48  hours  following  treatment  with  TRAVASE 
Ointment  on  right  hand;  left  hand  is  control. 


Travase®  Ointment 

(brand  of  Sutilains) 

Indications:  For  wound  debridement.  TRA- 
VASE Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following 
lesions: 

Second  and  third  degree  burns. 

Decubitus  ulcers. 

Incisional,  traumatic,  and 
pyogenic  wounds, 

Ulcers  secondary  to  peripheral 
vascular  disease. 

Contraindications:  Application  of  TRAVASE 
Ointment  is  contraindicated  in  the  following 
conditions: 

Wounds  communicating  with  major  body 
cavities. 

Wounds  containing  exposed  major  nerves 
or  nervous  tissue. 

Fungating  neoplastic  ulcers, 

Wounds  in  women  of  child-bearing 

potential — because  of  lack  of  laboratory 
evidence  of  effects  of  TRAVASE  upon 
the  developing  fetus. 


Warning:  Do  not  permit  TRAVASE  Ointment 
to  come  into  contact  with  the  eyes.  If  con- 
tact is  made,  immediately  rinse  with  copious 
amounts  of  water,  preferably  sterile. 

Precautions:  A moist  environment  is  essen- 
tial to  optimal  activity  of  the  enzyme.  En- 
zyme activity  may  also  be  impaired  by  cer- 
tain agents  (see  package  insert).  Although 
there  have  been  no  reports  of  systemic 
allergic  reaction  in  humans,  studies  have 
shown  that  there  may  be  an  antibody  re- 
sponse in  humans  to  absorbed  enzyme 
material. 

Adverse  Reactions:  Consist  of  mild,  tran- 
sient pain,  paresthesias,  bleeding  and  tran- 
sient dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  anal- 
gesics. Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally 
have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result 
of  the  application  of  TRAVASE  Ointment, 
therapy  should  be  discontinued.  No  systemic 
toxicity  has  been  observed  as  a result  of  the 
topical  application  of  TRAVASE  Ointment. 


DOSAGE  AND  ADMINISTRATION:  STRICT 

ADHERENCE  TO  THE  FOLLOWING  IS  RE- 
QUIRED FOR  EFFECTIVE  RESULTS  OF 

TREATMENT: 

1.  Thoroughly  cleanse  and  irrigate  wound 
area  with  sodium  chloride  or  water 
solutions.  Wound  MUST  be  cleansed  of 
antiseptics  or  heavy-metal  antibacterials 
wtiich  may  denature  enzyme  or  alter 
substrate  characteristics  (e.g,, 
hexachlorophene,  silver  nitrate, 
benzalkonium  chloride,  nitrofurazone, 
etc,). 

2.  Thoroughly  moisten  wound  area  either 
through  tubbing,  showering,  or  wet  soaks 
(e.g.  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer 
assuring  intimate  contact  with  necrotic 
tissue  and  complete  wound  coverage 
extending  'A  to  Vz  inch  beyond  the  area 
to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per 
day  for  best  results. 

FLINT  LABORATORIES 

DIVISION  OF  THAVENOL  LABOflATORIES.  INC 

Deerfield.  Illinois  60015 


THE  DIAGNOSTIC  CLINIC  OF  SAN  ANTONIO.  P.A. 


4647  MEDICAL  DRIVE  SAN  ANTONIO,  TEXAS  78284 


JIM  0.  BAUER,  M.D. 
Gastroenterology 

RAYMOND  S.  BORSHEIM,  M.D. 
Internal  Medicine 

JAMES  I.  COUGHLIN,  M.D. 
Nephrology 

JAMES  M.  DUNCAN,  M.D. 
Gastroenterology 

DERMATOLOGY 

ARTHUR  W.  RICHARDSON,  M.D. 

RADIOLOGY 

JOSE  M.  CHAO,  M.D. 


INTERNAL  MEDICINE 

BERNARD  T.  FEIN,  M.D. 

Allergy  - Immunology 

LEOPOLDO  LAPUERTA,  M.D. 
Chest  Diseases 

CHARLES  J.  LERNER,  M.D. 
Infectious  Diseases 

CHARLES  H.  MIMS,  M.D. 
Oncology 

NEUROLOGY 

MORRIS  H.  LAMPERT,  M.D. 
MICHAEL  ZUFLACHT,  M.D. 


JAMES  D.  O’KEEFE,  M.D. 
Cardiology 

JAMES  R.  O’NEILL,  M.D. 
Cardiology 

BARRY  A.  PORTNOY,  M.D. 
Hematology 

SYDNEY  SCHIFFER,  M.D. 

Diabetes  - Endocrinology 

PSYCHIATRY 

WILLIAM  B.  DONOVAN,  M.D. 
WILLIARD  C.  SCHWARTZ,  M.D. 

WHEELER  E.  LAIRD,  Administrator 
(512)  696-5420 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 

CHAMPUS  APPROVED 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 


GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.I). 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 

R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 

P.  K.  Smith.  M.D.,  F.A.C.P. 

I.  L.  Humphrey,  Jr.,  M.D. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D.,  A.B.F.P. 

Melvin  Horany,  M.D.,  A.B.F.P. 

James  T.  Cook,  M.D. 

UROLOGY 

Farid  G.  Khoury,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFPTCER 
James  M.  Missler,  Administrator 
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SERVICES 
OFFERED  AT 
THIS  FACILITY 
INCLUDE: 

• Biologicol  Treotments 

• PsychophormocofhefQpy 

• Individuol  and  Family  Therapy 

• Drug  and  Alcohol  Rehobilitorion 

• Theropeutic  Community  (Milieu  Theropy) 

• Psychosomatic  and  Geriatric  Research 

• Psychodrama  and  Movement  Theropy 

• Psychological  Testing  and  Neurologicol 

Evoluations 

• Job  Rehabilitotion  ond  Vocotionol  Counseling 

• Crisis  Intervention  ond  Psychiatric  Emergency  Services 

• Group  Psychotheropy,  Including  Tronsoctionol 

Anolysis  and  Gestalt  Techniques 

•VIRGIL  M.  COX,  JR.,  M.D. 

•DIPtOMATt  Of  THE  AMERICAN  OOARD  OF 
PSYCHIATRY  AND  NEUROIOOY 

•WAiNE  E,  McLaughlin,  m.d„  f,a,p,a„  f,a,c,p, 

•OIPIOMATE  OF  THE  AMERICAN  OOARD  OF 
PSYCHIATRY  AND  NEUROIOGY 


Psychiatric 
’ Institute 

of  fort  Worth| 


ai5  EIGHTH  AVENUE 
FORT  WORTH.  TEXAS  76104 
817/305-1400 


NOW  OPEN 

THE  PSYCHIATRIC  INSTITUTE 
OF  FORT  WORTH 

Offering  comprehensive  mental 
health  services  for  the  treatment 
of  oil  types  of  emotionol  disorders 
in  adults  and  adolescents. 
The  Psychiatric  Institute  of  Fort  Worth 
is  licensed  by  the  Texas  State 
Deportment  of  Mentol  Health 
ond  Mental  Retardation. 


THE  PSYCHIATRIC  INSTITUTE 
OF  FORT  WORTH 
IS  AN  OPEN  STAFF, 
42-DED  FULLY- 
EQUIPPED  PRIVATE 
PSYCHIATRIC 
FACILITY. 


••RICHARD  D.  YENTIS,  M,D.,  F,A.A,C.P, 

• Dtf1.0MATE  OF  T>€  AMERICAN  DOARO  Of 
PSYCHIATRY  At®  NEUROLOGY 
••DIPIOMATE  Of  THE  AMERICAN  OOARD  Of 
PSYCHIATRY  At®  t«UROLOGY  (CHILD) 


•JAMES  D.  MALONE.  M.D. 

•DW01A7E  OF  THE  AMERICAN  BOARD  Of 
PSYCHIATRY  At®  NEUROLOGY 

•J.  PAUL  SMITH 
administrator 


^•Utiat^^xas  doctors 
need,  is  ^ ^gent 
who  specializes 

in  ^qlprqetiee 

^iabilit^ 


Physician  Equipment  Floaters 
20—30%  Savings  on  Fire  Insurance 


CALL  US  PERSON-TO-PERSON 
COLLECT  OR  HAVE  YOUR  AGENT  CALL 


One  of  the  largest  writers  of 

Malpractice  Liability  in  Texas! 
One  Million  Dollar  Umbrella  Limits 


RUSSELL  GRACE,  C.P.C.U. 
Fort  Worth:  817/332-9269 
Dallas:  261-9500 


INSURANCE 


2304  WEST  SEVENTH  STREET 
FORT  WORTH,  TEXAS  76107 
TELEX:  758258 
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TEXAS  MEDICINE 


NO  IRON  IS 
BKMHflULABLE. 


Unless  the  kid  takes  it. 

Frivolous  observation? 
Hardly.  The  medical  literature 
is  now  replete  with  data 
showing  that  25  to  50%  are 
drug  defaulters.*  Adults.  Kids. 


Everything  is  for  naught  if 
the  kid’s  taste  buds  reject 
the  product. 


That’s  what’s  nice  about 
INCREMIN  with  Iron  Syrup. 

It  really  tastes  okay. 

Now  to  convince  yourself 
that  INCREMIN  with 
Iron  Syrup  makes  iron 
"bioavailable”  by  effec- 
j tively  delivering  ittothe 
; patient,  request  starter 
! samples.  Also  available: 

! Aprintofthisoriginal 
artwork  (without  any 
text)  suitable  for  framing. 


Dietary  Supplement 


M uieiary  c^upp 

with  IRON  Syrup 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


FREE  SAMPLE  COUPON 


Lederle  Laboratories 
Bldg.  140,  Room  104R 
Pearl  River,  N.Y.  10965 


□ Please  forw/ard  samples  of  INCREMIN 
with  Iron  Syrup. 


□ Please  send  print  suitable  for  framing. 

□ Please  send  bibliography  on  patient 
compliance  problems. 


Each  teaspoonful  (5  cc)  contains: 


Elemental  Iron 

(as  Ferric  Pyrophosphate) 

30  mg 

1-Lysine  HCI 

300  mg 

Thiamine  HCI  (B,) 

10  mg 

Pyridoxine  HCI  (B*) 

5 mg 

vitamin  B,2 

25  mcgm 

Sorbitol 

3.5  Gm 

Alcohol 

0,75% 

DOSAGE:  Prevention  of  iron-deficiency 
anemia— Children  and  Adults— 1 tsp.  (5  cc) 
daily. Treatment  of  iron-deficiency  anemia— 
ildren:  1 tsp.  t.i.d.;  Adults:  1 tsp.  q.i.d. 


SUPPLY:  Bottles  of  4 fl.  oz.  and  16  fl.  oz. 


’Want  a list  of  relevant  references?  Please  use  the  coupon. 


STUVWXYZ 


169.5 
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DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D. 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.A.C.R. 
Jack  G.  Brooks,  M.D.,  M.A.C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Warren  L.  McFarland,  M.D.,  D.A.B.R. 


Preston  W,  Nash,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R, 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 
J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 336-8681  800  Eighth  Avenue  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 
2700  Tibbets,  Bedford,  Texas  76021  — 283-6363 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

J.  C.  Rucker,  M.D. 

R.  K.  Willms.  M.D. 

F.  H.  Verheyden,  M.D. 

J.  D.  Crawford,  M.D. 

R.  W.  Baggett,  M.D. 

J.  T.  Scogin,  M.D. 

Orthopedic  Surgery: 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

M.  L.  Gray,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong,  M.D. 

Radiology  and  Radioactive  Isotopes: 

D.  B.  Turner,  M.D. 

L.  W.  Ralston,  M.D. 

Urology: 

G.  T.  Kimmel,  M.D. 

J.  W,  Fischer,  M.D, 

H.  F.  Rives,  M.D. 

Pathology: 

J.  G.  Casey 

Harbert  Davenport,  Jr.,  M.D. 

Business  Manager  of  Travis  Clinic 

Anesthesiology : 

S.  J.  Biltz 

W.  T.  Witt.  M.D. 

Adm  of  Travis  Clinic  Foundation 
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TEXAS  MEDICINE 


1exas  Physicians’  Directory 

Allergy 

Cardiovascular  Disease 

PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512-696-4405  or  227-6331 

JOE  D.  GOLDSTRICH,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 

Practice  Limited  to  Cardiology 

Maximum  Exercise  Stress  Testing  Available  by  Referral 

Presbyterian  Professional  Building 

8210  Walnut  Hill  Lane,  Suite  608 

Dallas,  Texas  75231,  214  361-9006  (24  hours) 

HOUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  Md.,  F.A.C.A.,  F.A.A.A. 

Clinics 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston  Texas  77025,  526-8931 

CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

R.  M.  Finks,  M.D.,  Pediatric  Allergy 

M.  D.  KnIghL  M.D.,  Surgery 

W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 

O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 

Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 

A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 

Consultant  in  Pathology 

Uoyd  R.  Hershberger,  M.D. 
Consultant  In  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 
r William  T.  Gordon,  M.D. 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Lawrence  G.  Thorne,  M.D. 

Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrato 

Theodore  J.  Haywood,  M.D.  K.  Venugopalan,  M.D. 

Orville  C.  Thomas,  M.D.  Joel  T.  Appleton,  M.D. 

Joseph  T.  Queng,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  713  661-1444 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 

T^l^nhnnp  S117  .^36-71Ql 

HARRIS  HOSEN,  M.D.,  F.A.C.A. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 

INTERNAL  MEDICINE 

John  M.  Church,  M.D. 

Thomas  J.  Coleman,  M.D. 

Robert  R.  Dickey,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

John  E.  Johnson,  Jr.,  M.D. 

O.  M.  (Jack)  Phiilips,  M.D. 

GENERAL  SURGERY 

John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 

Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnall,  M.D. 

Harry  H.  Whipp,  M.D. 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

CLINIC  MANAGER 

William  L.  Asper 

2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

STUART  A.  MASON,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 

Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answen  924-4231 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 

Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 

ALLERGY  AND  IMMUNOLOGY 


Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


CHARLES  A.  RUSH,  JR.,  M.D. 

Diplomate/American  Board  of  Allergy  & Immunology 

Northeast  Medical  & Surgical  Clinic  Association 
7601  Glenview  Drive,  Fort  Worth,  Texas  76118 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $10  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  Section  headings  are  limited  to 
those  specialties  in  which  there  is  an  American  Medical  Asso- 
ciation recognized  specialty  board  and/or  an  AMA  approved 
residency  program.  A list  of  these  specialties  is  available  upon 
request.  New  listings,  changes,  or  cancellations  should  be  sent 
to  Advertising  Assistant,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month 
preceding  publication  month. 
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THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christ!,  Texas  78404 


Telephone  883-7411 

FAMILY  MEDICINE 

Travis  B.  ^elps,  M.D^  F^A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D, 

T.  L.  Glenn,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Phillip  Kassner,  M.D. 

OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S. 


ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 
Gene  Hybner 
DIRECTOR  OF  NURSES 
Clinic — Pat  Parker 


THE  JOHN  BUIST  CHESTER  HOSPITAL  & 

THE  CHESTER  CLINICS 

3330  S.  Lancaster  Road,  Dallas,  Texas 

Telephone  214-376-5411 

John  B.  Chester,  M.D.  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  F.A.C.C.,  Cardiology 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  General  Surgery 

Doyle  L.  Sharp,  M.O.,  General  Surgery 

Rudolph  M.  Flasdick,  M.O.,  Diagnosis  & Internal  Medicine 

Robert  B.  Curry,  M.D.,  Internal  Medicine 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S,  Orthopedic  Surgery 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 

Jose  Newman,  M.D.,  Internal  Medicine 

Alfredo  Zevallos,  M.D.,  DJLB.O.G.,  Obstetrics  & Gynecolo^ 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 
Munir  F.  Bishara,  M.O.,  D.A.B.P.,  Pediatrics  & Infectious  Diseases 
Mehdi  Sheikholeslam,  M.D.,  Orthopedic  Surgery  & Arthritis 
Geoffrey  Kelham,  M.D.,  DJV.B.R.,  Radiology  & Nuclear  Medicine 
Gerard  Noteboom,  M.D.,  D.A.B.P.,  Consultant  in  Pathology 
Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 
E,  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  D.A.B.F.P.,  Family  Practice 

Miles  W.  Davis,  M.D.,  Family  Practice 

Robert  L.  Howe,  M.D.,  Family  Practice 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

Catherine  P,  Chester,  M.D.,  Pediatrics  & Allergy 

DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
J.  A.  Harris,  M.D.,  Family  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 
General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINiSTRATION 


C.  H.  "Ham”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY — CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  ModelskI,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 


ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 
R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 


GERIATRICS 

Frederick  G.  Dorsey,  M.D. 


GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.D. 


HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 


INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs.  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddeii,  Jr.,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 


MALONE  AND  HOGAN  CUNIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D„  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 

GENERAL  SURGERY 
J.  E.  Ho^an,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F,A.C.S. 

J.  E.  Mathews,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

O,  M.  Logan,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

B.  Williams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 


CONSULTANTS  IN  PATHOLOGY 
OBSTETRICS  AND  GYNECOLOGY  Jarrett  E.  Williams,  M.D. 

M.  A.  Porter,  M.D.  B.  B.  Trotter,  M.D. 

J.  W.  Kuykendall,  M.D.  ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charles  N.  Butts,  Asst.  Clinic  Manager 


Do  your  patients 
understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an 
invitation  for  patients  to  discuss  medical 
costs  with  you.  It  shows  you  care  and  helps 
prevent  doctor-patient  misunderstanding. 

Send  $2.40  to:  Order  Department,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  III.  60610. 
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CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  77A-7671 


irrTERNAL  MEDICINE 
Wllllun  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  U Deere,  M.D. 

Loren  B.  Gas«,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azioc,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


MEDICAL  AND  SURGICAL  CLINIC  ASSOCIATION 

1200  Summit  Avenue,  Fort  Worth,  Texas  817  338-4747 


GENERAL  SURGERY 

Robert  C.  Barker,  M.D.  »Thomas  E.  Simons,  M.D. 

•Henry  V.  Birdwell,  Jr.,  M.D. 

•Diplomate  of  American  Board  of  Surgery 
INTERNAL  MEDICINE 
DIAGNOSIS 

•John  B.  Fershtand,  M.D.  ‘James  W.  Tunstill,  M.D. 

Edwin  B.  Wilson,  Jr.,  M.D.  Cornelius  C.  Davis,  M.D. 

PULMONARY  DISEASE 

•Diplomate  of  American  Board  of  Medicine 


INDUSTRIAL  MEDICINE 


RADIOLOGY  AND  NUCLEAR  MEDICINE  CONSULTANTS 
•Harry  W.  Banker,  M.D.  ‘Samuel  Jagoda,  Jr. 

E.  E.  Holt,  M.D.  Samuel  Jagoda,  M. 

•Diplomate  of  American  Board  of  Radiology 


, M.D. 
D. 


PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


Duodenoscopy 
Colonoscopy 
Colonoscopic  Snare 
Polypectomy 
Arteriography 
Treadmill  Stress  Testing 


ADMINISTRATOR 
Bryan  Charles 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOEM.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


Colon  & Rectal  Surgery 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


JOHN  C.  WILKINSON,  M.D.,  P.A. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


GERALD  A.  CASID,  M.D. 

Dermatology  and  Hair  Transplantation 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  272-5451 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S 
Surgery  of  the  Rectum  and  Colon 


406  Hermann  Professional  Bldg.,  Houston,  Texas 


TEXAS  MEDICINE  regularly  lists  highlights  of  more 
than  100  Texas  and  national  meetings.  It  is,  in  fact, 
the  only  major  source  of  medical  meeting  information 
in  the  state.  Keep  informed  by  being  a regular  reader 
of  the  “COMING  MEETINGS”  section. 


TEXAS  MEDICAL  ASSOCIATION 

MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies 
under  the  Keogh  Act  and  is  approved  by  IRS.  For 
full  information,  write:  TMA  Members'  Retirement 
Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Eye,  Ear,  Nose,  Throat 


DRS.  CANON,  NALLE,  ELLSASSER  AND  MEHDIABADI 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  6.  Ellsasser,  M.O.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

Rustam  J.  Mehdtabadi,  M.D.,  DAB, 
Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


Family  & General  Practice 


JOHNV.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.- 
EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Dlplomate  American  Board  of  Famiiy  Practice 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 


THE  NEDERLAND  FAMILY  PRACTICE  CLINIC 

2420  Nederland  Avenue 
Nederland,  Texas  77627 
Tel.  (713)  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKLM.D.* 

*Diplomate  American  Board  of  Family  Practice 


Gastroenterology 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  D^aney,  M.D. 


Considering  a new  practice  opportunity? 

Let  TMA  Help  You! 

We  will  circulate  your  biographical  sketch 
and  job  preferences  to  communities  and  to 
medical  groups  looking  for  associates.  No 
service  fee  is  involved. 


Contact: 

Physician’s  Placement  Service 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S 
Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


BURT  B.  SMITH,  M.D. 

Surgei7 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


PAULCARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 
Telephone  915-533-2508 


Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

Alfred  V.  Persson,  M.O.,  FJV.C.S. 

DRS.  THOMPSON,  PATMAN  & PERSSON 
Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


PLAN  NOW  TO  ATTEND  THE  1975  MEETINGS 
OF  THE  TEXAS  MEDICAL  ASSOCIATION; 

Conference  on  Legislation 
Jan.  18  — Austin 

108th  Annual  Session 
May  1 -4  — San  Antonio 

Conference  on  Practice  Management 
Oct.  4 — Austin 

Watch  future  issues  for  details. 
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TEXAS  MEDICINE 


Internal  Medicine 


Nuciear  Medicine 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 


Dou^as  Plaxa  Bldg.,  Telephone;  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hennann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


Neurologicai  Surgery 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas  Texas  75231,  363-8524 


Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D.  Morris  Sanders,  M.D. 

Jack  Woolf,  M.D.,  Consultant 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Suite  557,  Locke  Medical  BuildiM 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

RONALD  SMITH,  M.D, 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  3364)551 


NUCLEAR  MEDICINE  UBORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.O.,  Director,  526-1501 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Boverie,  Biack,  Clayton,  White,  McGee, 

Behike,  Seaman,  Reed,  Block,  Berry  and  Wilson 

Nuclear  Medicine  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

R.  S.  Clayton,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D.  E.  D.  Seaman,  M.D. 

Diplomates,  American  Board  of  Nuclear  Medicine 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


Administration:  Melvin  A.  Lyons,  B.A.,  R.T.,  M.S.H.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Obstetrics  & Gynecology 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology 

Colposcopy 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  817  335-4393 


EL  PASO  NEUROLOGICAL  INSTITUTE 

A Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

william  J.  Nelson,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


52  years  of  service — 1922-1974 

MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ACCOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charies  E.  Russo,  M.D.,  F.A.C.S. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S. 

Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 

Jeffrey  D.  Lanier,  M.D. 

Maple  L.  Avery,  M.D. 


DRS.  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amariilo,  Texas 


DON'T  BE  CAUGHT  DEAD 

SITTING  ON  YOUR  SEATBELT 


Volume  71,  January,  1975 


131 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lea  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbrier,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

Robert  O.  Bateman,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


BRUCE  C.  TAYLOR,  M.D. 
Diseases  & Surgery  of  the  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
(214)  521-1153 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77025 
ai3)  529-7321,  529-5828 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713-781-2882 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christ!,  Texas  78404,  Phone  853-7319 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 


Ralph  E.  Donnell,  M.D. 
F.  Carlton  Hodges,  M.D. 
J.  Price  Brock,  Jr.,  M.D. 


1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


ARTHUR  LORBER,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

515  South  Summit 
Fort  Worth,  Texas  76104 
Telephone  817-336-4019 


ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


ADDRESS  CHANGE.  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 


4849  W.  Lawther  Dr.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


132 


TEXAS  MEDICINE 


Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  nfth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM.  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


MEDICAL  CENTER  EAR,  NOSE  & THROAT 
ASSOCIATES 

W.  Leonard  Draper,  M.D.,  Otolaryngology,  Otology  and  Nasal  Allergy 
John  W.  Herndon,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 
Richard  M.  Turney,  M.O.,  Otolaryngolo^ 

Jorse  A.  DeCardenas,  M.D.,  Otolaryngology  and  Micro-Laryngeal  Surgery 
Charles  A.  Van  Wart,  M.D.,  Otolaryngology,  Otology  and  Nasal  Plastic 
Surgery 

Melton  J.  Horwitz,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 

Olplomates  American  Board  of  Otolaryngology 

Olaf  Haug,  Ph.D. 

Paul  M.  Baccaro,  M.A. 

Joy  O’Neal,  M.F.A. 

Audiologor,  Speech  Pathology,  Vestibular  Testing,  Hearing  Aid  Evaluation 

540  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77025,  713  524-8351 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


John  H.  Childers,  M.D.  E.  P.  Jenevein,  M.D. 

R.  R.  Rember,  M.D.  Garry  F.  Rust,  M.D. 

W.  L.  Crofford,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Bhrd..  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Proton 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Vinison  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

DIplomates  American  Board  of  Pathoiogy 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Raul  M.  Gutierrez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathologiy,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  WILKENFELD,  M.D. 

Diplomats,  American  Board  of  PathologQi 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston.  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Boverie,  Black,  Clayton,  White,  McGee, 

Behike,  Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

Diplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Melvin  A.  Lyons,  B.A.,  R.T.,  M.S.H.A. 

El  Paso  Medical  Center — Building  2-A,  Piaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


ARTHUR  L RAINES,  M.D.  AND  ASSOCIATES, 
PATHOLOGISTS 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytolo^  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REC^'UEST 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy. 
Recreational  Therapy.  School  from  first  grade  through  twelfth  grade 
E.  MONTGOMERY  SMITH,  M.D.,  Medical  Director 
WILLIAM  E.  HISEY,  Administrator 


HOWARD  M.  SIEGLER,  M.D. 

Physical  Medicine 

Complete  Physical  Therapy  Including  Facilities  for 
Physical  Restoration  and  Supervised  Clinical  Laboratory 

6410  Fannin  SL,  Houston,  Texas  77025,  (713)  526-1447  and  526-1448 
Private  Treatment  Rooms  By  Appointment 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

Villa  Rosa  Professional  Building 

2727  Babcock  Road,  Suite  F,  San  Antonio,  Texas  78229 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 
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Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.O.,  F,A.C.S. 

Dlplomates  American  Board  of  Plastic  Surgery 


PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bidg.,  Fort  Worth,  Texas,  336-0356 


JOHN  E.  CARTER,  M.D.,  P.A. 

Oiplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone;  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 


508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomats  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Wainuut  Hill  Lane,  Dallas,  Texas  75231 
369-6511 


Psychiatry 


PLASTIC  SURGERY  ASSOCIATES 

Shnon  Fredricks,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastc  Surgery 

Charles  W.  Bailey,  Jr.,  M.D. 

Kenneth  R.  Tucker,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
33&4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 
James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  1.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  DImiJian,  M.D. 
Linda  R.  Hughes,  M.D. 
Larrie  W.  Arnold,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


KENNETH  WETCHER,  M.D.,  P.A. 

General  Psychiatry  and  Industrial  Consultation 

Clear  Lake  Towers 

16902  El  Camino  Real,  Houston,  Texas,  488-1703 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

Dlplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


CHARLES  B.  COVERT,  M.D. 

Psychiatry 

San  Felipe  Green  Professionai  Building 

19()0  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 


SEAT  BELTS  DO  SAVE  LIVES— 
USE  THEM! 
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H.  HARLAN  CRANK,  M.D.,  LFAPA, 

Member,  American  Psychoanalytic  Association 

announces  the  relocation  of  his  office  for  the  restricted  practice  of 

Psychoanalysis  and  Psychiatry 

October  1,  1974 
By  appointment  only 

Office;  (512)  451-6116,  Res:  (512)  451-3526 
5511  Parkcrest,  Suite  202,  Austin,  Texas  78731 


Psychiatry  & Neurology 


PASADENA  NFUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.O. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena.  Texas  77502,  473-7646 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

*Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

Wayne  F.  Keller,  M.D. 

*Len  Dan  Kerr,  Jr.,  M.D. 

Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Abe  Hauser,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Herbert  G.  Rush,  M.O. 

A.  Arauzo,  M.O. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomate  American  Board  of  Psychiatry  and  Neurology 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  DJLB.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 
Fort  Worth,  Texas  76104 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon.  M.D.,  D.A.B.R. 

James  P.  Wills,  M.O..  D.A.B.R. 

Thomas  V.  Hinkle,  M.D,  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 

James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 
JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  SL,  P.O.  Box  100,  Paris,  Texas  75460,  214-784^4624 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Boverie,  Black,  Clayton,  White,  McGee, 

Behike,  Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  j.  e.  White,  M.D. 

R.  F.  Boverie,  M.D.  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

R.  S.  Clayton,  M.D.  W.  R.  Berry,  M.D. 

Diplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Melvin  A.  Lyons,  B.A.,  R.T.,  M.S.H.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Richard  E.  Wood,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D.  Maruf  A.  Razzuk,  M.D. 

DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Av*..  Dallas,  Texas  75246,  826-5184 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


ROBERT  N.  McGEHEE,  M.D. 

Thoracic,  Cardiac  and  Peripheral  Vascular  Surgery 

532  Medical  Plaza,  800  Eighth  Ave.,  Fort  Worth,  Texas  76104,  332-2720 


TMA  Physicians’  Placement  Service 

. . . Another  service  of  your  association 
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Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 
FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 
GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Dipfomate  of  American  Board  of  Urology 
Grant  F.  Begley,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  SL  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 


DONALDJ.NEESE.M.D. 

DONALD  E.  FUERST,  M.D. 

Practice  Limited  to  Urology 

400  Medical  Center  Blvd.,  Suite  114 
Webster,  Texas  77598,  Telephone:  713-332-2466 


VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 


The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


HELP  BUILD  AN  EVEN 
STRONGER  TMA  — 
SEND  IN  YOUR 
$100  ASSESSMENT  TODAY 


YOURS  FOR  THE  ASKING! 

The  many  services  of  the 

MEMORIAL  LIBRARY 

of  the 

TEXAS  MEDICAL 
ASSOCIATION 


50,000  BOUND  VOLUMES  • EXTENSIVE 
REPRINT  COLLECTION  • 1,100  NEW 

JOURNALS  RECEIVED  MONTHLY  • OVER 
400  PROFESSIONAL  AND  LAY  FILMS  • 
CURRENT  AUDIO-DIGEST  AND  MEDICAL 
ECONOMICS  TAPES  • MEDLINE  REFER- 
ENCE SYSTEM 

Write  — Call  — Come  By 
1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701  (512)  477-6704 


Conference  on  Legislation 

January  18,  1975 

Joe  C.  Thompson  Conference  Center 
Austin 


Plan  now  to  attend.  Get  the  latest  information 
on  important  state  and  national  legislative 
issues  effecting  medicine. 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP's  needed  by  19  doctor  erroup, 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  8330  South 
Lancaster  Road,  Dallas,  Texas  76216. 

INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a four 
man  vroup  in  a 10,000  i>opulation  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  ^from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accr^ited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $36,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  All 
office  exi>enses  paid.  Visiting  & relocation  expenses  paid.  Please  reply 
to  Ad-801,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS:  Average  earn- 
Ings  $46,000  with  guarantee.  F\ill  department  status.  Maintain  free  prac- 
tice of  medicine.  Work  for  patient  on  fee-for-service  basis.  Call  1-612-668- 
8221.  Apply  to  Ad-417,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  to  join  a three  man  group 
doing  general  practice.  New  community  hospital  and  new  clinic  building 
under  construction  now,  modem  golf  course,  large  lake,  excellent  hunting, 
excellent  schools  with  no  busing  and  no  integration  problems,  90  minutes 
from  _ Dallas-Fort  Worth.  No  investment  necessary.  Salary  first  year 
negotiable,  with  partnership  after  one  or  two  years  if  desired.  Contact 
K.  J.  Wharram,  M.  D.  or  A.  D.  Major,  M.D.,  Nocona,  Texas  76266.  AC 
817-826-3371. 


FP  OR  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  faciliUes, 
oompatabllity,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  718- 
694-8696  for  Barnes,  Colwell  or  Cook. 


NEEDED  IMMEDIATELY:  FAMILY  PRACTITIONER.  The  communi- 
ty has  three  family  practitioners,  one  will  retire  shortly.  The  communi- 
ty and  surrounding  counties  serve  over  16,000.  The  hospital  has  77  beds 
and  JCAH  approved.  The  medical  community  is  harmonious  and  stable. 
Contact:  Edward  G.  Clark,  713-348-2631,  Madison  County  Hospital,  Box 
698,  Madisonville,  Texas  77864. 


SOLO  OR  GROUP  PRACTICE — on  call  every  6th  night  and  every  6th 
weekend.  Contact:  Byron  Terry,  P.O.  Box  247,  Hughes  Springs,  Texas 
76666,  phone  214-639-2577  day,  214-639-2738  night;  or  Victor  L.  Harville, 
M.D.,  phone  214-646-2246  office,  214-666-2661  home. 


FAMILY  PRACTICE — OR  SPECIALIST  willing  to  practice  some  fam- 
ily medicine.  Solo  or  associate  with  established  doctor.  Excellent  poten- 
tial of  establishing  as  large  a practice  as  desired.  New,  well-equipped, 
progressive  hospital.  Can  assure  excellent  income.  Ample  office  space 
available.  Will  consider  constructing  new  clinic.  Please  reply  to  Ad-524, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $22,600  to  $29,600  with  usual 
state  benefits.  Texas  license  or  reciprocity  required.  Contact  the  Recruit- 
ing Specialist,  Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol 
Station,  Austin,  Texas  78711.  612-454-3761.  An  equal  opportunity/affir- 
mative action  employer. 


WANTED:  PHYSICIAN  TO  JOIN  GENERAL  SURGEON  AND  GEN- 
EIRAL  PRACTITIONER  in  small  town.  Privately  owned  clinic  and  hos- 
pital combination.  Guaranteed  salary.  Prefer  family  practice  specialist. 
For  additional  information,  please  contact  M.  A.  Childress,  M.D.  P O 
Box  289,  Goldthwaite,  Texas  76844;  Phone  916-648-2212. 

FAMILY  PRACTICE,  with  two  other  family  practitioners.  Two  hospi- 
tals with  660  beds  within  fifteen  minute,  4 lane  drive.  Progressive  Cen- 
tral Texas  conununity  of  4,360  population.  Community  void  of  problems 
of  large  cities.  16  milra  to  Waco  (pop.  102.000);  100  miles  to  Dallas, 
Fort  Worth,  and  Austin.  Good  schools  (no  bussing),  churches,  country 
club  with  18  hole  golf  course,  three  nearby  lakes,  recreational  facilities. 
An  excellent  place  to  raise  a family.  New  associate  would  be  on  salary 
first  year;  partnership  in  association  later.  Exchange  calls  and  week- 
ends with  two  other  physicians.  Contact  R.  Dean  Elliott,  Administrator, 
414  Johnson  Drive,  McGregor.  Texas  76667.  AC817-840-8281. 

A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  55,000  square  foot  clinic  building  has  new 
offices  and  ^amining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,^  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3661,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 


TEXAS,  SAN  ANTONIO:  EMERGENCY  PHYSICIANS  NEEDED  for 
new  group  serving  three  hospitals;  65,000  ER  visits  a year.  Fee-for-serv- 
ice.  Departmental  status.  Past  earning  history  $48,000  plus  additional 
income  for  optional  participation  in  employee  health  service.  Write  or 
rail  George  Pruett.  M.D.,  P.O.  Box  6530.  San  Antonio.  Texas  78209. 
Telephone  512-653-5356  or  512-222-0746. 


UNIQUE  CONCEPT:  Two  family  MDs  to  start  In  June-July  to  work 
nine  months  rotating  schedule,  then  off  three  months  with  salary.  Gulf 
Coast,  beaches,  deep  sea  fishing,  good  attached  hospital,  salary  open  first 
year.  Write,  call,  or  come  by:  Medical  Arts  Clinic.  1711  West  Wheeler. 
Aransas  Pass.  Texas  78336;  AC612-768-5326. 


HAVE  EXCELLENT  OPPORTUNITY  in  area  for  GP  who  wants 
to  do  routine  rargery,  or  surgeon  who  would  supplement  with  FP.  Well- 
established,  fully-manned  hospital  in  town.  Other  physicians  would  wel- 
tome  one  or  two  new  men.  Relaxed  life  style  plus  career  opportunitj 
for  smu  and  your  family.  More  particulars  from  H.  A.  Raesener,  Jr.  (Ad- 
ministrator), Llano,  Texas  78648;  916-247-6040. 


ENNIS,  ELLIS  COUNTY:  OPPORTUNITY  for  family  practice  in 
community  of  12,000,  serving  a trade  area  of  20,000.  Five  physicians  in 
town,  one  hospital,  66  beds,  open  staff.  36  miles  from  Dallas.  No  week- 
end _E.  R.  call,  covered  by  hospital  based  physicians.  City  of  Ennis  em- 
physicians  on  contract  basis,  office  supplied,  nurse  supplied, 
biUi^  provided,  group  hospitalization,  paid  vacation,  etc.  Contact  Ron- 
ald Hudspeth.  Administrator,  Ennis  Municipal  Hospital,  803  West  Lam- 
pasas. Ennis,  Texas  76119. 


PEDIATRICIAN  TO  JpIN  three  board  certified  pediatric  group  in 
professional  ^association ; liberal  salary  and  frinpe  benefits;  new  pediatric 
c^ter  building  to  be  completed  in  October  is  located  next  to  teaching 
Childrens  Hospital;  beautiful  city  by  the  sea,  warm  year  round  climate, 
population  250,000.  For  details  write  Box  3154,  Corpus  Christi,  Texas 
78404. 


PHYSICIAN  OWNED  AND  MANAGED  HOSPITAL,  168  beds,  has 
immediate  opening  for  two  general  practitioners  who  are  interest^  in 
practicing  in  a physician  oriented  community  with  guaranteed  success. 
These  are  private  practice  opportunities.  Only  two  offices  remaining  in  a 
new  and  beautiful  medical  complex  next  to  the  hospital.  The  hospital 
your  medical  success  by  offering  a six  months  cash  guarantee 
of  $5,000^  per  month  in  addition  to  six  months  free  rent.  This  is  a rare 
ojg>ortunity  for  general  practice  physicians  who  would  like  to  work  in  a 
GP  community.  Pasadena,  Texas  is  a progressive  city  of  100,000  located 
as  a suburb  of  Houston,  Texas,  near  the  Manned  Space  Craft  Center; 
medical  community  enjoys  high  per  capita  earnings,  open  staff  policies, 
and  unlimited  medical  opportunities.  For  additional  information  write  or 
call  Richard  Fly,  Pasadena  General  Hospital,  1004  Seymour,  Pasadena. 
Texas  77606.  Phone  713-473-1771. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
adult  psychiatry  training.  Academic  program  in  child  development,  fami- 
ly therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psycho-pharmacology  and  ethology.  Basic  clinical  orientation  in 
child  development  with  intensive  individual  supervision  in  psychoanalytic 
and  eclectic  modalities,  and  pediatric  neurology.  Research  opportunities 
in  genetic  and  metabolic  disorders,  child  development,  linguistic  anthro- 
pology, community  services  and  other  fields.  Excellent  opportunities  in 
teaching,  administration,  inpatient  and  outpatient  clinical  programs. 
New  60-bed  inpatient  unit  for  children.  Liaison  with  graduate  schools, 
medical  school,  and  community  programs.  Stipends:  First  year,  $13,000; 
second  year,  $14,000;  third  year,  $15,000;  fourth  year,  $16,000.  Contact 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  & Research,  Austin 
State  Hospital,  4110  Guadalupe,  Austin,  Texas  78751. 


PSYCHIATRIC  RESIDENCY  in  approved  3-year  program.  Effective 
connections  with  universities,  medical  schools,  private  clinics,  and  com- 
munity centers.  Outstanding  faculty  and  programs.  Stipends  with  Texas 
license  are  $13,000,  $14,000,  and  $16,000  per  year.  In  addition,  now 
offering  residency  in  child  psychiatry.  For  full  information  write  to: 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  & Research,  Austin 
State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78751. 


GENERAL  PRACTITIONER  to  join  two  GP's  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from 
Austin.  Modern  three  man  clinic  adjacent  to  36  bed  hospital  recently 
remodeled.  Salary  open,  partnership  available  after  trial  period.  Contact 
Ad-603,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB-GYN  PHYSICIAN  NEEDED  for  town  of  7,600  population,  trade 
area  40-45M.  Eight  family  practitioners  in  community  desire  this  spe- 
cialty. Office  space  available.  Fully  accredited  45  bed  hospital,  located 
in  southeast  Texas,  45  minutes  from  Houston  and  Beaumont.  Coverage 
available.  Contact  Jack  M.  Harrell,  Administrator,  Yettie  Kersting 
Memorial  Hospital,  Liberty,  Texas  77575;  713-336-7316. 


INTERNIST — Board  certified  or  eligible  wanted  to  join  12  physician 
multi-specialty  group:  city  of  20,000  within  Dallas-Fort  Worth  Metro- 
plex.  Excellent  hospital  and  community  facilities.  Financial  arrange- 
ments dependent  on  ability,  training  and  boards.  Send  resume  to  Ad-533, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  WANTED:  White  Oak,  Texas.  Growing  city  of  2500 — 
convenient  to  Longview  or  Gladewater  Hospitals.  Building  sites  available 
and  construction  contractors  ready  to  build  to  specifications.  Local  and 
favorable  financing  available.  Contact  J.  H.  Stewman,  P.O.  Box  501, 
White  Oak,  Texas  75693  or  call  214-759-6461. 


SWEETWATER.  TWO  GENERAL  FAMILY  PRACTICES,  solo  or 
associate.  $5,000  per  month  minimum  collection  guarantee  beginning 
first  month.  Not  a loan.  No  investment.  Minimum  practice  expense  first 
year.  No  crime,  no  pollution.  Good  schools  for  your  children.  Oil  and 
cattle  land  available  for  investing  your  financial  surplus.  New  hospital- 
medical  center  complex  by  summer  1975.  Not  an  employment  agency. 
Call  or  write  with  CV  to  Sanford  Smith,  Director  of  Physician  Plan- 
ning, Hospital  Management  Corporation,  12421  East  Freeway,  P.O.  Box 
9836,  Houston,  Texas  77015.  713-455-1761. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
East  Central  Texas.  New  joint  commission  approved  30  bed  hospital.  190 
nursing  home  beds.  Airport.  New  junior-senior  high  complex.  Railroad 
division  point.  Small  industry.  Primary  income  ranching.  Three  fishing 
lakes.  Deer,  quail,  dove  hunting.  Country  club.  No  initial  investment 
necessary.  Contact  Drs.  Gage,  Cox  or  Halbert,  316  Main  Street,  Teagrue, 
Texas  76860. 

BOARD  ELIGIBLE  PSYCHIATRIST  for  out-patient  clinic.  General 
physician  or  physician  with  special  interest  in  mental  retardation.  Liber- 
al vacation  and  sick  leave,  partial  payment  for  excellent  hospitalization 
and  life  insurance,  affiliation  with  Texas  Tech  University  Medical 
School.  Must  have  Texas  license.  Call  or  write  Preston  Harrison,  M.D., 
Superintendent,  P.O.  Box  231,  Big  Spring,  Tx  79720,  916-267-8216. 

GENERAL  SURGEON  WANTED  FOR  PRIVATE  PRACTICE  as  an 
associate  or  a partner  with  an  established  board  certified  general  sur- 
geon in  a community  of  over  16,000  people  near  Dallas.  Modern  two- 
surgeon  office  building  across  the  street  from  JCAH  accredited  hospital. 
Contact  Ad-636,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

MD — GP  OR  FP  URGENTLY  NEEDED  in  Groesbeck,  Texas,  to  even- 
tually enter  partnership  with  two  older  MDs,  one  who  plans  to  retire 
shortly.  Progressive  county  seat,  town  of  2,600  people  with  large  trade 
territory.  Multiple  medium  size  industries.  Bank  assets  over  13  million 
dollars,  cattle  and  gas  country.  New  38  bed  hospital.  Excellent,  easily 
available  consultants:  only  40  minutes  from  Waco,  Texas.  Adequate 
time  for  recreation,  rest  and  vacation.  Please  contact  Groesbeck  Clinic, 
P.O.  Box  470,  Groesbeck,  Texas  76642. 

OCCUPATIONAL  MEDICINE-PRIMARY  CARE  PHYSICIAN,  board 
certified  or  qualified  in  internal  medicine,  occupational,  preventive,  or 
aviation  medicine,  for  primary  care  practice  in  established  satellite 
clinic  with  numerous  company  accounts,  university  affiliation  and  pro- 
posed prepay  health  program,  (No  dual  compensation  involved  for  re- 
tired.) Excellent  beginning  salary  and  fringe  benefits.  Adjacent  Texas 
Medical  Center.  Write  or  call  J.  A.  Bakken,  Administrator,  Kelsey- 
Seybold  Clinic,  6624  Fannin,  Houston,  Texas  77025.  Phone  713-626-2671, 

SEEKING  PHYSICIAN:  This  60  bed.  fully  JCHA  accredited  hospital 
is  urgently  in  need  of  a specialist  in  obstetrics  and  gynecology.  This  is 
a wonderful  opportunity  with  an  excellent  salary  and  fringe  benefits. 
Giroup  practice  set  up.  Contact  Administrator,  Hall-Bennett  Memorial 
Hospital,  Big  Spring,  Texas  79720,  or  call  collect  (916)  267-7411  for 
details. 

INTERNISTS,  ORTHOPEDISTS,  FAMILY  PRACTITIONERS,  Pedia- 
tricians, Otolaryngologists  and  Obstetrician-Gynecologists.  Private  prac- 
tices in  Houston,  Dallas,  Hillsboro,  Sweetwater,  Tomball,  Conroe  and  Bay- 
town.  Not  an  employment  agency.  We  will  put  you  in  touch  with  phy- 
sicians requesting  these  fields  as  badly  needed  in  their  community. 
Group,  associate  and  solo  openings.  No  cost  or  obligation  to  interested 
or  requesting  physicians.  Write  with  C.V.  and  preferences  to  Sanford 
Smith,  Director  of  Physician  Planning,  Hospital  Management  Corpora- 
tion, 12421  East  Freeway,  P.O.  Box  9836,  Houston,  Texas  77015.  (713) 
466-1761. 

INTERNISTS  AND  GENERAL  PRACTITIONERS  NEEDED  to  join  a 
busy  multispecialty  group.  Clinic  practice  adjacent  to  new  200-bed  hos- 
pital. Guaranteed  basic  income  with  percentage.  Excellent  fringe  benefits. 
No  investment  required.  Write  C.  H.  Robinson,  M.D.,  P.O.  Box  26338, 
El  Paso,  Texas  79926  or  call  915-592-0201. 

PHYSICIANS — 715  bed  hospital  with  active  medical,  surgical,  psychia- 
tric services,  is  in  need  of  an  internist,  orthopedist,  and  urologist,  pre- 
ferably with  certification.  Excellent  consultation,  library,  and  continuing 
medical  education.  Close  affiliation  with  Scott  and  White  Hospital  in 
education  of  house  staff.  New  site  for  medical  school.  Salary  competitive, 
ample  vacation  and  sick  leave,  and  fringe  benefits.  Equal  employment 
opportunity  agency.  Apply  Chief  of  Staff,  VA  Center,  Temple,  Texas 
76501. 

INTERNIST-GENERAL  PRACTITIONER:  Clinic,  including  lab  and 
x-ray.  Join  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  subsequent  partnership  offered.  Contact  Ribelles 
Clinic  Association,  9801  Katy  Freeway,  Houston,  Texas  77024. 

CHIEF  STAFF  PHYSICIAN  for  large  refinery  and  adjoining  chemical 
plant  in  Texas  gulf  coast  area.  Qualified  internist  or  occupational  physi- 
cian with  Texas  license.  Physician  will  perform  pre-employment  and 
periodic  physical  examinations  and  handle  occupational  injuries  and  ill- 
nesses. Excellent  benefits  and  starting  salary  commensurate  with  training 
and  experience.  Contact  W.  R.  Karn,  M.D.,  AMOCO  Oil  Co.,  P.O.  Box 
401,  Texas  City,  Texas  77590. 

LADY-PHYSICIAN,  competent  and  unencumbered,  invited  to  share 
family  practice  in  a prosperous  small  town.  Please  reply  to  Ad-543, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  SURGERY,  FAMILY  PRACTICE  affluent  county  seat  farm 
community.  Good  schools,  churches,  hunting,  fishing,  unique  private 
country  club,  all  facilities.  Avoid  complexities  of  city.  Be  kind  to  yourself 
and  family.  Rear  children  in  peaceful,  small  town  atmosphere.  Enjoy 
being  part  of  total  community  activities.  28  bed  JCAH  hospital.  Please 
reply  to  Ad-541,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  or  phone  806-447-2521  collect. 


WANTED:  GENERAL  PRACTITIONER  primarily  interested  in  medi- 
cal practice  with  minor  office  surgery  and  no  obstetrics:  join  profes- 
sional association  with  four  internists,  two  surgeons  and  four  general 
practitioners  in  beautiful  Tyler,  Texas.  Tyler  is  the  medical  center  of 
East  Texas  with  all  specialties  represented,  along  with  fine  medical  at- 
mosphere and  outstanding  facilities.  Contact  Carroll  McCrary,  Adminis- 
trator of  Medical  & Surgical  Clinic  Professional  Association,  Box  3026, 
Tyler,  Texas  75701. 


Situations  Wanted 


OPHTHALMOLOGIST — 31,  married,  completing  university  residency, 
June  1976.  Desire  solo,  associate,  or  group  opportunity  in  Houston  area. 
Ronald  D.  Cox,  M.D.,  687  Watersedge  Drive,  Ann  Arbor,  Michigan 
48106. 


SITUATION  WANTED:  EXECUTIVE  MEDICINE,  MEDICAL  DIREC- 
TOR: Board  qualified  general  surgeon  MSS,  MHA,  nominee  ACHA,  7 
years  medical  director/commander  military  hospitals,  10  years  chief,  de- 
partment of  surgery.  Special  training  in  medical  audit/accreditation  sur- 
veys, PSRO  and  medical  staff  organization/committees.  Personal  inter- 
views, curriculum  vitae  on  request.  Available  Sept.  1,  1976.  Please  reply 
to  Ad-627,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

FAMILY  PHYSICIAN,  TAFP  member,  1969  graduate  with  three  years 
general  family  practice  experience  desires  to  relocate  to  Dallas  area  (80 
mile  radius),  within  12-24  months.  Possibly  associate  with  other  physi- 
cian or  small  group.  Please  reply  to  Ad-629,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

LABORATORY  MEDICINE  — 33,  available  July,  1975.  University 
trained.  Texas  license.  Also  would  like  to  continue  interest  in  emergency 
medicine.  Robert  C.  McDaniel,  M.D.,  4949  Barnes  Hospital  Plaza,  St. 
Louis,  Missouri  63110. 

INTERNIST-ENDOCRINOLOGIST,  32  years  old,  ABIM  certified.  Wish 
to  join  group  practice  in  Central  or  Northeast  Texas.  Experienced  nu- 
clear medicine.  Military  obligation  completed  summer  1976.  Write: 
David  B.  Kocher,  M.D.,  470  Sandstone  Drive,  Vacaville,  California  95688. 

SEEKING  PEDIATRIC  POSITION,  desire  group,  partnership  or  solo 
practice  in  Texas.  Texas  license  no.  E3047.  Male  physician,  40,  Chinese, 
available  upon  completion  of  pediatric  training  program  in  July  1976 
(Board  eligible).  Please  contact  AD-639,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

OB-GYN,  30  board  eligible,  university  training.  Solo,  associate  or  group 
will  be  considered.  Please  reply  to  Ad-542,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

GP  SURGEON:  Age  30,  seeks  association  with  an  older,  established 

GP-surgeon  or  general  surgeon  as  a preceptor/partner  in  practice.  Excel- 
lent training  and  experience  with  over  four  years  residency:  two  in 
surgery  and  emergency  medicine.  Houston,  Galveston,  Gulf  Coast  area 
preferred,  but  Central  Texas  locations  considered  as  well.  Please  reply 
to  Richard  J.  Ostman,  Jr.,  M.D.,  508  Holiday  Drive  #2,  Galveston,  Texas 
77550. 


For  Sale  or  For  Rent 


FOR  SALE:  MEDICAL  EQUIPMENT  IN  GOOD  SHAPE.  Mattern 
x-ray_,  examining  table,  instruments,  microscopes.  Bird  machine,  small 
sterilizer,  cutlery  machine,  ultra-sonar  and  diathermy  machines,  instru- 
ment cabinets,  adjustable  stainless  steel  tables,  developing  tank,  x-ray 
hangers,  view  box,  etc.  Please  contact  Mrs.  J.  F.  Gipson,  P.O.  Box 
1449,  Fort  Stockton,  Texas. 

OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  8801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy,  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237. 
Dallas,  Texas  76218. 

NEW  LUXURY  GARDEN  OP^FICE  COMPLEX — Mid-cities  area,  ideal 

for  professional  tenants:  two  blocks  from  the  Airport  Freeway:  eight 
minutes  to  downtown  Fort  Worth.  Ten  minutes  to  the  new  D/FW  Re- 
gional Airport.  Space  finished  to  your  specifications.  Contact  Ginny 
Schoelkopf,  951  W.  Pipeline  Road,  Hurst,  Texas.  Phone  817-284-4961. 

FOR  SALE:  286  acres  land,  5 room  modern  home,  3 barns,  corral. 

Lake,  plenty  deer,  fresh  water.  7 miles  west  Rusk,  Texas,  paved  FM  road 
1248.  $650  per  acre.  $400  per  acre  cash  down.  Owner  finance  balance  at 
6%  interest.  No  minerals.  Write  Merl  Odom,  206  Poinsettia,  Highlands, 
Texas,  or  call  214-795-2475. 


Miscellaneous 


ABORTION  ALTERNATIVES  I Licensed  maternity  service  offers  resi- 
dential and  non-residentlal  program  with  medical  care  and  counselling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78706.  Phone  612-472-9261. 


BEN  H.  QUINNEY  M.D. 

Announces  the  opening  of  his 
office  for  the  practice  of 

HEMATOLOGY 

AND 

MEDICAL  ONCOLOGY 

885  Margaret  Place  Suite  320  Shreveport,  La.  71101 
By  Appointment  Only  Phone  (318)  222-1008 
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MULTI-SPECIALTY  CLINIC 

Soon  to  be  in  new  clinic  building  adjacent  to  new 
hospital.  Fringe  benefits;  good  climate;  a good 
place  to  live  and  raise  a family.  Rapid  advance- 
ment to  full  association.  Seeking  physicians  in 
the  following  specialties; 

Diagnostic  Radiologist  and  Nuclear  Medi- 
cine / General  Internist  / Internists  with 
subspecialty  in  pulmonary  disease,  gastroen- 
terology, rheumatology,  cardiology  / OB- 
GYN  / Ophthalmology  / Orthopedic  Sur- 
gery / Anesthesiology  / Family  Practice 

For  additional  information  contact: 

J.  E.  Hogan,  M.D.,  Medical  Director 
Malone  and  Hogan  Clinic,  An  Association 
901  Main  Street,  Big  Spring,  Texas  79720 
AC  915  267-6361 


FOR  SALE 

INCOME  PRODUCING  PROPERTIES 
New  Strip  Shopping  Centers 

Cash  Equities  ranging  from 
$25,000  to  $360,000 
1 1 % Return  on  Cash 
If  desired.  Management  Available 

For  Information,  Write 

Ad-540,  Texas  Medicine,  1801  North  Lamar  Blvd, 
Austin,  Texas  78701 

Attention;  Mrs.  G.  Wallace,  Pilgrim  Realty  Co. 


OCCUPATIONAL  PHYSICIAN 


Full  time  position  as  medical  director  open 
soon  at  General  Dynamics,  Fort  Worth  Division.  Re- 
sponsible for  medical,  bio-environment,  and  safety 
program. 

Regular  hours.  Salary  negotiable.  Excellent 
fringe  benefits.  Must  have  Texas  license  or  be  able 
to  reciprocate. 

Mail  resume  of  training  and  experience  in 
confidence  to  Chief  of  Employment,  General  Dy- 
namics, Fort  Worth  Division,  P.  0.  Box  748,  Fort 
Worth,  Texas  76101.  An  equal  opportunity  employer. 
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Editorials 


WINDS  OF  CHANGE 

I was  told  before  I came  that  all  I needed  to  do 
was  just  sit  here  and  feel  important.  Well,  I tried; 

I really  tried  hard,  but  all  I could  come  up  with 
was  a feeling  of  deep  humility.  It  can  best  be  ex- 
pressed through  the  words  of  the  great  Scottish 
poet,  philosopher,  and  minister,  John  Donne: 

No  man  is  an  island,  entire  of  itself;  every  man 
isa  piece  of  the  continent,  a part  of  the  main; 
if  a clod  be  washed  away  by  the  sea,  Europe 
is  the  less,  as  well  as  if  a promontory  were, 
as  well  as  if  a manorof  thyfriendsorof  thine 
own  were;  any  man’s  death  diminishes  me, 
because  I am  involved  in  mankind;  and  there- 
fore, never  send  to  know  for  whom  the  bell 
tolls;  ittolls  forthee. 

And  so,  my  friends,  I have  not  been  an  island, 
entire  of  itself.  In  fact,  I might  have  been  a clod 
washed  away  by  the  sea,  except  for  many  people 
who  made  up  the  main,  of  which  I was  only  a 
part. 

I feel  impelled  to  remind  you  that  the  winds  of 
change  are  blowing;  and  sometimes  we  are  fear- 
ful of  change. 

Some  of  you  have  been  in  practice  30  or  40 
years,  or  more;  some  for  only  a few  months. 

Regardless  of  whether  it  has  been  many  years 
or  a short  time,  things  will  never  again  be  exact- 
ly the  same  as  when  you  began.  We  won’t  have 
the  practice  of  medicine  entirely  to  ourselves 
any  more.  Everyone  wants  to  get  in  on  the  act, 
and  that  is  neither  good  nor  bad,  of  itself.  We 


have  become  interdependent  with  many  groups, 
forces,  and  institutions. 

We  are  experiencing  HMOs,  PSROs,  RMPs, 
Regional  Health  Planning,  and  other  alphabeti- 
cal combinations  not  yet  conceived. 

Let  us  briefly  set  up  some  of  these  straw  men 
and  see  how  they  stand  the  light  of  day. 

Begin  with  HMOs — Health  Maintenance  Or- 
ganizations. This  is  nothing  more  nor  less  than 
a Madison  Avenue  term  for  prepayment,  usually 
through  physician  groups  and  for  comprehensive 
services. 

Who  pioneered  in  prepayment  for  physicians’ 
services  in  this  part  of  the  country?  More  than  30 
years  ago,  Drs.  David  Carter,  Jack  Kerr,  Everett 
Fox,  Frank  Selecman,  and  others  were  burning 
the  midnight  oil,  working  out  the  mechanics  of  a 
prepayment  plan  which  would  provide  compre- 
hensive services  to  employed  groups.  And  they 
put  together  a package,  and  combined  it  with 
Blue  Cross  hospitalization,  which  also  began 
right  here  in  Dallas,  and  you  made  it  work,  long 
before  insurance  companies  had  the  know-how, 
or  could  take  the  risks. 

You  know  more  about  health  maintenance 
programs  than  most  of  the  people  who  are  talk- 
ing about  them,  because  you  did  it  first. 

Next  let’s  consider  PSROs — Professional 
Standards  Review  Organizations.  This  again  is 

This  editorial  is  based  on  the  response  of  Millard  J. 
Heath,  retiring  executive  officer  of  the  Dallas  County 
Medical  Society,  presented  at  a dinner  given  in  his 
honor  on  Oct  25,  1974,  in  Dallas.  Mr.  Heath’s  speech 
will  also  be  published  in  the  December  issue  of  the 
Dallas  Medical  Journal. 
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a high-soundingtitle  for  “peer  review.’’ 

Who  pioneered  in  peer  review  in  the  South- 
west? In  1947,  Dr.  John  Young  said  that  we 
needed  better  systems  for  checking  on  the  quali- 
ty of  our  own  work,  that  we  ought  to  do  it  our- 
selves, and  that  the  public  should  have  access  to 
such  systems.  He  and  others  began  immediately 
to  develop  mediation  procedures,  and  you  made 
them  work  because  you  knew  it  was  proper  and 
right. 

Then  with  the  advent  of  major  medical  insur- 
ance, without  fixed  fee  schedules,  you  were 
among  the  first  in  the  nation  to  recognize  the 
need  for  review  of  insurance  claims.  Dr.  James 
K.  Peden  will  recall  that  he  and  I met  in  Chicago 
with  representatives  of  the  Health  Insurance 
Council,  and  others  from  throughout  the  coun- 
try, to  discuss  the  mutual  importance  of  these 
procedures. 

You  established  the  first  insurance  review  sys- 
tem in  the  Southwest;  Dr.  Chester  Cook,  with  his 
insurance  experience,  helped  us  put  it  together; 
Dr.  H.  C.  Henderson,  Jr.,  took  the  leadership, 
wrote  out  the  purposes  and  procedures,  and 
published  them,  and  they  have  been  distributed 
widely. 

Why  should  you  have  any  qualms  about 
PSRO?  You  have  had  more  experience  in  peer 
review  than  anyone  I know,  anywhere. 

Shall  we  briefly  put  up  one  more?  Areawide 
comprehensive  health  planning  is  one  that  really 
makes  some  medical  organizations  shake  in  their 
boots.  I know;  I’ve  seen  them  shaking. 

In  the  early  1960s,  Dr.  Jerry  Miller  and  I,  with 
others,  spent  a full  day  in  Miami  Beach  in  con- 
ference with  others  discussing  the  absolute  nec- 
essity for  advance  community-wide  planning  for 
the  proper  utilization  of  all  our  health  facilities 
and  resources. 

Shortly  thereafter.  Sister  Elizabeth,  then  at 
St.  Paul  Hospital,  called  a conference  of  a small 


number  of  health  professionals  for  the  purpose 
of  joint  consideration  and  joint  action.  Drs.  Jerry 
Miller  and  Floyd  Norman,  Rod  Bell,  Roy  Dulak  of 
the  Community  Council,  and  others  participated. 
Within  a few  days  the  three  sponsoring  organiza- 
tions, the  Dallas  Hospital  Council,  the  Communi- 
ty Council  of  Greater  Dallas,  and  the  Dallas 
County  Medical  Society,  called  an  all-day  session 
of  interested  citizens  and  health  professionals, 
and  at  the  conclusion,  you  formed  a partnership 
of  professionals  and  community  representatives 
with  the  charge  to  create  the  North  Texas  Health 
Planning  Council  of  the  Council  of  Governments, 
with  local  subcouncilsto  maintain  local  planning 
and  participation. 

You  have  been  doing  health  planning  in  part- 
nership with  the  community  while  others  have 
been  wondering  what  it’s  all  about. 

With  all  the  winds  of  change  you  need  fear 
only  one  thing:  any  proposal,  or  anythingelse 
that  interferes  with  your  providingthe  very  best 
care  to  your  own  patients.  But  in  the  process  of 
change,  it  is  going  to  take  the  wisdom  of  Solo- 
mon to  know  the  difference. 

This  inspires  me  to  further  verse,  this  time 
from  William  Shakespeare.  In  Julius  Caesar,  Act 
IV,  Cassius  pleads  for  delay  in  action.  Brutus, 
however,  says  to  Cassius: 

There  is  a tide  in  the  affairs  of  men. 

Which,  taken  at  the  flood,  leads  on  to  fortune; 

Omitted,  all  the  voyage  of  their  life 

Is  bound  in  shallows  and  in  miseries. 

On  such  a full  sea  are  we  now  afloat; 

And  we  must  take  the  current  when  it  serves, 

Or  lose  our  ventures. 

My  friends,  the  tide  is  in;  it’s  bringing  change. 
When  it  goes  out,  it  will  take  with  it  a lot  of  cus- 
tom, and  maybe  a little  tradition.  That  is  not 
what  matters. 

The  only  thingthat  matters  is  whose  hand  is 
on  the  helm. 
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You  have  demonstrated  that  you  have  the 
abilities,  the  skills,  the  adaptabilities,  and  the 
courage  to  change  when  change  is  in  order. 

You  have  experienced  the  team  work  and  co- 
ordination that  makes  it  possible  for  you  to  do 
anything  that  you  know  ought  to  be  done. 

I challenge  you  to  meet  these  winds  of  change 
head  on;  carefully  select  those  that  are  best  for 
yourcommunity  and  foryour  patients;  and  then, 
no  matter  what  else — keep  your  hand  on  the 
helm, 

Mr.  Millard  J.  Heath,  Dallas, 

Retiring  Executive  Officer, 

Dallas  County  Medical  Society. 

HEALTH  OF  SMOKERS  AND  OTHERS 

January  11-17  is  National  Education  Week  on 
Smoking,  duringwhich  time  various  agencies  try 
to  focus  attention  on  the  effects  of  tobacco 
smoke  on  health.  The  direct  effects  of  tobacco 
smoke  on  the  smoker’s  respiratory  tract  and 
cardiovascular  system  have  been  well-publicized 
and  are  well-known  by  all  physicians. 

The  ill  effects  of  exhaust  stream  smoke  on 
nonsmokers  have  not  been  so  well  publicized, 
but  have  become  the  focus  of  attention  recently. 
For  instance,  the  children  of  smoking  parents 
will  have  two  to  three  times  the  normal  rate  of 
respiratory  infections.  Also,  a person  entering  a 
room  full  of  cigarette  smoke  will  inhale  the 
equivalent  of  two  cigarettes  in  a short  period  of 
time,  and  often  such  a room  contains  high  levels 
of  carbon  monoxide.  The  exhaust  stream  of  a 
cigarette  contains  perhaps  75%  of  the  tars  and 
particulate  matter,  so  that  someone  in  the  direct 
path  of  a burning  cigarette  might  well  inhale 
more  than  the  smoker. 

The  Texas  Medical  Association  House  of  Dele- 
gates recently  went  on  record  requesting  mem- 


bers and  guests  to  refrain  from  smoking  during 
its  sessions,  committee  meetings,  and  scientific 
functions.  The  American  College  of  Physicians 
for  several  years  has  requested  no  smoking  dur- 
ing its  meetings,  as  have  other  medical  groups. 
Some  organizations  have  asked  that  smokers  sit 
in  one  section  of  the  room  to  reduce  the  pollu- 
tion effect.  Laws  have  been  passed  in  several 
states  banning  smoking  in  public  places  such  as 
hospitals,  elevators,  and  at  public  gatherings. 
Some  restaurants  have  found  that  providing 
areas  for  smokers  has  reduced  the  number  of 
complaints  from  nonsmokers. 

A number  of  techniques  have  been  tried  to 
help  smokers  learn  to  quit,  and  various  cessation 
clinics  operate  under  the  sponsorship  of  Health 
Departments,  the  American  Cancer  Society,  the 
American  Heart  Association,  and  the  American 
Lung  Association.  Further  health  information  or 
help  in  establishinga  cessation  clinic  for  smok- 
ers can  be  obtained  directly  from  these  organiza- 
tions or  from  the  Texas  Interagency  Council  on 
Smoking  and  Health,  1100  West  49th  Street, 
Austin,  Texas  78756. 

Homer  R.  Goehrs,  MD,  Austin,  Chairman, 

Texas  Interagency  Council  on  Smoking  and  Health. 
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FEATURING 


48  GUEST  SPEAKERS 

plus  350  special  and  TMA-member  speakers 

19  SECTION  PROGRAMS 

Allergy,  Digestive  Diseases,  Diseases  of  the  Chest, 
Family  Practice,  Internal  Medicine,  Neurology,  Neu- 
rological Surgery,  Nuclear  Medicine,  Obstetrics  and 
Gynecology,  Ophthalmology,  Otolaryngology,  Path- 
ology, Pediatrics,  Physical  Medicine  and  Rehabilita- 
tion, Psychiatry,  Public  Health,  Radiology,  Surgery, 
Urology. 


AMA  POSTGRADUATE  COURSES 

Courses  to  be  scheduled  Sunday,  May  4,  and  will  be 
acceptable  for  credit  hours  under  Category  I of  the 
AMA's  Physicians'  Recognition  Award. 


Basic  Electrocardiology 


Office  Gynecology 


21  CURBSTONE  CONSULTATIONS  Office  Orthopaedics 

Person-to-person  conversational  discussions  of  cases 
and  problems  of  general  medical  interest. 

Dermatology  for  Nondermatologists 


15  CONTINENTAL  BREAKFAST  PRESENTATIONS 

Have  breakfast  with  a guest  speaker  on  Friday  and 
Saturday  mornings.  Enjoy  coffee  and  rolls  while  the 
speaker  presents  a 15  to  20  minute  lecture.  Then 
participate  in  the  informal  35-minute  open  forum 
that  will  follow. 


36  SPECIALTY  SOCIETY  PROGRAMS 


6 SPECIAL  COMMITTEE  SYMPOSIUMS 


175  SCIENTIFIC  AND  TECHNICAL  EXHIBITS 


FORUM  OF  ORIGINAL  RESEARCH 


PHYSICIANS'  AND  SPOUSES'  ART  EXHIBITION 


SPORTS/ENTERTAINMENT 

Golf,  Tennis,  Fraternity  and  Alumni  Parties,  Class 
Reunions  and  TMA's  Saturday  Night  Fiesta,  featur- 
ing cocktails,  dinner,  dancing,  entertainment. 


MAKE  YOUR  HOTEL 
RESERVATIONS 

$ 

Reservations  not  accepted  by  tele- 
phone. Select  your  first,  second  and 
third  choice  of  hotel  or  motel  from 
the  list  below;  complete  the  housing 
request  form  and  mail  it  to  the  San 
Antonio  Convention  and  Visitors  Bu- 
reau. Preferences  will  be  honored  as 
far  as  possible,  and  confirmation  of 
reservations  will  be  sent  directly  to 
you  from  the  hotel  or  motel. 

La  Mansion  Motor  Hotel  will  serve 
as  Woman's  Auxiliary  Headquarters. 

1 —  Convention  Center 

Scientific  Sessions 
House  of  Delegates  and 
Exhibits 

2 —  Hilton  Palacio  del  Rio  Hotel 

Scientific  Sessions  Headquarters 

3 —  St.  Anthony  Hotel 

Business  Sessions  Headquarters 

5 —  Menger  Hotel  and  Motor  Inn 

Scientific  Sessions 
Co-Headquarters 

6 —  La  Quinta  Motor  Inn 

7 —  Gunter  Hotel 

8 —  Crockett  Motor  Inn 

9 —  El  Tropicano  Motor  Hotel 


REQUEST  FOR  HOTEL  OR  MOTEL  RESERVATIONS 
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10 —  Holiday  Inn — Downtown 

11 —  TraveLodge — Court  House 

Square 

1 2 —  T raveLodge — Alamo 

13 —  Granada  Inn 
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ADVANCE  REGISTRATION 
FORM— FILL  OUT  BOTH  SIDES 
AND  MAIL  TODAY 

Save  time  and  effort  by  reg- 
istering in  advance.  Fill  out  the 
card  at  right,  mail  it  to  TMA, 
and  your  registration  packet 
will  be  waiting  for  you.  There 
is  no  registration  fee  for  TMA 
members. 

A form  for  ordering  tickets  to 
the  General  Meeting  Lunch- 
eon, Saturday  Night  Fiesta, 
and  other  events  is  located  on 
the  back  of  this  Advance  Reg- 
istration card.  Save  even  more 
time  by  ordering  your  tickets 
now. 
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TO  SAVE  TIME  AND  ASSURE  YOUR  TICKET  RESERVATION,  I 

USE  ADVANCE  TICKET  ORDER  FORM  ON  OTHER  SIDE. TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION  MAY  1-4  SAN  ANTONIO 
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USE  THESE  FORMS 
TO  REGISTER  IN  ADVANCE, 
BUY  TICKETS  AND 
MAKE  HOTEL  RESERVATIONS 


HAVE  YOUR  TICKETS  READY  FOR 
YOU  WHEN  YOU  GET  TO  SAN 
ANTONIO 

Avoid  the  lines,  the  last  minute  rush, 
and  the  possibility  of  missing  out  on 
the  TMA  functions  listed  below.  Fill 
out  the  advance  ticket  order  form, 
mail  it  to  TMA  with  your  check,  and 
your  tickets  will  be  waiting  for  you. 


GENERAL  MEETING  LUNCHEON 

Friday,  May  2,  12:30  p.m..  Conven- 
tion Center.  Featured  speaker  will  be 
Malcolm  C.  Todd,  M.D.,  President, 
American  Medical  Association,  Long 
Beach,  California. 


SATURDAY  NIGHT  FIESTA 

A fun  Saturday  featuring  cocktails, 
dinner,  dancing,  entertainment.  Sat- 
urday, May  3,  7:00  p.m..  Convention 
Center. 


CONTINENTAL  BREAKFAST 
PRESENTATIONS 

Friday,  May  2 and  Saturday,  May  3, 
8:15-9:30  a.m.  Convention  Center. 
There  is  no  charge,  but  attendance 
is  limited  and  tickets  necessary.  Have 
coffee  and  rolls  with  a guest  speaker, 
then  participate  in  an  informal  dis- 
cussion period. 


TEXAS 

MEDICAL 


ANNUAL  SESSION 
SAN  ANTONIO 
MAY  1-4, 1975 


48  GUEST  SPEAKERS  plus  350  special  and  TMA-member  speakers 


ROBERT  BLAESE,  M.D. 

Bethesda,  Md. 

internal  medicine:  pediatrics 

lAMES  W.  BURKS,  M.D. 

New  Orleans,  La.,  dermatology 

DONALD  L.  COOPER,  M.D. 

Stillwater,  Okla.,  sports  medicine 

HENRY  V.  CROCK,  M.D. 

Melbourne,  Vic.,  Australia 
orthopaedic  surgery 

WILLIAM  A.  DANIEL,  |R.,  M.D. 
Birmingham,  Ala.,  pediatrics 

JOHN  DONNELLY,  M.D. 

Hartford,  Conn.,  psychiatry 

GILBERT  C.  EADE,  M.D. 

Seattle,  Wash.,  plastic  surgery 

JAMES  B.  FIELD,  M.D. 

Pittsburgh,  Pa.,  internal  medicine 
(endocrinology) 

ERIC  W.  FONKALSRUD,  M.D. 

Los  Angeles,  Calif.,  pediatric  surgery 

BEN  I.  FRIEDMAN,  M.D. 

Memphis,  Tenn.,  nuclear  medicine 

lAMES  L.  GERMAN,  M.D. 

New  York,  N,Y,,  internal  medicine; 
human  genetics 

MICHAEL  E.  GLASSOCK,  III,  M.D. 
Nashyille,  Tenn.,  otology  and 
neuro-otology 

MORTON  G.  GLICKMAN,  M.D. 

New  Haven,  Conn.,  diagnostic  radiology 


JOSEPH  DE  LAY  GODFREY,  M.D. 

Buffalo,  N.Y.,  sports  medicine 

MANUEL  R.  GOMEZ,  M.D. 

Rochester,  Minn.,  pediatric  neurology 

ROBERT  B.  GREENBLATT,  M.D. 

Augusta,  Ga.,  obstetrics  and  gynecology 

PATRICK  H.  HANLEY,  M.D. 

New  Orleans,  La.,  colon  and  rectal  surgery 

D.  F.  N.  HARRISON,  M.D. 

London,  England,  otolaryngology 

EUGENE  M.  HELVESTON,  M.D. 
Indianapolis,  Ind.,  ophthalmology 

GEORGE  T.  HOFFMANN,  M.D. 

Phoenix,  Ariz.,  neurological  surgery 

EDWARD  H.  HON,  M.D. 

Los  Angeles,  Calif.,  obstretrics  and 
gynecology 

JOHN  C.  HUME,  M.D. 

Baltimore,  Md.,  public  health 

LOUIS  J.  IGNARRO,  Ph  D. 

New  Orleans,  La.,  pharmacology 

GEORGE  H.  KRAFT,  M.D. 

Seattle,  Wash.,  physical  medicine 
and  rehabilitation 

CARROLL  M.  LEEVY,  M.D. 

Newark,  N.J.,  internal  medicine 
(digestive  diseases) 

EDWARD  A.  NALEBUFF,  M.D. 

Brookline,  Mass.,  orthopaedic  surgery 

ALAN  B.  P.  NG,  M.D. 

Cleveland,  Ohio,  pathology 


BERGEIN  F.  OVERHOLT,  M.D. 

Knoxville,  Tenn.,  gastroenterology 

STANLEY  F.  PATTEN,  JR.,  M.D. 
Rochester,  N.Y.,  pathology 

HOMER  B.  C.  REED,  Ph  D. 

Boston,  Mass.,  psychology 

DAVID  R.  SANDERSON,  M.D. 

Rochester,  Minn.,  internal  medicine 
(pulmonary  diseases) 

JOSEPH  D.  SARGENT,  M.D. 

Topeka,  Kan.,  internal  medicine 
(psychosomatics) 

PERITZ  SCHEINBERG,  M.D. 

Miami,  Fla.,  neurology 

RICHARD  D.  STEWART,  M.D. 
Milwaukee,  Wis.,  occupational  medicine 

ELBERT  P.  TUTTLE,  JR.,  M.D. 

Atlanta,  Ga.,  internal  medicine 
(cardiovascular  diseases) 

JOHN  P.  UTZ,  M.D. 

Washington,  D.C.,  internal  medicine 
(infectious  diseases) 

RICHARD  C.  WEBSTER,  M.D. 

Brookline,  Mass.,  plastic  surgery 

LAWRENCE  A.  WINOGRAD,  M.D. 
Denver,  Colo.,  ophthalmology  (surgery) 


GENERAL  MEETING 
LUNCHEON  SPEAKER 

MALCOLM  C.  TODD,  M.D. 

President,  American  Medical  Association 
Long  Beach,  Calif. 


CONTINENTAL  BREAKFAST  PRESENTATIONS 


Friday,  May  2,  8:15-9:30  a.m. 

1.  TECHNIQUES  FOR  MINIMIZING  SURGICAL 
SCARS 

Gilbert  C.  Fade,  M.D. 

Seattle,  Washington 

2.  WHEN  AND  HOW  TO  MANAGE  CHEST  WALL 
DEFORMITIES 

Eric  W.  Fonkalsrud,  M.D. 

Los  Angeles,  California 

3.  OBSTETRICS/CYNECOLOCY  TOPIC 
Robert  B.  Creenblatt,  M.D. 

Augusta,  Georgia 

4.  DIAGNOSIS  AND  TREATMENT  OF  COLON 
LESIONS 

Patrick  H.  Hanley,  M.D. 

New  Orleans,  Louisiana 
and 

Bergein  F.  Overholt,  M.D. 

Knoxville,  Tennessee 

5.  BEWARE  OF  THE  SPRAINED  FINGER 
Edward  A.  Nalebuff,  M.D, 

Brookline,  Massachusetts 

6.  INFECTIONS  IN  PATIENTS  WITH  IMPAIRED 
IMMUNOLOGICAL  DEFENSES 

John  P.  Utz,  M.D. 

Washington,  D.  C. 


Saturday,  May  3,  8:15-9:30  a.m. 

7.  PICTORIAL  VIEW  OF  ADOLESCENT  PROBLEMS 
William  A.  Daniel,  Jr.,  M.D. 

Birmingham,  Alabama 

8.  DIFFERENTIAL  DIAGNOSIS  OF  HYPOGLYCEMIA 
James  B.  Field,  M.D. 

Pittsburgh,  Pennsylvania 

9.  TUMOR  LOCALIZATION  WITH 
RADIONUCLIDES 

Ben  I.  Friedman,  M.D. 

Memphis,  Tennessee 

10.  PEDIATRIC  OPHTHALMOLOGY  POTPOURRI 
Eugene  M.  Helveston,  M.D. 

Indianapolis,  Indiana 

11.  LIVER  AND  DRUG  METABOLISM 
Carroll  M.  Leevy,  M.D. 

Newark,  New  Jersey 

12.  CERVICAL  DYSPLASIA 
Stanley  F.  Patten,  Jr.,  M.D. 

Rochester,  New  York 

13.  USE  OF  BIOFEEDBACK  IN  THE  TREATMENT 
OF  HEADACHE  PROBLEMS 

Joseph  D.  Sargent,  M.D. 

Topeka,  Kansas 


TEXAS  MEDICAL  ASSOCIATION 


SALVADOR,  RIO  DE  JANEIRO,  SANTOS/SAO  PAULO,  MAR  DEL  PLATA, 
f BUENOS  AIRES,  MONTEVIDEO.  YOUR  SOUTH  AMERICAN  ADVENTURE  AWAITS. 


Join  us  for  two  sun-filled  weeks  aboard 
the  chartered  Golden  Odyssey.  Stopping 
at  6 magnificent  ports  of  call.  Come  be  a 
part  of  lush  tropical  rain  forests,  towering 
mountains,  glistening-white  beaches, 
ageless  historical  ruins,  casinos, and  unique 
works  of  art  in  jewelry,  leather,  glass  and 
antiques.  Come  with  us.  We  promise  you 
an  unforgettable  trip. 


OUR  TAKE  IT  EASY  CRUISE  . . . 
FOR  A MOST  RELAXING  PRICE 
from  $1098  to  $1598 

i INCLUDES:  Direct  chartered  flights  via 
f-„  _ World  Airways,  new  Royal  Cruise  Line 


luxury  ship  GOLDEN  ODYSSEY,  optional  shore 
excursions,  superb  international  cuisine,  time  to 
shop  and  relax,  70  lb.  luggage  allowance,  and  a cruise  staff 
always  available  to  assist  you. 

Another  non-regimented  INTRAV  deluxe  adventure 

DEPARTS  MARCH  3,  1975 

FROM  DALLAS-FORT  WORTH  & HOUSTON 


SEND  TO:  TEXAS  MEDICAL  ASSOCIATION 

SOUTH  AMERICAN  ADVENTURE 

1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 

Enclosed  is  mv  check  for  $ (SlOO  ner  oer.son) 

as  deposit. 

NAME 

ADDRESS 

CITY 

STATE 

PHONE 

ZIP 

Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows; 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  freque 
and/or  severity  of  grand  mal  seizures  i 
require  increased  dosage  of  standard  < 
convulsant  medication;  abrupt  withdra 
may  be  associated  with  temporary  in- 
crease in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous 
gestion  of  alcohol  and  other  CNS  depr( 
sants.  Withdrawal  symptoms  (similar  1 
those  with  barbiturates  and  alcohol)  h. 
occurred  following  abrupt  discontinua 
(convulsions,  tremor,  abdominal  and  r 
cle  cramps,  vomiting  and  sweating).  K 
addiction-prone  individuals  under  carr 


I 


respond  to  one 


in  me  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium, 

(diazepam) 

2-mg,  5-nig,  10-mg  tablets 


According  to  her  major 
iptoms,  she  is  a psychoneu- 
ic  patient  with  severe 
dety.  But  according  to  the 
cription  she  gives  of  her 
lings,  part  of  the  problem 
y sound  like  depression, 
is  is  because  her  problem, 
lOugh  primarily  one  of  ex- 
sive  anxiety,  is  often  accom- 
ued  by  depressive  symptom- 
logy.  Valium  (diazepam) 
provide  relief  for  both— as 
excessive  anxiety  is  re- 
ed, the  depressive  symp- 
us  associated  with  it  are  also 
jm  relieved. 

I There  are  other  advan- 
jes  in  using  Valium  for  the 
ffagement  of  psychoneu- 
c anxiety  with  secondary 
iressive  symptoms:  the 
chotherapeutic  effect  of 
ium  is  pronounced  and 
id.  This  means  that  im- 
vement  is  usually  apparent 


ij  /eillance  because  of  their  predisposi- 
I to  habituation  and  dependence.  In 
jgnancy,  lactation  or  women  of  child- 
j ring  age,  weigh  potential  benefit 
inst  possible  hazard. 
i|  :autions:  If  combined  with  other  psy- 
5 tropics  or  anticonvulsants,  consider 
fe?fully  pharmacology  of  agents  em- 
ped;  drugs  such  as  phenothiazines, 
(ii:otics,  barbiturates,  MAO  inhibitors 
31  other  antidepressants  may  potentiate 
(I  ction.  Usual  precautions  indicated  in 
Kients  severely  depressed,  or  with  latent 
({ression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  ItIC. 

Nutley,  New  Jersey  07110 


Constructive  leadership  or  rude  shock? 


For  the  past  two  weeks  the  press  has 
carried  such  pronouncements  as  the 
following:  Sen.  Hubert  Humphrey  (D- 
Minn) : “The  94th  Congress  must  pro- 
duce on  the  issue  [National  Health  In- 
surance] House  Speaker  Carl  Al- 
bert: “NHI  is  veto  proof.”  Leonard 
Woodcock,  president,  United  Auto 
Workers:  “A  majority  of  the  new 
Congress  has  pledged  to  support  na- 
tional health  insurance  as  part  of  the 
Social  Security  system.  House  health 
subcommittee  chairman  Paul  Rogers: 
That  the  soon  to  be  passed  manpower 
bill  will  help  give  better  distribution 
of  medical  manpower. 

Add  to  these  quotes  a speech  deliver- 
ed by  Jay  Constantine  (Senate  finance 
committee  staff  member)  at  a recent 
Institute  of  Medicine  meeting  in 
Washington,  DC,  and  the  average 
physician  becomes  convinced  that  the 
“Feds”  are  out  to  “get”  him. 

Mr.  Constantine  gave  poor  marks 
to  everyone  involved  in  PSRO  develop- 
ment, particularly  the  AMA  for  pro- 
posing “cute”  amendments  to  the  law. 
He  wants  PSRO  administered  by  the 
Social  Security  Administration,  being 
convinced  that  HEW  is  unable  to  ac- 
complish the  task  properly.  He  ex- 
presses concei’n  for  the  bureaucratic 
empire-building  and  infighting  which 
is  occurring  in  HEW,  stating  that  Dr. 
Henry  Simmons’  outfit  is  top-heavy 
( Simmons  is  HEW’s  program  director 
for  PSROs) . Too,  he  deplores  the  ap- 
pearance of  personnel  from  regional 
medical  program  and  comprehensive 
health  planning  (which  he  character- 
izes as  discredited  bureaucracies) , on 
the  PSRO  scene. 

In  a rare  moment  of  candor,  Mr. 
Constantine  admits  to  serious  prob- 
lems on  the  question  of  confidentiality 
of  records,  which  presents  a gray,  sen- 
sitive area  loaded  with  unpredictable 
consequences.  Perhaps  the  most  en- 
couraging statement  he  made  in  the 
entire  speech  was  an  admission  that 
PSRO  had  no  hard-and-fast,  articulate 


advocates  on  Capitol  Hill  except  Sena- 
tor Bennett.  It  is  quite  clear  that  staf- 
fers of  the  Senate  Finance  Committee 
are  the  chief  advocates  of  this  new 
concept  of  controlling  medical  costs. 
There  appears  to  be  too  much  urgency 
in  having  an  effective  control  mecha- 
nism in  operation  before  the  passage 
of  NHI  legislation. 

There  is  little  doubt  that  a militant- 
ly  vocal  group  in  Congress  will  rein- 
troduce the  Kennedy-Griff  iths  type 
NHI  legislation,  which  is  ill  conceiv- 
ed, expensive,  and  utterly  unwork- 
able. 

Unless  an  improbable,  constructive 
leadership  emerges  on  the  national 
scene  within  the  next  two  years  to  con- 
trol government  spending  in  all  areas, 
this  republic  is  due  for  a rude  shock. 


E.  W.  Schmidt,  MD,  President, 
Texas  Medical  Association. 
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this  1975  Texas  Continuing  Education 
Directory  for  Physicians,  the  fifth  to  be 
published  by  the  Texas  Medical  Associa- 
tion in  TEXAS  MEDICINE,  lists  150  courses 
and  meetings  of  51  medical  organizations 
scheduled  in  the  state  this  year.  The  first 
directory,  printed  in  1971,  listed  43  contin- 
uing education  courses. 

Courses  contained  in  this  directory  are 
listed  alphabetically  by  the  specialty  cate- 
gories previously  adopted  by  the  American 
Medical  Association.  Courses  for  other 
than  those  specified  categories  are 
grouped  at  the  end  of  the  listings  under  the 
subject  heading  “OTHER."  Courses  which 
may  be  listed  under  more  than  one  subject 
are  cross-referenced  as  requested  by 
course  sponsors.  Within  their  categories, 
courses  appear  as  scheduled  during  the 
calendar  year. 

A calendar  index  by  month  is  carried  on 
page  D16.  Leading  that  list,  under  the  sub- 
head “BY  ARRANGEMENT,"  are  courses 
available  at  other  than  specific  dates.  All 
known  major  medical  meetings  for  physi- 
cians scheduled  in  Texas  during  1975  are 
listed  on  pages  DIB  - D19 . 

For  space  reasons,  the  following  abbrevi- 
ations are  used  throughout  this  directory: 
AAFP,  for  American  Academy  of  Family 
Physicians;  AMA,  for  American  Medical 
Association;  and,  UT,  to  designate 
branches  of  The  University  of  Texas 
System. 

This  directory  was  compiled  and  prepared 
by  the  TEXAS  MEDICINE  staff  as  a part  of 
the  Texas  Medical  Association's  continuing 
education  services  approved  by  the  Com- 
mittee on  Continuing  Education.  Reprints 
of  this  directory  are  being  made  available  to 
all  physicians  in  Texas. 

Institutions  or  organizations  who  wish  to 
be  listed  in  future  directories  should  con- 
tact Marilyn  Baker,  Managing  Editor,  TEXAS 
MEDICINE,  1801  N.  Lamar  Blvd.,  Austin,  TX 
78701  by  September  30,  1975. 


ADOLESCENTS'  MEDICAL  CARE 


TITLE:  Health  Care  for  Adolescents — 
Interdisciplinary  Approach 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  To  be  determined 
DATE:  August  8-9,  1975 

DURATION:  Continuous;  2 days;  10  total  course 
hours 

FEE:  Physicians,  $70;  others,  $40 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT:  10  prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  patient  demonstration 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health 
Science  Center  at  San  Antonio,  7703  Floyd  Curl 
Dr.,  San  Antonio  78284 

ANESTHESIOLOGY 


TITLE:  Preceptorship  in  Anesthesiology 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  By  arrangement  with  applicant 

DURATION:  To  be  arranged  individually 

FEE:  To  be  negotiated 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Bedside  rounds,  enrollee 
observes  procedure,  enrollee  performs  procedure, 
laboratory  work 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Anesthesiology 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATION  OF  COURSE:  UT  Health  Science  Center 
at  Houston 

DATE:  February,  1975 

FEE:  Not  determined 

DESIGNED  FOR:  Physicians,  Surgeons 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question 


CONTACT:  Dr.  Grant  Taylor,  Director,  Division 
of  Continuing  Education,  UT  Health  Science  Center 
at  Houston,  PO  Box  20367,  Houston  77025 


TITLE:  22nd  Annual  Anesthesiology  Review 
Course 

SPONSORS:  Society  of  Air  Force  Anesthesiologists, 
Lackland  Air  Force  Base 

LOCATION  OF  COURSE:  Hilton  Hotel  Palacio  del 
Rio,  San  Antonio 

DATE:  June  9-13,  1975 

DURATION:  Continuous;  5 days;  32  total  course 
hours 

FEE:  $75 

DESIGNED  FOR:  General  practice  and  part  time 
speciality;  Full  time  specialty 

ENROLLMENT:  Maximum,  1,000 

CREDIT:  32  hours 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel 

CONTACT:  Col.  Francis).  Dannemiller,  MD, 
Program  Director,  Wilford  Hall  USAF  Medical 
Center,  PSC  8,  Box  368865,  Lackland  AFB  78236 


TITLE:  Acupuncture,  Current  Status  (See  GENERAL 
MEDICINE) 

ARTHRfTIS  & RHEUMATISM 


TITLE:  Therapeutics  Seminars 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science  Center 
at  San  Antonio 

DATE:  September,  1974— May  29,  1975 

DURATION:  Intermittent;  18  weeks;  Thursdays, 
12:30  p.m.;  1 hour  instruction  per  day 

FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  telephone  or  radio 

CONTACT : Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Postgraduate  Course  in  Arthritis  and 
Rheumatic  Disease 

SPONSORS:  Rheumatic  Disease  Section,  Baylor 
College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  To  be  announced 

DATE:  February  8,  1975 


— D2— 


DURATION:  1 day 
FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Minimum,  100;  Maximum,  500 

TEACHING  METHODS:  Lecture,  open  question, 
panel 

CONTACT:  Dr.  lohn  T.  Sharp,  Professor  of  Medicine, 
Chief  of  Rheumatic  Diseases,  Baylor  College  of 
Medicine,  1200  Moursund  Ave.,  Houston  77025 


TITLE:  Arthritis  Symposium  on  Office  Practice 

SPONSORS:  West  Texas  Chapter,  Arthritis 
Foundation,  Midland;  Texas  Tech  University  School 
of  Medicine,  Lubbock 

LOCATION  OF  COURSE:  Villa  Inn  Motel,  Amarillo 
DATE:  November  8,  1975 
DURATION:  1 day;  7 hours  of  instruction 
FEE:  $20 

DESIGNED  FOR:  Practicing  physicians  and 
residents;  Full  time  specialty  in  Internal  Medicine, 
Arthritis  & Rheumatism 

ENROLLMENT:  Minimum,  10 

CREDIT:  7 hours,  AAFP;  Category  I , AMA 
Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar;  Special  guest 
lecturer.  Dr.  Ronald  Kaye,  Palo  Alto,  CA 

CONTACT:  Dr.  Charles  W.  Seward,  President, 
Panhandle  Division,  Arthritis  Foundation  Medical 
Board,  PO  Box  3460,  Amarillo  79106 

BASIC  SCIENCES:  BIOCHEMISTRY 


TITLE:  Biochemistry  Seminar 

SPONSORS:  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Baylor  College  of 
Medicine,  Houston 

DATE:  September  15,  1975 — May  14,  1976 

DURATION:  Intermittent;  30  sessions  on  Thursdays; 
1 hour  instruction  per  day 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  seminar 

CONTACT:  Dept,  of  Biochemistry,  Baylor  Col  lege  of 
Medicine,  1200  Moursund  Ave.,  Houston  77025 

BASIC  SCIENCES:  MICROBIOLOGY  & 
IMMUNOLOGY 


TITLE:  Current  Developments  in  Immunology  & 
Microbiology 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  March  15-16,  1975 

DURATION:  Continuous;  2 days;  10  total  course 
hours 

FEE:  $80 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Minimum,  40 

CREDIT:  10  prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 


TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Workshop  in  Immunology 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  June  12-15,  1975 

DURATION:  Continuous;  30  total  course  hours 

FEE:  $150 

DESIGNED  FOR:  Full  time  specialty 

ENROLLMENT:  Minimum,  40;  maximum,  50 

CREDIT:  30  prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
enrollee  observes  procedure,  laboratory  work, 
lecture,  open  question,  seminar 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 

BASIC  SCIENCES:  PHARMACOLOGY 


TITLE:  Medical  Pharmacology 

SPONSORS:  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Baylor  College  of 
Medicine,  Houston 

DATE:  )anuary-May,  1975 

DURATION:  Intermittent;  64  sessions;  1 Vj  hours 
instruction  per  day;  90  total  course  hours 

FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Audiovisual  materials, 
clinical  conference,  lecture,  open  question 

CONTACT:  Dr.  Harris  Busch,  Baylor  College  of 
Medicine,  1200  Moursund  Ave.,  Houston  77025 


TITLE:  Medical  Therapeutics 

SPONSORS:  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Baylor  College  of 
Medicine,  Houston 

DATE:  January-February,  1975 

DURATION:  Intermittent;  24  days;  3 hours 
instruction  per  day 

FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Maximum,  50 

TEACHING  METHODS:  Audiovisual  materials, 
clinical  conference,  lecture,  open  question, 
seminar 

CONTACT:  Dr.  Harris  Busch,  Baylor  College  of 
Medicine,  1200  Moursund  Ave.,  Houston  77025 

BASIC  SCIENCES:  PHYSIOLOGY 

TITLE:  Applied  Biophysics 

SPONSORS:  Baylor  College  of  Medicine,  Houston 


LOCATION  OF  COURSE:  Baylor  College  of 
Medicine,  Houston 

DATE:  Arranged  with  applicant 

DURATION:  Continuous,  by  arrangement  with 
applicant 

FEE:  None 

TEACHING  METHODS:  Audiovisual  materials, 
enrollee  observes  procedure,  enrollee  performs 
procedure,  laboratory  work,  lecture,  open  question, 
seminar,  programmed  instruction,  television 

CONTACT:  Dr.  Robert  L.  Vick,  Professor  of 
Physiology,  Baylor  College  of  Medicine,  1200 
MoursuncI  Ave.,  Houston  77025 


TITLE:  Cellular  Aspect  of  Adult  Bone  Physiology  and 
Pathology:  Individual  Long-term  Effects  of  Disuse 
and  Bed  Rest 

SPONSORS:  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Baylor  College  of 
Medicine,  Houston 

DATE:  By  arrangement  with  applicant 

DURATION:  1 day;  2 hours  instruction 

DESIGNED  FOR:  Full  time  specialty  in  Physical 
Medicine  & Rehabilitation,  Neurology 

TEACHING  METHODS:  Audiovisual  materials, 
lecture 

CONTACT:  Dr.  ).  Walker,  Director, 
Neuroendocrinology  Laboratory,  Baylor  College 
of  Medicine,  1200  Moursund  Ave,,  Houston  77025 


TITLE:  Research  Projects  & Reading  Courses  in 
Cardiovascular,  Respiratory,  Neurophysiology 

SPONSORS:  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Baylor  College  of 
Medicine,  Houston 

DATE:  Arranged  with  applicant 

DURATION:  Continuous,  by  arrangement  with 
applicant 

FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Audiovisual  materials, 
enrollee  observes  procedure,  enrollee  performs 
procedure,  laboratory  work,  lecture,  open  question, 
programmed  instruction,  seminar,  television 

CONTACT:  Dr.  Robert  L.  Vick,  Professor  of 
Physiology,  Baylor  College  of  Medicine,  1 200 
Moursund  Ave.,  Houston  77025 


TITLE:  History  of  Physiology  and  Medicine 

SPONSORS:  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Baylor  College  of 
Medicine,  Houston 

DATE:  Starting — March  31,  1975;  )une,  1975; 
September  2,  1975;  Ending — End  of  each  quarter 

DURATION:  Intermittent;  7-15  days,  depending 
upon  the  quarter;  1 '72  hours  instruction  per  day; 
10y2-22y2  total  course  hours,  depending  upon 
quarter 

FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  opren  question 

CONTACT:  Dr.  Robert  L.  Vick,  Professor  of 
Physiology,  Baylor  College  of  Medicine,  1200 
Moursund  Ave.,  Houston  77025 
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TITLE:  Vectorial  Analysis  of  Electrocardiogram 

SPONSORS:  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Baylor  College  of 
Medicine,  Houston 

DATE:  Starts  July,  1975 

DURATION:  Continuous;  12  days;  116  hours 
instruction  per  day 

FEE:  None 

ENROLLMENT:  Minimum,  10;  maximum,  100 
CREDIT:  18  hours 

TEACHING  METHODS:  Audiovisual  materials, 
enrollee  observes  procedure,  enrollee  performs 
procedure,  laboratory  work,  lecture,  open  question, 
television 

CONTACT:  Dr.  Robert  L.  Vick,  Professor  of 
Physiology,  Baylor  College  of  Medicine,  1200 
Moursund  Ave.,  Houston  77025 


TITLE:  Exercise  Physiology  in  Heart  Disease 

SPONSORS:  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Texas  Institute  for 
Rehabilitation  and  Research,  Houston 

DATE:  December  1-4,  1975 

DURATION:  Continuous;  5 days;  variable  hours 
instruction  per  day;  15  total  course  hours 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT:  15  hours 

TEACHING  METHODS:  Audiovisual  materials, 
enrollee  observes  procedure,  enrollee  performs 
procedure,  laboratory  work,  lecture,  open  question, 
patient  demonstration 

CONTACT:  Dr.  Robert  L.  Vick,  Professor  of 
Physiology,  Baylor  College  of  Medicine,  1 200 
Moursund  Ave.,  Houston  77025 

BASIC  SCIENCES:  OTHER 


TITLE:  Third  Annual  Texas  Medical  Center 
Symposium  on  the  Application  of  Nutrition  in  the 
Health  Sciences 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATION  OF  COURSE:  Jesse  H.  Jones  Library 
Bldg.,  Houston 

DATE:  February  7-8,  1975 

DURATION:  Continuous;  2 days 

FEE:  Not  determined 

DESIGNED  FOR:  Physicians,  Nutritionists, 
Technicians 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel 

CONTACT:  Dr.  Grant  Taylor,  Director,  Division  of 
Continuing  Education,  UT  Health  Science  Center  at 
Houston,  TO  Box  20367,  Houston  77025 


TITLE:  12th  Symposium  on  Biomathematics  and 
Computer  Science  in  the  Life  Sciences 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATION  OF  COURSE:  UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor  Institute,  Houston 

DATE:  March  27-29,  1975 

DURATION:  Continuous;  2 days 

FEE:  Not  determined 


TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel  (Abstracts  must  be 
submitted) 

CONTACT:  Dr.  Grant  Taylor,  Director,  Division  of 
Continuing  Education,  UT  Health  Science  Center  at 
Houston,  TO  Box  20367,  Houston  77025 

CARDIOVASCULAR  DISEASE 


TITLE:  Clinical  Cardiology  for  the  Practicing 
Physician 

SPONSORS:  UT  Southwestern  Medical  School  at 
Dallas;  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

LOCATION  OF  COU  RSE;  UT  Southwestern  Medical 
School  at  Dallas 

DATE:  By  arrangement  with  applicant 
DURATION:  Intermittent;  1 day  per  week;  8 weeks 
FEE:  $75 

DESIGNED  FOR:  Full  time  specialty 

CONTACT:  Dr.  Geo.  J.  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  24th  Annual  Scientific  Session 

SPONSORS:  American  College  of  Cardiology 

LOCATION  OF  COURSE:  Albert  Thomas 
Convention  and  Exhibit  Complex,  Houston 

DATE:  February  10-13,  1975 

DURATION:  Continuous:  4 days;  3716  total  course 
hours 

FEE:  Nonmembers,  $100 

CREDIT:  Category  I,  AMA  Physician's  Recognition 
Award 

TEACHING  METHODS:  Audiovisual  materials, 
bedside  rounds,  clinical  conference,  enrollee 
observes  procedure,  enrollee  performs  procedure, 
lecture,  live  clinic,  open  question,  panel,  patient 
demonstration,  seminar,  telephone,  television 

CONTACT:  Patrick  A.  Ziarnik,  Director,  Annual 
Scientific  Session  Dept.,  American  College  of 
Cardiology,  9650  Rockville  Pike,  Bethesda,  MD 
20014 


TITLE:  Cardiovascular  Problems:  Pathophysiological 
and  Clinical  Considerations 

SPONSORS:  American  College  of  Physicians;  UT 
Southwestern  Medical  School,  Dallas 

LOCATION  OF  COURSE:  Marriott  Hotel,  Dallas 

DATE:  March  6-8,  1975 

DESIGNED  FOR:  Specialists  in  internal  medicine 
and  related  fields 

CONTACT:  Registrar,  Postgraduate  Courses,  ACP, 
4200  Pine  St.,  Philadelphia,  PA  19104 


TITLE:  Clinical  Cardiology  Course 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATION  OF  COURSE:  UT  Health  Science  Center 
at  Houston 

DATE:  March  19-April  15,  1975 

DURATION:  Intermittent 

FEE:  Not  determined 

TEACHING  METHODS:  Lecture 

CONTACT:  Dr.  Grant  Taylor,  Director,  Division 
of  Continuing  Education,  UT  Health  Science  Center 
at  Houston,  PO  Box  20367,  Houston  77025 


TITLE:  Core  Curriculum:  Myocardial  Biology  in 
Health  and  Disease — 1975 

SPONSORS:  American  College  of  Cardiology; 
Baylor  College  of  Medicine,  Houston;  Methodist 
Hospital,  Houston 

LOCATION  OF  COURSE:  Holiday  Inn  Medical 
Center,  Houston 

DATE:  May  16-18,  1975 

DURATION:  Continuous;  3days;  7 hours  instruction 
per  day 

FEE:  ACC  Members,  $100;  nonmembers,  $150 

CREDIT:  Category  I,  AMA  Physician's  Recognition 
Award 

TEACHING  METHODS:  Audiovisual  materials, 
laboratory  work,  lecture,  open  question,  panel, 
programmed  instruction,  television 

CONTACT:  Mary  Anne  Mclnerny,  Director,  Dept, 
of  Continuing  Education  Programs  for  American 
College  of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  MD  20014 


TITLE:  Texas  Heart  Institute  Sixth  Annual  Symposium 

SPONSORS:  Texas  Heart  Institute,  Houston 

LOCATION  OF  COURSE:  Texas  Children's  Hospital 
Auditorium,  Houston 

DATE:  May  29-31,  1975 

DURATION:  Continuous;  4 hours,  Thursday;  8 
hours,  Friday;  4 hours,  Saturday 

FEE:  $50 

ENROLLMENT:  Maximum,  250 

CREDIT:  16  hours,  AAFP 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel,  programmed 
instruction,  seminar,  closed  circuit  television 

CONTACT:  Dr.  Robert  J.  Hall,  Medical  Director, 
Texas  Heart  Institute,  One  Bates  Avenue,  Houston 
77025 


TITLE:  Symposium  on  Cardiovascular  Disease 

SPONSORS:  American  Heart  Association,  Texas 
Affiliate,  San  Antonio  Chapter;  UT  Health  Science 
Center  at  San  Antonio 

LOCATION  OF  COURSE:  St.  Anthony  Hotel,  San 
Antonio 

DATE:  June  20,  1975 

DURATION:  1 day;  7 total  hours  instruction 
FEE;  To  be  announced 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Unlimited 

CREDIT:  AAFP  elective 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel,  programmed 
instruction,  seminar 

CONTACT:  Dr.  Robert  Talley,  Chairman,  Planning 
Committee,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Dr.,  San  Antonio  78284 


TITLE:  Spring  Seminar  (See  GENERAL  MEDICINE) 


TITLE:  Annual  Meeting  (See  SURGERY) 


TITLE;  Cardiovascular  Problems:  Pathophysiological 
and  Clinical  Considerations  (See  INTERNAL 
MEDICINE) 


TITLE:  Therapeutics  Seminar  (See  ARTHRITIS  & 
RHEUMATISM) 


— D4— 


CHEST  DISEASE 


TITLE:  Therapeutics  Seminars  (See  ARTHRITIS  & 
RHEUMATISM) 

ELECTROCARDIOGRAPHY 


TITLE:  Advanced  EKC 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  September  13-14,  1975 

DURATION:  Continuous;  2 days;  10  total  hours 
instruction 

FEE  $75 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Minimum,  20;  maximum,  60 

CREDIT:  10  prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
clinical  conference,  enrollee  observes  procedure, 
enrollee  performs  procedure,  seminar,  television 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 

ENDOCRINOLOGY 


TITLE:  Reproductive  Medicine  and  Endocrinology 

SPONSORS:  UT  Medical  School  at  Houston; 
Memorial  Hospital  System-Central  Unit,  Houston 

LOCATION  OF  COURSE:  Memorial  Hospital 
System-Central  Unit,  Houston 

DATE:  September,  1974 — June,  1975 

DURATION:  Intermittent;  10  days;  one  Tuesday 
each  month 

FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Maximum,  25 

CREDIT:  1 prescribed  hour,  AAFP 

TEACHING  METHODS:  Clinical  conference, 
lecture,  open  question,  patient  demonstration 

CONTACT:  Dr.  Emil  Steinberger,  Professor  and 
Director,  Program  in  Reproductive  Biology  and 
Endocrinology,  UT  Medical  School  at  Houston,  6400 
W.  Cullen  St.,  Houston  77025 


TITLE:  Endocrine  Vignettes 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATIONOFCOURSE:  UT  Health  ScienceCenter 
at  Houston 

DATE:  May  6-27,  1975 

DURATION:  Intermittent;  4 days;  4 weeks;  2 hours 
instruction  per  day 

FEE:  Not  determined 

TEACHING  METHODS:  Lecture 

CONTACT:  Dr.  Grant  Taylor,  Director,  Division  of 
Continuing  Education,  UT  Health  Science  Center  at 
Houston,  PO  Box  20367,  Houston  77025 

FRACTURES 


TITLE:  What's  New  in  Management  of  Fractures 


SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  La  Posada  Motor  Hotel, 
Laredo 

DATE:  October  25-26,  1975 

DURATION:  Continuous;  2 days;  12  total  hours 
instruction 

FEE:  $85 

DESIGNED  FOR:  General  practice  and  part  time 
specialty 

ENROLLMENT:  Minimum,  30 

CREDIT:  1 2 prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
enrollee  observes  procedure,  enrollee  performs 
procedure,  lecture,  open  question,  patient 
demonstration 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  S^an  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 

GASTROENTEROLOGY 


TITLE:  William  Beaumont  Gastrointestinal 
Symposium 

SPONSORS:  William  Beaumont  Army  Medical 
Center,  El  Paso 

LOCATION  OF  COURSE:  William  Beaumont  Army 
Medical  Center,  El  Paso 

DATE:  March  19-21,  1975 

DURATION:  Continuous;  3 days;  4 hours 
instruction  per  day 

FEE:  None 

DESIGNED  FOR:  Gastroenterologists,  General 
Surgery 

ENROLLMENT:  Minimum,  100;  maximum,  350 

CREDIT:  12  elective  hours,  AAFP 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel 

CONTACT:  Col.  J.  Loren  Pitcher,  MD,  Chief,  Dept, 
of  Medicine,  and  Chief,  Gastroenterology  Service, 
PO  Box  70031 , William  Beaumont  Army  Medical 
Center,  El  Paso  79920 


TITLE:  Therapeutics  Seminars  (See  ARTHRITIS  & 
RHEUMATISM) 

GENERAL  MEDICINE 


TITLE:  Preceptorship  in  Ambulatory  Medical  and 
Surgical  Care 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  By  arrangement  with  applicant 

DURATION:  To  be  arranged  individually 

FEE:  To  be  negotiated 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Grand  Rounds 

SPONSORS:  Memorial  Medical  Center,  Corpus 
Christi;  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Memorial  East,  Doctors 
Lounge,  Memorial  Medical  Center,  Corpus  Christi 


DATE:  August,  1974 — June,  1975 

DURATION:  Intermittent;  Second  and  Fourth 
Tuesdays  monthly;  12:3(3 — 1:30  p.m. 

FEE:  None 

ENROLLMENT:  Open 

CREDIT:  1 prescribed  hour,  Texas  AAFP;  Category 
I,  AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Lecture,  seminar,  case 
presentation 

CONTACT:  Dr.  V.  C.  Calma,  Vice  President  for 
Medical  Education,  Memorial  Medical  Center,  2606 
Hospital  Blvd.,  Corpus  Christi  78405 


TITLE:  Therapeutic  Seminar  Teleconferences 

SPONSORS:  UT  Health  Science  Center,  San 
Antonio;  Memorial  Medical  Center,  Corpus 
Christi 

LOCATION  OF  COURSE:  Memorial  East,  Doctors 
Lounge,  Memorial  Medical  Center,  Corpus  Christi 

DATE:  September  26,  1974 — May  29,  1975 

DURATION:  Intermittent;  Alternate  Thursdays 
monthly;  1 2:30 — 1 :30  p.m. 

FEE:  None 

ENROLLMENT:  Open 

CREDIT:  1 prescribed  hour,  Texas  AAFP;  Category  I, 
AMA  Physician's  Recognition  .Award 

TEACHING  METHODS:  Audiovisual  materials, 
panel,  open  question,  telephone 

CONTACT:  Dr.  V.  C.  Calma,  Vice  President  for 
Medical  Education,  Memorial  Medical  Center,  2606 
Hospital  Blvd.,  Corpus  Christi  78405 


TITLE:  Family  Practice  Seminars 

SPONSORS:  Family  Physician  Residency  Training 
Program,  Memorial  Medical  Center,  Corpus  Christi 

LOCATION  OF  COURSE:  Memorial  East, 
Conference  Room,  Memorial  Medical  Center, 
Corpus  Christi 

DATE:  October,  1974 — June,  1975 

DURATION:  Intermittent;  First  and  Third  Tuesdays; 
6:00 — 7:30  p.m. 

FEE:  None 

ENROLLMENT:  Open 

CREDIT:  1 prescribed  hour,  Texas  AAFP 

TEACHING  METHODS:  Seminar 

CONTACT:  Dr.  V.  C.  Calma,  Vice  President  for 
Medical  Education,  Memorial  Medical  Center,  2026 
Hospital  Blvd.,  Corpus  Christi  78405 


TITLE:  Genetic  Counseling  Clinic  Lectures 

SPONSORS:  UT  Medical  School  at  Houston;  Family 
Physician  Residency  Training  Program,  Memorial 
M^ical  Center,  Corpus  Christi 

LOCATION  OF  COURSE:  Memorial  East,  Doctors 
Lounge,  Memorial  Medical  Center,  Corpus  Christi 

DATE:  October  31,  1974— March  13,  1975 

DURATION:  Intermittent;  Third  Thursday  monthly; 
12:30—1:30  p.m. 

FEE:  None 

ENROLLMENT:  Open 

CREDIT:  1 prescribed  hour,  Texas  AAFP 

TEACHING  METHODS:  Lecture,  seminar,  case 
presentations 
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CONTACT:  Dr.  V.  C.  Calma,  Vice  President  for 
Medical  Education,  Memorial  Medical  Center, 
2026  Hospital  Blvd.,  Corpus  Christ!  78405 


TITLE:  Golden  Crescent  Seminars 

SPONSORS:  Continuing  Education  Division,  UT 
Medical  Branch,  Galveston;  Family  Medicine  Dept., 
UT  Medical  Branch,  Galveston 

LOCATION  OE  COURSE:  St.  Elizabeth  Hospital, 
Beaumont;  Galveston  County  Memorial  Hospital, 
LaMarque;  Angleton  Hospital,  Angelton 

DATE:  Monthly,  on  Tuesdays  and  Thursdays 

DURATION:  Circuit;  3 hours  instruction  per  session 

EEE:  $10 

DESIGNED  EOR:  General  practice  and  part  time 
specialty 

ENROLLMENT:  Minimum,  10;  maximum,  50 

CREDIT:  3 hours  per  session,  AAFP 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

CONTACT:  NeKee  McNulty,  Administrative 
Assistant,  Continuing  Education  Division,  UT 
Medical  Branch,  8th  Floor,  John  Sealy  Hospital, 
Galveston  77550 


TITLE:  Monthly  Lecture 

SPONSORS:  Central  Academy  of  General  Practice, 
Waco;  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

LOCATION  OF  COURSE:  Nicks  Restaurant,  Waco 

DATE:  Third  Wednesday  monthly 

DURATION:  Intermittent;  1 day  per  month 

DESIGNED  FOR:  General  practice  and  part  time 
specialty 

TEACHING  METHODS:  Lecture 

CONTACT:  Dr.  Geo.  J.  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Monthly  Meeting  of  East  Texas  Academy  of 
Internal  Medicine 

SPONSORS:  East  Texas  Academy  of  Internal 
Medicine;  UT  Southwestern  Medical  School  at 
Dallas;  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

LOCATION  OF  COURSE:  Medical  Center  Hospital, 
Tyler 

DATE:  Third  Thursday  monthly 

DURATION:  Intermittent;  1 day  monthly 

DESIGNED  FOR:  General  practice  and  part  time 
specialty 

TEACHING  METHODS:  Lecture 

CONTACT:  Dr.  Geo.  J.  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Linden  Rounds 

SPONSORS:  Linden  Municipal  Hospital,  Linden;  A, 
Webb  Roberts  Center  for  Continuing  Education, 
Dallas;  UT  Southwestern  Medical  School  at  Dallas 

LOCATION  OF  COURSE:  Linden  Municipal 
Hospital,  Linden 

DATE:  Fourth  Thursday  monthly 

DURATION:  Intermittent;  1 day  monthly 

DESIGNED  FOR:  General  practice  and  part  time 
specialty 


TEACHING  METHODS:  Lecture 

CONTACT:  Dr.  Geo.  j.  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Grand  Rounds 

SPONSORS:  Linden  Municipal  Hospital,  Linden; 
Glenn-Garrett  Clinic  Association;  UT  Southwestern 
Medical  School  at  Dallas 

LOCATION  OF  COURSE:  Linden  Municipal 
Hospital,  Linden 

DATE:  Last  Thursday  of  alternate  months 
DURATION:  Intermittent;  6 times  per  year 
FEE:  None 

CREDIT:  3 elective  hours,  AAFP 

TEACHING  METHODS:  Audiovisual  materials, 
bedside  rounds,  clinical  conference,  lecture,  patient 
demonstration 

CONTACT:  Dr.  Vernon  B.  Glenn,  Jr.,  Program 
Coordinator,  Linden  Municipal  Hospital,  PO  Box  32, 
Linden  75563 


TITLE:  Perinatal  Infections  (Martha  D.  Yow,  MD, 
Baylor  College  of  Medicine,  Houston) 

SPONSORS:  Harris  County  Academy  of  Family 
Physicians;  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Petroleum  Club,  Exxon 
Bldg.,  Houston 

DATE:  January  13,  1975 

DURATION:  1 session;  1 hour  of  instruction 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT:  1 prescribed  hour,  AAFP;  Category  I, 

AMA  Physician's  Recognition  Award- 

TEACHING  METHODS:  Audiovisual  materials, 
lecture 

CONTACT:  Dr.  Cassie  E.  Stuermer,  Chairman, 
Program  Committee,  Harris  County  Academy  of 
Family  Physicians,  103  Jesse  H.  Jones  Library  Bldg., 
Houston  77025 


TITLE:  Family  Practice  Review 

SPONSORS:  Continuing  Education  Division,  UT 
Medical  Branch,  Galveston;  Family  Medicine  Dept., 
UT  Medical  Branch,  Galveston 

LOCATION  OF  COURSE:  Galvez  Hotel-Motel, 
Galveston 

DATE:  February  2-8,  1975 

DURATION:  Continuous;  6 days;  8 hours 
instruction  per  day 

FEE:  $115 

DESIGNED  FOR:  General  practice  and  part  time 
specialty 

ENROLLMENT:  Minimum,  100;  maximum,  1 10 

CREDIT:  44  hours,  AAFP 

TEACHING  METHODS:  Audiovisual  materials, 
clinical  conference,  enrollee  observes  procedure, 
lecture,  open  question,  panel,  seminar 

CONTACT:  NeKee  McNulty,  Administrative 
Assistant,  Continuing  Education  Division,  UT 
Medical  Branch,  8th  Floor,  John  Sealy  Hospital, 
Galveston  77550 


TITLE:  Acupuncture,  Current  Status  (William  S. 
Derrick,  MD,  MD  Anderson  Hospital  and  Tumor 
Institute,  Houston 


SPONSORS:  Harris  County  Academy  of  Family 
Physicians;  UT  Medical  School  at  Houston 

LOCATION  OF  COURSE:  Auditorium,  Jesse  H. 
Jones  Library  Bldg.,  UT  Health  Science  Center, 
Houston 

DATE:  February  10,  1975 

DURATION:  1 session;  1 hour  of  instruction 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT:  1 prescribed  hour,  AAFP;  Category  I, 

AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
lecture 

CONTACT:  Dr.  Cassie  E.  Stuermer,  Chairman, 
Program  Committee,  Harris  County  Academy  of 
Family  Physicians,  103  Jesse  H.  Jones  Library  Bldg., 
Houston  77025 


TITLE:  Bedside  Clues  to  Systemic  Disease 

SPONSORS:  Baylor  College  of  Medicine,  Houston 

LOCATION  OFCOURSE:  Auditorium,  Jesse  H.  Jones 
Library  Bldg.,  UT  Health  Science  Center,  Houston 

DATE:  March  10,  1975 

DURATION:  1 day 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT:  1 prescribed  hour,  AAFP:  Category  I, 

AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials 

CONTACT:  Dr.  Cassie  E.  Stuermer,  Chairman, 
Program  Committee,  Harris  County  Academy  of 
Family  Physicians,  103  Jesse  H,  Jones  Library  Bldg., 
Houston  77025 


TITLE:  Understanding  the  Effects  of  Alcoholism 

SPONSORS:  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas;  Texas  Commission  on  Alcoholism 

LOCATION  OF  COURSE;  Beasley  Auditorium, 
Baylor  University  Medical  Center,  Dallas 

DATE:  April,  1975 

DURATION:  Vh  days 

FEE:  $55 

DESIGNED  FOR:  General  practice  and  part  time 
specialty 

CREDIT:  Category  I,  AMA  Physician's  Recognition 
Award 

TEACHING  METHODS:  Lecture,  open  question 

CONTACT;  Dr.  Geo.  J.  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Spring  Seminar 

SPONSORS:  Texas  Academy  of  Family  Physicians, 
Permian  Basin  Chapter;  American  Heart  Association 

LOCATION  OFCOURSE:  Indian  Lodge,  Davis 
Mountains  State  Park,  Fort  Davis 

DATE:  April  5,  1975 

DURATION:  Continuous;  1 day;6total  course  hours 
FEE:  $25 

DESIGNED  FOR:  Family  physicians,  general 
practice,  general  internal  m^icine,  and  general 
surgeons  (also  paramedical  personnel,  nurses, 
etc.) 

ENROLLMENT:  Open 
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CREDIT:  6 elective  hours,  AAFP 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

CONTACT:  Dr.  Wm.  Bart  Pate,  Secretary,  Texas 
Academy  of  Family  Physicians,  Permian  Basin 
Chapter,  202  N.  Second  St.,  Alpine  79830 

TITLE:  Problem  Oriented  Medical  Record  in  Clinical 
Practice 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  April  12,  1975 

DURATION:  1 day;  7 hours  instruction 

FEE:  $50 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT:  7 prescribed  hours,  AAFP;  Category  I,  AMA 
Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
enrollee  performs  procedure,  lecture,  open  question, 
programmed  instruction 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  To  be  announced  (James  H.  Sammons,  MD, 
Executive  Vice  President,  American  Medical 
Association) 

SPONSORS:  Baylor  College  of  Medicine,  Houston; 
UT  Medical  School  at  Houston;  and,  Harris  County 
Academy  of  Family  Physicians 

LOCATION  OF  COURSE:  Grand  Ballroom-Section 
1 , Astroworld  Hotel,  Houston 

DATE:  April  14,  1975 

DURATION:  1 session;  1 hour  of  instruction 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT:  1 prescribed  hour,  AAFP;  Category  I,  AMA 
Physician's  Recognition  Award 

TEACHING  METHODS:  Lecture 

CONTACT:  Dr.  Cassie  E.  Stuermer,  Chairman, 
Program  Committee,  Harris  County  Academy  of 
Family  Physicians,  103  Jesse  H.  Jones  Library  Bldg., 
Houston  77025 


TITLE:  A Course  in  Nuclear  Medicine — Its  Use  in 
Defining  Disease 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATIONOFCOURSE:  UT  Health  Sc ienceCenter 
at  Houston 

DATE:  April  29-May  22,  1975 
DURATION:  Intermittent;  4 weeks;  1 day  per  week 
FEE:  Not  determined 
CREDIT:  AAFP 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question 

CONTACT:  Dr.  Grant  Taylor,  Director,  Division 
of  Continuing  Education,  UT  Health  Science  Center 
at  Houston  , PO  Box  20367,  Houston  77025 


TITLE:  Nutritional  Support  for  the  Catabolic  Patient 
(Francis  C.  Nance,  MD,  Louisiana  State  University 
School  of  Medicine,  New  Orleans) 


SPONSORS:  Harris  County  Academy  of  Family 
Physicians:  Eaton  Laboratories,  Grant-in-Aid 

LOCATION  OF  COURSE:  Auditorium,  Jesse  H.  Jones 
Library  Bldg.,  UT  Health  Science  Center,  Houston 

DATE:  May  12,  1975 

DURATION:  1 session;  1 hour  of  instruction 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT:  1 prescribed  hour,  AAFP;  Category  I,  AMA 
Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
lecture 

CONTACT:  Dr.  Cassie  E.  Stuermer,  Chairman, 
Program  Committee  , Harris  County  Academy  of 
Family  Physicians,  103  Jesse  H.  Jones  Library  Bldg., 
Houston  77025 


TITLE:  Diagnosis  Using  Laboratory  Methods 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  May  17-18,  1975 

DURATION:  2 days;  10  course  hours 

FEE:  $75 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT:  10  prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  To  be  announced 

SPONSORS:  Texas  Academy  of  Family  Physicians, 
Austin;  Continuing  Education  Division,  UT  Medical 
Branch,  Galveston;  Family  Medicine  Dept,,  UT 
Medical  Branch,  Galveston 

LOCATION  OFCOURSE:  Aboard  the  MS  Southward 
cruise  ship,  departing  from  the  Port  of  Galveston 

DATE:  May  17-24,  1975 

DURATION:  Continuous;  1 week;  8 hours 
instruction  per  day 

FEE:  $115  plus  cabin  space 

DESIGNED  FOR:  General  practice  and  part  time 
specialty 

ENROLLMENT:  Minimum,  250;  maximum,  350 

CREDIT:  40  hours,  AAFP 

TEACHING  METHODS:  Audiovisual  materials, 
clinical  conference,  lecture,  open  question,  panel, 
seminar 

CONTACT:  NeKee  McNulty,  Administrative 
Assistant,  Continuing  Education  Division,  UT 
Medical  Branch,  8th  Floor,  John  Sealy  Hospital, 
Galveston  77550 


TITLE:  Irritable  Bowel  Syndrome  (Ralph  D.  Eichorn,  MD) 

SPONSORS:  Harris  County  Academy  of  Family 
Physicians;  Baylor  College  of  Medicine,  Houston;  UT 
M^ical  School  at  Houston 

LOCATION  OF  COURSE:  University  Club,  Houston 

DATE:  September  8,  1975 


DURATION:  1 session;  1 hour  of  instruction 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT:  I prescribed  hour,  AAFP;  Category  I,  AMA 
Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials,  lecture 

CONTACT:  Dr.  Cassie  E.  Stuermer,  Chairman,  Program 
Committee,  HarrisCounty  Academy  of  Family  Physicians, 
103  Jesse  H.  Jones  Library  Bldg.,  Houston  77025 

TITLE:  Clinical  Applications  of  Biofeedback 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  September  27,  1975 

DURATION:  1 day;  7 hours  instruction 

FEE:  $50 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Maximum,  50 

CREDIT : 7 prescribed  hours,  AAFP;  Category  I,  AMA 
Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
enrollee  observes  procedure,  lecture,  open  question, 
seminar 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Management  of  Reproductive  System 
Disorders  in  Teenagers  (Emil  Steinberger,  MD,  and 
Keith  D.  Smith,  MD) 

SPONSORS:  Harris  County  Academy  of  Family 
Physicians;  Dept,  of  Reproductive  Medicine,  UT 
M^ical  School  at  Houston 

LOCATION  OF  COURSE:  Auditorium,  Jesse  H.  Jones 
Library  Bldg.,  UT  Health  Science  Center,  Houston 

DATE:  October  13,  1975 

DURATION:  1 session;  1 hour  of  instruction 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT : 1 prescribed  hour,  AAFP;  Category  I,  AMA 
Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
lecture 

CONTACT:  Dr.  Cassie  E.  Stuermer,  Chairman, 
Program  Committee,  Harris  County  Academy  of 
Family  Physicians,  103  Jesse  H.  Jones  Library  Bldg,, 
Houston  77025 


TITLE:  Epilepsy,  Some  Thoughts  on  Treatment  of 
Refractory  Cases  (William  J.  Riley,  MD) 

SPONSORS:  Harris  County  Academy  of  Family 
Physicians;  Geigy  Pharmaceuticals,  Grant-in-Aid 

LOCATION  OF  COURSE:  Sheraton-Lincoln  Hotel, 
Houston 

DATE:  December  8,  1975 

DURATION:  1 session;  1 hour  of  instruction 

DESIGNED  FOR:  General  practice  and  pan  time 
specialty;  Full  time  specialty 

CREDIT:  1 prescribed  hour,  AAFP;  Category  I,  AMA 
Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
lecture 
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CONTACT:  Dr.  Cassie  E.  Stuermer,  Chairman, 
Program  Committee,  Harris  County  Academy  of 
Family  Physicians,  103  Jesse  H.  Jones  Library  Bldg., 
Houston  77025 


TITLE:  Arthritis  Symposium  on  Office  Practice 
(See  ARTHRITIS  & RHEUMATISM) 


TITLE:  Symposium  on  Management  of  Renal  Disease 
(See  UROLOGY) 


TITLE:  Medical  Writers  Workshop  (See  MEDICAL 
WRITING) 

GENETICS 


TITLE:  Genetic  Counseling  Clinic  Lectures  (See 
GENERAL  MEDICINE) 

HEMATOLOGY 


TITLE:  Course  on  Hematology 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATION  OF  COURSE:  UT  Health  Science  Center 
at  Houston 

DATE:  January  20-February  3,  1975 

DURATION:  Intermittent;  2 days  per  week 

FEE:  Not  determined 

TEACHING  METHODS:  Lecture 

CONTACT:  Dr.  Grant  Taylor,  Director,  Division  of 
Continuing  Education,  UT  Health  Science  Center 
at  Houston,  PO  Box  20367,  Houston  77025 

INTERNAL  MEDICINE 


TITLE:  A Review  of  Internal  Medicine — 1975 

SPONSORS:  American  College  of  Physicians, 
Philadelphia,  PA;  The  Methodist  Hospital,  Houston; 
Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Baylor  College  of 
Medicine,  Houston 

DATE:  By  arrangement  with  applicant 

DURATION:  Continuous;  Vh  days 

FEE:  FACP  Members,  Residents  and  Research 
Fellows,  $100;  Nonmembers,  $1 50;  ACP  Associates, 
$50 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Minimum,  50;  maximum,  150 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel,  patient  demonstration, 
seminar 

CONTACT:  Dr.  Harold  Brown,  Professor  and  Vice 
Chairman,  Dept,  of  Medicine,  Baylor  College  of 
Medicine,  1200  Moursund  Ave.,  Houston  77025 


TITLE:  Preceptorship  in  Gastroenterology 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  By  arrangement  with  applicant 

DURATION:  To  be  arranged  individually 

FEE:  To  be  negotiated 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Audiovisual  materials, 
Isedside  rounds,  enrollee  observes  procedure, 
enrollee  performs  procedure,  open  question,  panel, 
seminar,  television 


CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Preceptorship  in  Internal  Medicine 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  By  arrangement  with  applicant 

DURATION:  To  be  arranged  individually 

FEE:  To  be  negotiated 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Bedside  rounds,  clinical 
conference,  enrollee  observes  procedure,  enrollee 
performs  procedure,  open  question,  patient 
demonstration,  television 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Preceptorship  in  Pulmonary  Medicine 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

Date:  By  arrangement  with  applicant 

DURATION:  To  be  arranged  individually 

FEE:  To  be  negotiated 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Bedside  rounds,  clinical 
conference,  enrollee  observes  procedure,  enrollee 
performs  procedure,  laboratory  work,  live  clinic 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Sir  William  Osier  Society  Program 

SPONSORS:  Medical  and  Surgical  Clinic,  Wichita 
Falls;  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

LOCATION  OF  COURSE:  Bethania  Hospital, 
Wichita  Falls 

DATE:  First  Tuesday  monthly 
DURATION:  Intermittent;  1 day  per  month 
FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Lecture 

CONTACT:  Dr.  Geo.  J.  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Medicine  Section  Conference 

SPONSORS:  St.  Joseph  Hospital,  Fort  Worth 

LOCATION  OF  COURSE:  Education  Bldg., 
Classroom  3,  St.  Joseph  Hospital,  Fort  Worth 

DATE:  Third  Friday  of  every  month;  12:30  p.m., 
lunch  served 

FEE:  None 


DESIGNED  FOR:  Staff  Physicians 

CREDIT:  Category  2,  AMA  Physician's  Recognition 
Award 

TEACHING  METHODS:  Clinical  conference 

CONTACT:  Dr.  D.  W.  Johnston,  Administrative 
Physician,  St.  Joseph  Hospital,  1401  S.  Main,  Fort 
Worth  76104 


TITLE:  Medical  Intensive  Care  Unit 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  January  9-March  13,  1975 

DURATION:  Intermittent;  10  weeks;  Thursdays, 

8 a.m. — 3 p.m.;  516  hours  instruction  per  day 

FEE:  $150 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Minimum,  4;  maximum,  4 

CREDIT:  55  prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
bedside  rounds,  lecture,  open  question,  patient 
demonstration 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Practical  Workshop  in  Pulmonary  Diseases 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  February  15-16,  1975 

DURATION:  Continuous;  2 days;  10  total  course 
hours 

FEE:  $75 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Maximum,  60 

CREDIT:  10  prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
enrollee  observes  procedure,  enrollee  performs 
procedure,  open  question,  seminar 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Winans  Visiting  Professorship 

SPONSORS:  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas;  Baylor  University  Medical  Center, 
Dallas;  UT  Southwestern  Medical  School,  Dallas 

DATE:  Spring,  1975 

DURATION:  Continuous;  3 days 

DESIGNED  FOR:  Full  time  specialty 

CONTACT:  Dr.  Geo.  J.  Race,  Director,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Cardiovascular  Problems:  Pathophysiological 
and  Clinical  Considerations 

SPONSORS:  American  College  of  Physicians;  UT 
Southwestern  Medical  School  at  Dallas 
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LOCATION  OF  COURSE:  Marriott  Motor  Hotel, 
Dallas 

DATE:  March  6-8,  1975 

DURATION:  Continuous;  3 days 

FEE:  ACP  Members,  FACP,  Residents  and  Research 
Fellows,  $100;  Non  members,  $1 50;  ACP  Associates, 
$50 

DESIGNED  FOR:  Internist  and  part  time  specialty  in 
Internal  Medicine 

CREDIT:  Approximately  21  hours 

CONTACT:  Registrar,  Postgraduate  Courses, 
American  College  of  Physicians,  4200  Pine  St., 
Philadelphia,  PA  1 91 04 


TITLE:  Spring  Clinical  Conference 
SPONSORS:  Dallas  Southern  Clinical  Society 
LOCATION  OF  COU RSE : Statler  Hilton  Hotel,  Dallas 
DATE:  March  17-19,  1975 
DURATION:  Continuous;  3 days 
FEE:  $40 

CREDIT:  25  elective  hours  AAFP 

TEACHING  METHODS:  Audiovisual  materials, 
clinical  conference,  lecture,  live  clinic,  open 
question,  panel,  patient  demonstration,  seminar 

CONTACT:  Robert  L.  Heath,  Executive  Officer, 
Dallas  Southern  Clinical  Society,  433  Medical  Arts 
Bldg.,  Dallas  75201 


TITLE:  Dallas  Advanced  Seminar  in  Internal 
Medicine 

SPONSORS:  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

LOCATION  OF  COURSE:  Beasley  Auditorium, 
Baylor  University  Medical  Center,  Dallas 

DATE:  April  16-19,  1975 

DURATION:  Continuous;  4 days 

FEE:  $175 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT:  AAFP;  Category  I,  AMA  Physician's 
Recognition  Award 

TEACHING  METHODS:  Lecture 

CONTACT:  Dr.  Geo.  J.  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Annual  Spring  Medical  Surgical  Seminar 

SPONSORS:  Travis  Clinic  Foundation,  Jacksonville; 
Upjohn  Co. 

location  of  COURSE:  Cherokee  Country  Club, 
Jacksonville 

DATE:  April  25,  1975 

DURATION:  Continuous;  1 day;  4 total  course  hours 
FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT: 4 hours,  AAFP;  Category  I,  AMA  Physician's 
Recognition  Award 

teaching  METHODS:  Audiovisual  materials, 
clinical  conference,  lecture,  open  question,  panel, 
seminar 

CONTACT:  Dr.  James  H.  Pesnell,  Travis  Clinic 
Foundation,  PO  Box  870,  Jacksonville  75766 


TITLE:  A Review  of  Internal  Medicine — 1975 

SPONSORS:  American  Collegeof  Physicians;  Baylor 
College  of  Medicine,  Houston;  Methodist  Hospital 
Dept,  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Jesse  Jones  Library 
Auditorium,  Houston 

DATE:  June  5-7,  1975 

DURATION:  Continuous;  3 days 

FEE:  ACP  Members,  FACP,  Residents  and  Research 
Fellows,  $100;  Nonmembers,  $150;  ACP  Associates, 
$50 

DESIGNED  FOR:  Internist  and  part  time  specialty  in 
Internal  Medicine 

ENROLLMENT:  Minimum,  50;  maximum,  150 

CREDIT:  Approximately  21  hours 

CONTACT:  Registrar,  Postgraduate  Courses, 
American  College  of  Physicians,  4200  Pine  St., 
Philadelphia,  PA  19104 


TITLE:  Arthritis  Symposium  on  Office  Practice  (See 
ARTHRITIS  & RHEUMATISM) 


TITLE:  William  Beaumont  Gastrointestinal 
Symposium  (See  GASTROENTEROLOGY) 


TITLE:  Pulmonary  Pathology-Radiology  Conference 
(See  PATHOLOGY) 


TITLE:  Grand  Rounds  (See  GENER,AL  MEDICINE) 


TITLE:  Genetic  Counseling  Clinic  Lectures  (See 
GENERAL  MEDICINE) 

MALIGNANT  DISEASE 


TITLE:  Tumor  Conference 

SPONSORS:  St.  Joseph  Hospital,  Fort  Worth 

LOCATION  OF  COURSE:  Education  Bldg., 
Classroom  3,  St.  Joseph  Hospital,  Fort  Worth 

DATE:  Second  Friday  of  every  month;  1 2:30  p.m., 
lunch  served 

FEE:  None 

DESIGNED  FOR:  Staff  Physicians 

CREDIT:  Category  2,  AMA  Physician's  Recognition 
Award 

TEACHING  METHODS:  Clinical  conference 

CONTACT:  Dr.  D.  W.  Johnston,  Administrative 
Physician,  St.  Joseph  Hospital,  1401  S.  Main,  Fort 
Worth  761 04 


TITLE:  28th  Annual  Symposium  on  Fundamental 
Cancer  Research:  Cellular  Membranes  and  Tumor 
Cell  Behavior 

SPONSORS:  UT  System  Cancer  Center,  MD 
Anderson  Hospital  and  Tumor  Institute,  Houston; 
National  Cancer  Institute;  American  Cancer  Society 

LOCATION  OF  COURSE:  Shamrock  Hilton  Hotel, 
Houston 

DATE:  February  26-28,  1975 

DURATION:  Continuous;  3 days;  6y2  hours 
instruction  per  day 

FEE:  $5.00 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Maximum,  1,200 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel 


CONTACT:  Dr.  George  R.  Blumenschein,  Assistant 
Director  for  Education,  UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor  Institute,  6723 
Bertner  Ave.,  Houston  77025 


TITLE:  Ninth  Annual  Clinical  Cancer  Conference 

SPONSORS:  UT  Southwestern  Medical  School  at 
Dallas 

DATE:  March,  1 975 

DURATION:  1 day;  8 hours  instruction 

FEE:  $10 

DESIGNED  FOR:  Full  time  specialty 

TEACHING  METHODS:  Lecture,  clinical  conference 

CONTACT:  Dr.  Geo.  J.  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  New  Frontiers  in  Molecular  Oncology 

SPONSORS:  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Baylor  College  of 
Medicine,  Houston 

DATE:  June  2-5,  1975 

DURATION : Continuous;  5 days;  2 hours  instruction 
per  day;  10  total  course  hours 

FEE:  None 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question 

CONTACT:  Dr.  Saul  Kit,  Professor  and  Head, 
Division  of  Biochemical  Virology,  Baylor  College  of 
Medicine,  1200  Moursund  Ave.,  Houston  77025 


TITLE:  Clinical  Oncology  Seminars 

SPONSORS:  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Baylor  College  of 
Medicine,  Houston 

DATE:  September-November,  1975 

DURATION:  Intermittent;  22  days;  1 hour 
instruction  per  day 

FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Audiovisual  materials, 
clinical  conference,  lecture,  open  question,  panel, 
seminar 

CONTACT:  Dr.  Frank  E.  Smith,  Associate  Professor 
of  Medicine,  Baylor  College  of  Medicine,  1200 
Moursund  Ave.,  Houston  77025 


TITLE:  20th  Annual  Clinical  Conference  on 
Neoplasia  of  the  Skin:  A Symposium 

SPONSORS:  UT  System  Cancer  Center,  MD 
Anderson  Hospital  and  Tumor  Institute,  Houston; 
UT  Health  Science  Center  at  Houston;  American 
Cancer  Society 

location  of  COURSE;  Shamrock  Hilton  Hotel, 
Houston 

DATE:  November  12-14,  1975  . 

DURATION:  Continuous;  2 days;  6V2  hours 
instruction  per  day 

FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Maximum,  600 

CREDIT:  1 3 hours 
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TEACHING  METHODS:  Audiovisual  materials, 
clinical  conference,  lecture,  open  question,  panel 

CONTACT:  Dr.  George  R.  Blumenschein,  Assistant 
Director  for  Education,  UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor  Institute,  6723 
Bertner  Ave.,  Houston  77025 


TITLE:  8th  Annual  Special  Pathology  Program: 
"Problems  in  Histopathological  Diagnosis  of 
Neoplasms  of  the  Sldn:  Selected  Case  Material" 

SPONSORS:  Dept,  of  Pathology,  UT  System  Cancer 
Center,  Houston;  Texas  Society  of  Pathologists 

LOCATION  OF  COURSE:  Shamrock  Hilton  Hotel, 
Houston 

DATE:  November  15,  1975 

DURATION:  Continuous;  Vi  day;  4 hours  of 
instruction 

FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  400 

TEACHING  METHODS:  Audiovisual  materials, 
clinical  conference,  lecture,  open  question,  panel, 
seminar 

CONTACT : Dr.  George  R.  Blumenschein,  Assistant 
Director  for  Education,  UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor  Institute,  6723 
Bertner  Ave.,  Houston  77025 


TITLE:  Annual  Meeting  (See  SURGERY) 


TITLE:  Therapeutics  Seminars  (See  ARTHRITIS  & 
RHEUMATISM) 

MEDICAL  WRITING 


TITLE:  Medical  Writers  Workshop 

SPONSORS:  A.  Webb  Roberts  Center  forContinuing 
Education,  Dallas 

LOCATION  OF  COURSE:  A.  Webb  Roberts  Center 
forContinuing  Education,  Dallas 

DATE:  April  1 1,  1975 

DURATION:  I day;  6 hours  instruction 

FEE:  $50 

DESIGNED  FOR:  General  practice  and  full  time 
specialty 

TEACHING  METHODS:  Lecture 

CONTACT:  Dr.  Geo.  ).  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Medical  and  Technical  Writing 

SPONSORS:  UT  Health  Science  Center  at  Houston; 
UT  System  Cancer  Center,  MD  Anderson  Hospital 
and  Tumor  Institute,  Houston 

LOCATION  OF  COURSE:  UT  System  CancerCenter, 
MD  Anderson  Hospital  and  Tumor  Institute,  Houston 

DATE : April  22-May  22,  1 975 

DURATION:  Intermittent 

FEE:  Not  determined 

TEACHING  METHODS:  Lecture 

CONTACT:  Dr.  Grant  Taylor,  Director,  Division  of 
Continuing  Education,  UT  Health  Science  Center  at 
Houston,  PO  Box  20367,  Houston  77025 

METABOLISM 


TITLE:  Therapeutics  Seminars  (See  ARTHRITIS  & 
RHEUMATISM) 


NEUROLOGY 


TITLE:  Neurological  Conference 

SPONSORS:  St.  Joseph  Hospital,  Fort  Worth 

LOCATION  OF  COURSE:  Education  Bldg., 
Classroom  3,  St.  Joseph  Hospital,  Fort  Worth 

DATE:  Fourth  Friday  of  every  month;  12:30  p.m., 
lunch  served 

FEE:  None 

DESIGNED  FOR:  Staff  Physicians 

CREDIT : Category  2,  AMA  Physician's  Recognition 
Award 

TEACHING  METHODS:  Clinical  conference 

CONTACT:  Dr.  D.  W.  Johnston,  Administrative 
Physician,  St.  Joseph  Hospital,  1401  S.  Main,  Fort 
Worth  76104 


TITLE:  Clinical  Neurology  Course 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATION  OFCOURSE:  UT  Health  Science  Center 
at  Houston 

DATE:  March  11 -April  15,  1975 
DURATION:  Intermittent;  4 days;  1 per  week 
FEE:  Not  determined 
CREDIT:  AAFP 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  often  question 

CONTACT:  Dr.  Grant  Taylor,  Director,  Division 
of  Continuing  Education,  UT  Health  Science  Center 
at  Houston,  PO  Box  20367,  Houston  77025 


TITLE:  Third  Intensive  Course  in  Neuromuscular 
Diseases 

SPONSORS:  Veterans  Administration  Hospital, 
Houston;  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Shamrock  Hilton  Hotel, 
Houston 

DATE:  March  13-15,  1975 
DURATION:  Continuous;  3 days 
FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Minimum,  200;  maximum,  300 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  panel,  seminar 

CONTACT:  Dr.  William  P.  Blocker,  Jr.,  Chief, 
Rehabilitation  Medicine  Service,  Veterans 
Administration  Hospital,  2002  Holcombe  Blvd., 
Houston  77031 


TITLE:  Third  Annual  Neuromuscular  Disease 
Seminar 

SPONSORS:  Veterans  Administration  Hospital, 
Houston;  National  Institute  of  Health;  BaylorCollege 
of  Medicine,  Houston 

LOCATION  OF  COURSE:  Shamrock  Hilton  Hotel, 
Houston 

DATE:  March  27-28,  1975 
DURATION:  Continuous 
FEE:  None 

ENROLLMENT:  Minimum,  150;  maximum,  300 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 


CONTACT:  Dr.  Paul  Heft,  Coordinator, 
Rehabilitation  Medical  Service,  Veterans 
Administration  Hospital,  2002  Holcombe  Blvd., 
Houston  77031 


TITLE:  Epilepsy,  Some  Thoughts  on  Treatment  of 
Refractory  Cases  (See  GENERAL  MEDICINE) 


TITLE:  Neuro-Urological  Workshop  (See 
UROLOGY) 

OBSTETRICS  & GYNECOLOGY 


TITLE:  Ob-Gyn  Preceptorship 

SPONSORS:  UT  Southwestern  Medical  School  at 
Dallas 

DATE:  Open 

DURATION:  By  arrangement  with  applicant 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CONTACT:  Dr.  Geo.  J.  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Preceptorship  in  Obstetrics  & Gynecology 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  By  arrangement  with  applicant 

DURATION:  To  be  arranged  individually 

FEE:  To  t)e  negotiated 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Bedside  rounds,  clinical 
conference,  enrollee  observes  procedure,  enrollee 
performs  procedure,  live  clinic,  patient 
demonstration 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Current  Obstetric  and  Gynecologic  Practice 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  January  30 -February  5,  1975 

DURATION:  Continuous;  6 days;  41  total  course 
hours 

FEE;  $250 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Maximum,  150 

CREDIT:  41  prescribed  hours,  AAFP;  Category  i, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Office  Gynecology 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 
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DATE:  May  24-25,  1975 

DURATION:  Continuous;  2 days;  10  total  course 
hours 

FEE:  $75 

DESIGNED  FOR:  General  practice  and  part  time 
specialty 

CREDIT:  10  prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  programmed  instruction 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  To  be  announced 

SPONSORS:  Southwestern  Gynecologic  Assembly, 
Dallas 

LOCATION  OF  COURSE:  Sheraton-Dallas  Hotel, 
Dallas 

DATE:  December  4-6,  1975 

DURATION:  Continuous;  3 days;  5 hours  instruction 
per  day 

FEE:  $85 

DESIGNED  FOR:  Full  time  specialty 

ENROLLMENT:  Maximum,  200 

CREDIT:  15  hours;  Category  I,  AMA  Physician's 
Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  live  clinic,  open  question,  panel,  television 

CONTACT:  Dr.  Frank  C.  Council,  Jr.,  President, 
Southwestern  Gynecologic  Assembly,  433  Medical 
Arts  Bldg.,  Dallas  75201 


TITLE:  Annual  Meeting  (See  SURGERY) 


TITLE:  Workshop  for  Sex  Therapists  and  Counselors 
(See  PSYCHIATRY) 


TITLE:  Perinatal  Infections  (See  GENERAL 
MEDICINE) 


TITLE:  Management  of  Reproductive  System 
Disorders  in  Teenagers  (See  GENERAL  MEDICINE) 


TITLE:  Grand  Rounds  (See  GENERAL  MEDICINE) 


TITLE:  Therapeutics  Seminars  (See  ARTHRITIS  & 
RHEUMATISM) 


TITLE:  Spring  Clinical  Conference  (See  INTERNAL 
MEDICINE) 

OPHTHALMOLOGY 


TITLE:  Ophthalmology  Preceptorship 

SPONSORS:  UT  Southwestern  Medical  School  at 
Dallas;  A,  Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

DATE:  Open 

DURATION:  By  arrangement  with  applicant 

DESIGNED  FOR:  Full  time  specialty 

CONTACT:  Dr.  Geo.  J.  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Basic  Science  Course  in  Ophthalmology  1975 

SPONSORS:  Program  in  Ophthalmology,  UT 
Medical  School  at  Houston 

LOCATION  OF  COURSE:  UT  Medical  School  at 
Houston 


DATE:  January  6-February  28,  1975 

DURATION:  Continuous;  40  days;  8 weeks;  6 hours 
instruction  per  day;  9a,m.  to4  p.m,,  Monday  through 
Friday 

FEE:  $600 

DESIGNED  FOR:  Full  time  specialty  in 
Ophthalmology 

ENROLLMENT:  Maximum,  40 

TEACHING  METHODS:  Audiovisual  materials, 
enrollee  observes  procedure,  enrollee  performs 
procedure,  laboratory  work,  lecture,  open  question, 
television 

CONTACT:  Dr.  Richard  S.  Ruiz,  Director,  Program 
in  Ophthalmology,  UT  Medical  School  at  Houston, 

1 121  Hermann  Professional  Bldg.,  Houston  77025 


TITLE:  Corneal  Symposium 

SPONSORS:  Program  in  Ophthalmology,  UT 
Medical  School  at  Houston 

LOCATION  OF  COURSE:  North  and  South 
Auditorium,  Hermann  Hospital,  Houston 

DATE:  March  15,  1975 

DURATION:  Continuous;  1 day;  8 course  hours 

DESIGNED  FOR:  Full  time  specialty  in 
Ophthalmology 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question 

CONTACT:  Dr.  Richard  S.  Ruiz,  Director,  Program 
in  Ophthalmology,  UT  Medical  School  at  Houston, 
1121  Hermann  ^ofessional  Bldg.,  Houston  77025 


TITLE:  Neuro-Ophthalmology  Symposium 

SPONSORS:  Program  in  Ophthalmology,  UT 
Medical  School  at  Houston 

LOCATION  OF  COURSE:  North  and  South 
Auditorium,  Hermann  Hospital,  Houston 

DATE:  May,  1975 

DURATION:  Continuous;  1 day;  8 course  hours 

DESIGNED  FOR:  Full  time  specialty  in 
Ophthalmology 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question 

CONTACT:  Dr.  Richard  S.  Ruiz,  Director,  Program 
in  Ophthalmology,  UT  Medical  School  at  Houston, 
1121  Hermann  Professional  Bldg.,  Houston  77025 


TITLE:  Low  Vision  Aid  Symposium 

SPONSORS:  Program  in  Ophthalmology,  UT 
Medical  School  at  Houston 

LOCATION  OF  COURSE:  North  and  South 
Auditorium,  Hermann  Hospital,  Houston 

DATE:  July,  1975 

DURATION:  Continuous;  1 day;  8 course  hours 

DESIGNED  FOR:  Full  time  specialty  in 
Ophthalmology 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question 

CONTACT:  Dr.  Richard  S.  Ruiz,  Director,  Program 
in  Ophthalmology,  UT  Medical  School  at  Houston, 
1121  Hermann  Professional  Bldg.,  Houston  77025 


TITLE:  Tumor  Symposium 

SPONSORS:  Program  in  Ophthalmology,  UT 
Medical  School  at  Houston 

LOCATION  OF  COURSE:  North  and  South 
Auditorium,  Hermann  Hospital,  Houston 


DATE:  November,  1975 

DURATION:  Continuous;  1 day;  8 course  hours 

DESIGNED  FOR:  Full  time  specialty  in 
Ophthalmology 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question 

CONTACT:  Dr.  Richard  S.  Ruiz,  Director,  Program 
in  Ophthalmology,  UT  Medical  School  at  Houston, 
1 121  Hermann  Professional  Bldg.,  Houston  77025 


TITLE:  Hermann  Hospital  Annual  Ophthalmology 
Alumni  Meeting 

SPONSORS:  Program  in  Ophthalmology,  UT 
Medical  School  at  Houston;  Hermann  Hospital, 
Houston 

LOCATION  OF  COURSE:  Hermann  Hospital, 
Houston 

DATE:  December,  1975 

DURATION:  Continuous;  1 day;  8 course  hours 
FEE:  $25 

DESIGNED  FOR:  Full  time  specialty  in 
Ophthalmology 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question 

CONTACT:  Dr.  Richard  S.  Ruiz,  Director,  Program 
in  Ophthalmology,  UT  Medical  School  at  Houston, 
1121  Hermann  Professional  Bldg.,  Houston  77025 

ORTHOPEDIC  SURGERY 


TITLE:  1 1th  Annual  Orthopedic  Symposium — ^The 
Hand 

SPONSORS:  Dept,  of  Orthopedic  Surgery,  Houston; 
St.  Luke's  Episcopal  Hospital,  Houston;  Texas 
Children's  Hospital,  Houston;  Baylor  College  of 
Medicine,  Houston 

LOCATION  OF  COURSE:  Warwick  Hotel,  Houston 
DATE:  April  17-19,  1975 

DURATION:  Continuous;  3 days;  8 a.m.-4:30  p.m. 
daily 

FEE:  Not  determined 

DESIGNED  FOR:  Full  time  specialty  in  Orthopedics 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel 

CONTACT:  Dr.  Joseph  M.  Barnhart,  Houston 
Orthopedic  Clinic,  University  Medical  Center, 

5620  Greenbriar,  Houston  77005 


TITLE:  General  Sports  Medicine 

SPONSORS:  American  Academy  of  Orthopaedic 
Surgeons 

LOCATION  OF  COURSE:  Houston 

DATE:  May  18-21,  1975 

DURATION:  Continuous;  3 days 

FEE:  AAOS  Members,  $150;  Residents,  $100;  Other 
physicians,  $200 

DESIGNED  FOR:  Othopedic  surgeons,  physicians, 
trainers 

ENROLLMENT:  300 

CREDIT:  Category  I,  AMA  Physician's  Recognition 
Award;  credit  to  be  given  on  basis  of  actual  hours  of 
instruction 

TEACHING  METHODS:  Lecture,  open  question, 
panel 

CONTACT:  Dr.  Hugh  S.  Tullos,  6535  Fannin  St, 
Houston  77025 
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TITLE:  Moore  Lectureship  in  Orthopedic  Surgery 

SPONSORS:  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

LOCATION  OF  COURSE:  Beasley  Auditorium, 
Baylor  University  Medical  Center,  Dallas 

DATE:  October,  1975 

DURATION:  Continuous;  2 days 

DESIGNED  FOR:  General  practice  and  part  time 
specialty 

TEACHING  METHODS:  Bedside  rounds,  lecture 

CONTACT:  Dr.  Geo.  |.  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  The  Foot:  Child  and  Adult  (American 
Academy  of  Orthopaedic  Surgeons  Continuing 
Education  Course) 

SPONSORS:  American  Academy  of  Orthopaedic 
Surgeons;  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

LOCATION  OF  COURSE:  Marriott  Motor  Hotel, 
Dallas 

DATE:  November  6-8,  1975 

DURATION:  Continuous;  3 days 

FEE:  AAOS  Members,  $1 50;  Nonmembers  and  other 
physicians,  $200;  Residents  and  allied  health 
personnel,  $100 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  250;  maximum,  300 

CREDIT:  Category  I,  AMA  Physician's  Recognition 
Award 

TEACHING  METHODS:  Lecture,  opten  question, 
panel 

CONTACT:  Dr.  F.  Leon  Ware,  3600  Gaston  Ave., 
Suite  303,  Dallas  75246;  or.  Dr.  Geo.  J.  Race,  Dean, 
A.  Webb  Roberts  Center  for  Continuing  Education, 
3500  Gaston  Ave.,  Dallas  75246 


TITLE:  What's  New  in  Orthopedics:  Part  II 

SPONSORS:  American  Academy  of  Orthopaedic 
Surgeons 

LOCATION  OF  COURSE:  San  Antonio 

DATE:  December  10-12,  1975 

DURATION:  Continuous;  3 days 

TEACHING  METHODS:  Lecture,  open  question, 
panel 

CONTACT:  Dr.  Charles  A.  Rockwood,  Jr.,  UT 
Medical  School  at  San  Antonio,  7703  Floyd  Curl 
Dr.,  San  Antonio  78284 


TITLE:  Annual  Meeting  (See  SURGERY) 

PATHOLOGY 


TITLE:  Review  of  Pathophysiology  of  Renal  Disorders 
and  Acid-Base  Balance 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATION  OF  COURSE:  UT  Health  ScienceCenter 
at  Houston 

DATE:  January,  1975 

FEE:  Not  determined 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question 

CONTACT:  Dr.  Grant  Taylor,  Director,  Division  of 
Continuing  Education,  UT  Health  Science  Center  at 
Houston,  PO  Box  20367,  Houston  77025 


TITLE:  Monthly  Cytopathology  Seminars  of 
Excellence 

SPONSORS:  Baylor  College  of  Medicine,  Houston; 
Harris  County  Hospital  District 

LOCATION  OF  COURSE:  Ben  Taub  General 
Hospital,  Houston 

DATE:  January-May,  1975 

DURATION:  Intermittent;  Fourth  Wednesday 
monthly,  12  noon-1 2:45  p.m. 

FEE:  None 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question 

CONTACT:  Dr.  S.  Donald  Greenberg,  Director  of 
Cytopathology,  Baylor  College  of  Medicine,  1 200 
Moursund  Ave.,  Houston  77025 


TITLE:  Pulmonary  Pathology-Radiology  Conference 

SPONSORS:  Depts.  of  Pathology,  Radiolo^, 
Internal  Medicine,  and  Surgery,  Baylor  College  of 
Medicine,  Houston 

LOCATION  OF  COURSE:  Baylor  College  of 
Medicine,  Houston 

DATE:  January-May  1975 

DURATION:  Intermittent;  Third  Thursday  of  each 
month 

FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Lecture,  open  question, 
patient  demonstration 

CONTACT:  Dr.  S.  Donald  Greenberg,  Associate 
Professor,  Baylor  College  of  Medicine,  1200 
Moursund  Ave.,  Houston  77025 


TITLE:  Pathology  Seminar 

SPONSORS:  Dept,  of  Pathology,  Baylor  College  of 
Medicine,  Houston 

LOCATION  OF  COURSE:  Baylor  College  of 
Medicine,  Houston 

DATE:  January  15-June  19,  1975 

DURATION:  Intermittent;  1 hour  instruction  per 
day;  12  total  course  hours 

FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Lecture,  open  question, 
seminar 

CONTACT:  Dr.  Minoru  Suzuki,  Professor  of 
Pathology,  Baylor  College  of  Medicine,  1200 
Moursund  Ave.,  Houston  77025 

PEDIATRICS 


TITLE:  Mini-Fellowship  in  Pediatric  Subspecialties 
(Enrollee  chooses  the  subspecialty) 

SPONSORS:  Houston  Pediatric  Society;  Baylor 
College  of  Medicine,  Houston 

LOCATION  OFCOURSE:  Texas  Children's  Hospital, 
Houston 

DATE:  By  arrangement  with  applicant 

DURATION:  Continuous;  3-7  days;  6-10  hours 
instruction  per  day 

FEE:  $100 

DESIGNED  FOR:  Full  time  specialty  in  Pediatrics 
ENROLLMENT:  Minimum,  1;  maximum,  1 


TEACHING  METHODS:  Bedside  rounds,  clinical 
conference,  enrollee  observes  procedure,  enrollee 
performs  procedure,  live  clinic,  open  question, 
patient  demonstration 

CONTACT:  Dr.  Thomas  A.  Vargo,  Assistant 
Professor,  Dept,  of  Pediatrics,  Baylor  College  of 
Medicine,  1200  Moursund  Ave.,  Houston  77025 


TITLE:  Preceptorship  in  Newborn  Care 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  By  arrangement  with  applicant 

DURATION:  To  be  arranged  individually 

FEE:  To  be  negotiated 

DESIGNED  FOR:  General  practice  and  part  time 
specialtv;  Full  time  specialty 

TEACHING  METHODS:  Audiovisual  materials, 
bedside  rounds,  enrollee  observes  procedure, 
enrollee  performs  procedure,  laboratory  work,  open 
question,  panel,  television 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Pediatric  Preceptorship 

SPONSORS:  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas;  UT  Southwestern  Medical  School 
at  Dallas;  John  Peter  Smith  Hospital,  Fort  Worth 

LOCATION  OF  COURSE:  UT  Southwestern  Medical 
School  at  Dallas  and  John  Peter  Smith  Hospital,  Fort 
Worth 

DATE:  January-June,  1975 
DURATION:  Intermittent;  5 days 
FEE:  None 

DESIGNED  FOR:  Postgraduate  traineeship;  general 
practice  and  part  time  specialty;  Full  time  specialty 

ENROLLMENT;  Maximum,  27 

TEACHING  METHODS:  Bedside  rounds,  clinical 
conference,  enrollee  observes  procedure,  lecture, 
live  clinic 

CONTACT:  Dr.  Geo.  J.  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Perinatology  (Annual  Pediatric  Postgraduate 
Symposium) 

SPONSORS:  Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE:  Texas  Children's 
Hospital,  Houston 

DATE:  February  6-7,  1975 

DURATION:  Continuous;  2 days;  6hours  instruction 
per  day 

FEE:  $50 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty  in  Pediatrics  and 
Obstetrics 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel 

CONTACT:  Dr.  Arnold  J.  Rudolph,  Professor  of 
Pediatrics,  Baylor  College  of  M^icine,  1 200 
Moursund  Ave.,  Houston  77025 


TITLE:  Program  for  Lifelong  Education  in  Pediatrics, 
24th  Annual  Meeting 

SPONSORS:  Dept,  of  Pediatrics,  UT  Medical  Branch, 
Galveston 
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LOCATION  OF  COURSE:  UT  Medical  Branch, 
Galveston 

DATE:  March  13-14,  1975 


CONTACT : Dr.  Mary  Ellen  Haggard,  Professor,  Dept, 
of  Pediatrics,  UT  Medical  Branch,  Galveston  77550 


TITLE:  Newborn  Seminar 

SPONSORS:  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

DATE:  May,  1975 

DURATION:  1 day;  8 hours  instruction 
FEE:  None 

DESIGNED  FOR:  Full  time  specialty 

CONTACT:  Dr.  Geo.  ).  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Advances  in  Pediatrics — 1975 

SPONSORS:  Texas  Pediatric  Society;  Texas  Society 
of  Pediatric  Surgeons 

LOCATION  OF  COURSE:  Hyatt  Regency  Hotel,  Houst 

DATE:  September  26-27,  1975 

DURATION:  Continuous;  2 days 

FEE:  $25  for  nonmembers  of  Texas  Pediatric  Society 

CREDIT : Approximately  7 elective  hours,  AAFP 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question 

CONTACT:  Dr.  Sheldon  W.  Joseph,  Chairman, 
District  1,  Texas  Pediatric  Society,  6303  S.  Park 
Blvd.,  Houston  77021 


TITLE:  Perinatal  Infections  (See  GENERAL 
MEDICINE) 


TITLE:  Genetic  Counseling  (See  GENERAL 
MEDICINE) 


TITLE:  Therapeutics  Seminars  (See  ARTHRITIS  & 
RHEUMATISM) 

PHYSICAL  MEDICINE  & REHABILITATION 


TITLE:  Basic  Medicine  Course  for  Texas 
Rehabilitation  Commission  Counselors 

SPONSORS:  UT  Southwestern  Medical  School, 
Dallas 

LOCATION  OFCOURSE:  UT  Southwestern  Medical 
School,  Dallas 

DATE:  March  4-6,  1975 

DURATION:  Continuous;  2 days 

DESIGNED  FOR:  Full  time  specialty 

ENROLLMENT:  Minimum,  50;  maximum,  60 

TEACHING  METHODS:  Lecture 

CONTACT:  Dr.  Geo. ).  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Comprehensive  Review  Course  in  Physical 
Medicine  and  Rehabilitation 

SPONSORS:  Veterans  Administration  Hospital, 
Houston;  Dept,  of  Physical  Medicine,  Baylor  College 
of  Medicine,  Houston 

LOCATION  OF  COURSE:  Auditorium,  Texas 
Woman's  University  College  of  Nursing,  Houston 
Center,  Houston 

DATE:  May  19-30,  1975 


DURATION:  Continuous;  10  days;  8 hours 
instruction  per  day 

FEE:  None 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty;  Physicians  preparing 
for  board  examinations  or  review 

ENROLLMENT:  Minimum,  25;  maximum,  75 

CREDIT:  Application  pending 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  seminar,  opren  question,  panel 

CONTACT:  Dr.  William  P.  Blocker,  Jr.,  Chief, 
Rehabilitation  Medical  Service,  Veterans 
Administration  Hospital,  2002  Holcombe  Blvd., 
Houston  77031;  or  Dr.  Paul  Heft,  Coordinator, 
Rehabilitation  Medicine  Service,  Veterans 
Administration  Hospital,  2002  Holcombe  Blvd., 
Houston  77031 


TITLE:  Peripheral  Nerve  Lesions — Diagnosis  & 
Management 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  August  23,  1975 

DURATION:  1 day;  7 hours  instruction 

FEE:  $40 

DESIGNED  FOR:  General  practice  and  part  time 
sptecialty;  Full  time  specialty 

CREDIT:  7 prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  patient  demonstration 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Annual  Browning  Lecture 

SPONSORS:  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

LOCATION  OF  COURSE:  Beasley  Auditorium, 
Baylor  University  Medical  Center,  Dallas 

DATE:  September,  1975 

DURATION:  2 days 

FEE:  $10 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Lecture 

CONTACT:  Dr.  Geo.  J.  Race,  Dean,  A.  Webb 
Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave.,  Dallas  75246 


TITLE:  Workshop  in  Human  Sexuality  in  the 
Physically  Disabled 

SPONSORS:  Texas  Institute  for  Rehabilitation  & 
Research,  Houston 

LOCATION  OF  COURSE:  Texas  Institute  for 
Rehabilitation  & Research,  Houston 

DATE:  November  1-3,  1975 

DURATION:  Continuous;  2Vi  days;  20  total  course 
hours 

FEE:  $60 

DESIGNED  FOR:  General  practice  and  prart  time 
specialty;  Full  time  specialty 


ENROLLMENT:  Maximum,  70 

TEACHING  METHODS:  Audiovisual  materials, 
opren  question,  panel,  small  group  discussion 

CONTACT:  Mrs.  Joyce  Salhoot,  Chairman,  Program 
for  Human  Sexuality,  Texas  Institute  for 
Rehabilitation  & Research,  1333  Moursund  Ave., 
Texas  Medical  Center,  Houston  77025 


TITLE:  Third  Annual  Neuromuscular  Disease 
Seminar  (See  NEUROLOGY) 


TITLE:  Cellular  Aspect  of  Adult  Bone  Physiology  and 
Pathology:  Individual  Long-term  Effects  of  Disuse 
and  Bed  Rest  (See  BASIC  SCIENCES:  PHYSIOLOGY) 

PSYCHIATRY 


TITLE:  Preceptorship  in  Clinical  Psychology 

SPONOSRS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  By  arrangement  with  applicant 

DURATION:  To  be  arranged  individually 

FEE:  To  be  negotiated 

TEACHING  METHODS:  Clinical  conference, 
lecture,  open  question,  television 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Psychiatry  in  Medical  Practice  II 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATION  OF  COU  RSE : UT  Health  Science  Center 
at  Houston 

DATE:  January  23-April  24,  1975 

DURATION:  Intermittent;  14  weeks;  14  days;  2 
hours  weekly  instruction  per  day 

FEE:  Not  determined 

DESIGNED  FOR:  Physicians 

CREDIT:  AAFP 

TEACHING  METHODS:  Lecture,  opren  question 

CONTACT:  Dr.  Grant  Taylor,  Director,  Division 
of  Continuing  Education,  UT  Health  Science  Center 
at  Houston,  PO  Box  20367,  Houston  77025 


TITLE:  Workshop  for  Sex  Therapists  and  Counselors 

SPONSORS:  Continuing  Education  Division,  UT 
Medical  Branch,  Galveston;  Obstetrics  & 
Gynecology  Dept,  and  Psychiatry  Dept.,  UT 
Medical  Branch,  Galveston 

LOCATION  OF  COURSE:  Galvez  Hotel-Motel, 
Galveston 

DATE:  March  6-9,  1975 

DURATION : Continuous;  4 days;  8 hours  instruction 
per  day;  given  by  arrangement  with  aptplicant 

FEE:  $30 

DESIGNED  FOR:  Full  time  specialties  in  Obstetrics  & 
Gynecology,  Psychiatry 

ENROLLMENT:  Maximum,  150 

CREDIT:  32  hours,  AAFP 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

CONTACT:  NeKee  McNulty,  Administrative 
Assistant,  Continuing  Education  Division,  UT 
Medical  Branch,  8th  Floor,  John  Sealy  Hospital, 
Galveston  77550 
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TITLE:  Rorschach's  Test:  Intermediate  Workshop 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  March  8-9,  1975 

DURATION:  Continuous;  2 days;  12  total  course 
hours 

FEE:  $75 

DESIGNED  FOR:  Full  time  specialty  in  Psychiatry 

ENROLLMENT:  Maximum,  15 

CREDIT:  12  hours.  Category  I,  AMA  Physician's 
Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  seminar 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Croup  Psychotherapy:  Intermediate  Level 
Workshop 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  April  5-|une  7,  1975 

DURATION:  Intermittent;  10  sessions;  2 hours 
instruction  per  session 

FEE:  $100 

DESIGNED  FOR:  Full  time  specialty  in  Psychiatry 

ENROLLMENT:  Maximum,  12 

CREDIT:  20  hours.  Category  I,  AMA  Physician's 
Recognition  Award 

TEACHING  METHODS:  Clinical  conference,  open 
question,  seminar 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr„  San 
Antonio  78284 


TITLE:  WISC-R  Workshop 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  April  12,  1975 

DURATION:  1 day;  8 hours  instruction 

FEE:  $40 

DESIGNED  FOR:  General  practice  and  part  time 
specialty 

ENROLLMENT:  Minimum,  10;  maximum,  40 

CREDIT:  8 prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
seminar,  television 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Rorschach's  Test:  Advanced  Workshop 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 


location  of  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  May  10-11,  1975 

DURATION:  Continuous;  2 days;  12  total  course 
hours 

FEE:  $75 

DESIGNED  FOR:  Full  time  specialty  in  Psychiatry 

ENROLLMENT:  Maximum,  15 

CREDIT:  12  hours.  Category  I,  AMA  Physician's 
Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
enrollee,  open  question,  seminar 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Unusual  Sexual  Behavior 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  June  7,  1975 

DURATION:  1 day;  7 hours  instruction 

FEE:  $50 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT:  7 prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
open  question,  seminar,  television 

CONTACT:  Dr,  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Psychotherapy  Seminar 

SPONSORS:  Timberlawn  Foundation,  Dallas;  UT 
Southwestern  Medical  School  at  Dallas 

location  of  COURSE:  Timberlawn  Foundation, 
Dallas 

DATE:  September  1 1,  1975 — June  1,  1976 

DURATION : Intermittent;  35  weeks;  35  days;  1 Vi 
hours 

FEE:  $350 

DESIGNED  FOR:  Psychiatrists 

ENROLLMENT:  Minimum,  10;  maximum,  30 

CREDIT:  Category  I,  AMA  Physician's  Recognition 
Award 

TEACHING  METHODS:  Audiovisual  materials, 
enrollee  observes  procedure,  enrollee  performs 
procedure,  lecture,  open  question,  seminar, 
television 

CONTACT:  Dr.  Jerry  M.  Lewis,  Director  of  Training, 
Timberlawn  Foundation,  2750Grove  Hill  Rd.,  Dallas 
75227 


TITLE:  Therapeutics  Seminars  (See  ARTHRITIS  & 
RHEUMATISM) 

RADIOLOGY  & RADIOISOTOPES 


TITLE:  Preceptorship  in  Radiology 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 


DATE:  By  arrangement  with  applicant 
DURATION:  To  be  arranged  individually 
FEE:  To  be  negotiated 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Audiovisual  materials, 
bedside  rounds,  enrollee  observes  procedure, 
enrollee  performs  procedure,  laixtratory  work, 
patient  demonstration,  programmed  instruction 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  External  Beam,  Interstitial  and  Intracavitary 
Dosimetry — Manual  and  Computer  Methods  of 
Calculation 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATION  OFCOURSE:  UT  System  CancerCenter, 
MD  Anderson  Hospital  and  Tumor  Institute, 
Houston 

DATE:  January  13-24,  1975;  July  14-25,  1975 

DURATION:  Continuous;  10  days;  8 hours 
instruction  per  day 

FEE:  Not  determined 

ENROLLMENT:  Minimum,  1 0;  maximum,  25 

TEACHING  METHODS:  Enrollee  observes 
procedure,  enrollee  performs  procedure,  lecture, 
open  question 

CONTACT:  Dr.  Grant  Taylor,  Director,  Division  of 
Continuing  Education,  UT  Health  Science  Center  at 
Houston,  PO  Box  20367,  Houston  77025 


TITLE:  Radiology  for  Trauma  and  Acute  Care 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  January  18-19,  1975 

DURATION:  Continuous;  2 days;  10  total  course 
hours 

FEE:  $75 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

CREDIT:  10  prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
clinical  conference,  lecture,  open  question,  panel 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  High  Energy  Electron,  X-ray  and  Neutron 
Dosimetry 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATION  OFCOURSE:  UT  System  Cancer  Center, 
MDAnderson  Hospitaland  Tumor  Institute,  Houston 

DATE:  January  27-February  1,  1975 

DURATION:  Continuous;  6 days;  12  hours 
instruction  per  day 

FEE:  Not  determined 

TEACHING  METHODS:  Enrollee  observes 
procedure,  enrollee  performs  procedure,  lecture, 
opten  question 

CONTACT:  Dr,  Grant  Taylor,  Director,  Division  of 
Continuing  Education,  UT  Health  Science  Center  at 
Houston,  PO  Box  20367,  Houston  77025 
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TITLE:  Visiting  Fellowship  in  Radiation  Oncology 

SPONSORS:  St.  Paul  Hospital,  Dallas 

LOCATION  OF  COURSE:  ST.  Paul  Hospital,  Dallas 

DATE:  lanuary-December,  1975 

DURATION:  Continuous;  2 weeks;  given  by 
arrangement  with  applicant 

FEE:  $150 

DESIGNED  FOR:  Full  time  specialty  in  Radiology 

ENROLLMENT:  Maximum,  2 

TEACHING  METHODS:  Bedside  rounds,  clinical 
conference,  enrollee  observes  procedure,  lecture, 
live  clinic,  open  question 

CONTACT;  Dr.  Dale  Fuller,  Director,  Dept,  of 
Radiation  Oncology,  St.  Paul  Hospital,  5909  Harry 
Hines  Blvd.,  Dallas  75235 


TITLE:  Nuclear  Medicine  Visiting  Fellowship 

SPONSORS:  St.  Paul  Hospital,  Dallas;  American 
College  of  Radiology 

LOCATION  OF  COURSE;  St.  Paul  Hospital,  Dallas 

DATE:  May  and  October,  1975 

DURATION : Continuous;  1 2 days;  8 hours 
instruction  per  day 

FEE:  $150 

DESIGNED  FOR:  Postgraduate  traineeship;  Full 
time  specialty  in  Radiology 

ENROLLMENT:  Maximum,  2 

CREDIT:  AMA,  ACR 

TEACHING  METHODS:  Audiovisual  materials, 
clinical  conference,  enrollee  observes  procedure, 
enrollee  performs  procedure,  laboratory  work, 
lecture,  open  question,  patient  demonstration, 
programmed  instruction 

CONTACT;  Dr.  R.  W.  McConnell,  Director,  Dept,  of 
Nuclear  Medicine,  St.  Paul  Hospital,  5909  Harry 
Hines  Blvd.,  Dallas  75235 


TITLE:  Diagnostic  Radiological  Physics 

SPONSORS:  UT  Southwestern  Medical  School  at 
Dallas;  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

LOCATION  OF  COURSE;  Marriott  Motor  Hotel, 
Dallas 

DATE:  May  20-22,  1975 
DURATION:  Continuous;  3 days 
FEE:  $100 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel 

CONTACT : Dr.  Geo,  J.  Race,  Dean,  A.  Webb  Roberts 
Center  for  Continuing  Education,  3500  Gaston 
Ave.,  Dallas  75246 


TITLE:  External  Beam,  Interstitial  and  Intracavitary 
Dosimetry — Principles 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATION  OF  COU  RSE : UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor  Institute,  Houston 

DATE:  July  1-12,  1975 

DURATION:  Continuous;  10  days;  8 hours 
instruction  per  day 

FEE:  Not  determined 


ENROLLMENT:  Minimum,  10;  maximum,  25 

TEACHING  METHODS:  Enrollee  observes 
procedure,  lecture,  open  question 

CONTACT:  Dr.  Grant  Taylor,  Director,  Division  of 
Continuing  Education,  UT  Health  Science  Center 
at  Houston,  PO  Box  20367,  Houston  77025 


TITLE:  Annual  Gilbert  Seminar  in  Radiology 

SPONSORS:  A.  Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

LOCATION  OF  COURSE:  Beasley  Auditorium, 
Baylor  University  Medical  Center,  Dallas 

DATE:  October,  1975 

DURATION:  1 day 

FEE:  $10 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Lecture 

CONTACT : Dr.  Geo.  ].  Race,  Dean,  A.  Webb  Roberts 
Center  for  Continuing  Education,  3500  Gaston 
Ave.,  Dallas  75246 


TITLE:  Pulmonary  Pathology-Radiology  Conference 
(See  PATHOLOGY) 

SURGERY 


TITLE:  Surgery  Section  Conference 

SPONSORS:  St.  Joseph  Hospital,  Fort  Worth 

LOCATION  OF  COURSE:  Education  Bldg., 
Classroom  3,  St.  Joseph  Hospital,  Fort  Worth 

DATE:  First  Tuesday  of  every  month;  12:30  p.m., 
lunch  served 

FEE:  None 

DESIGNED  FOR:  Staff  Physicians 

CREDIT:  Category  2,  AMA  Physician's  Recognition 
Award 

TEACHING  METHODS:  Clinical  conference 

CONTACT:  Dr.  D.  W.  Johnston,  Administrative 
Physician,  St.  Joseph  Hospital,  1401  S.  Main,  Fort 
Worth  76104 


TITLE:  Oklahoma  Surgical  Association 

SPONSORS:  Oklahoma  Surgical  Association;  A. 
Webb  Roberts  Center  for  Continuing  Education, 
Dallas 

LOCATION  OF  COURSE:  Beasley  Auditorium, 
Baylor  University  Medical  School,  Dallas 

DURATION:  Continuous;  2 days 

DESIGNED  FOR:  Full  time  specialty 

TEACHING  METHODS:  Lecture 

CONTACT;  Dr.  Geo.  J.  Race,  Dean,  A.  Webb  Roberts 
Center  for  Continuing  Education,  3500  Gaston 
Ave.,  Dallas  75246 


TITLE:  Surgery  Techniques  for  End-to-End  Intestinal 
Anastomosis 

SPONSORS:  UT  Health  Science  Center  at  Houston 

LOCATION  OF  COU  RSE : UT  Health  Science  Center 
at  Houston 

DATE:  January,  1975 

FEE:  Not  determined 

DESIGNED  FOR:  Surgeons 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question 


CONTACT:  Dr.  Grant  Taylor,  Director,  Division  of 
Continuing  Education,  UT  Health  Science  Center  at 
Houston,  TO  Box  20367,  Houston  77025 


TITLE;  Problem  Management  in  Maxillofacial 
Trauma 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  April  26,  1975 

DURATION:  1 day;  6 hours  instruction 

DESIGNED  FOR:  Full  time  specialty 

CREDIT:  6 hours.  Category  I,  AMA  Physician's 
Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
panel,  patient  demonstration,  television 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Annual  Meeting 

SPONSORS:  North  Texas  Chapter,  American 
College  of  Surgeons,  Dallas 

LOCATION  OF  COURSE:  Chaparral  Club, 
Southland  Center,  Dallas 

DATE:  May  17,  1975 

DURATION:  1 day;  7 hours  of  instruction 

DESIGNED  FOR:  Full  time  specialty 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  panel 

CONTACT:  Dr.  Ronald  C.  Jones, 
Secretary-Treasurer,  North  Texas  Chapter, 
American  College  of  Surgeons,  5323  Harry 
Hines  Blvd.,  Dallas  75235 


TITLE:  Trauma 

SPONSORS:  Continuing  Education  Division,  UT 
Medical  Branch,  Galveston;  General  Surgery  Dept., 
UT  Medical  Branch,  Galveston 

LOCATION  OF  COURSE:  Holiday  Inn  of  Galveston 

DATE:  Septemljer  11-12,  1 975 

DURATION:  Continuous;  2 days;  8 hours 
instruction  per  day 

FEE:  $60 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Minimum,  25;  maximum,  150 

CREDIT:  16  prescribed  hours,  AAFP 

TEACHING  METHODS:  Audiovisual  materials, 
bedside  rounds,  clinical  conference,  lecture,  open 
question,  panel,  seminar 

CONTACT:  NeKee  McNulty,  Administrative 
Assistant,  Continuing  Education  Division,  UT 
Medical  Branch,  8th  Floor,  John  Sealy  Hospital, 
Galveston  77550 


TITLE:  Consultation  on  the  Jaundiced  Patient 

SPONSORS;  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  November  22-23,  1975 

DURATION:  Continuous;  2 days;  10  total 
hours  instruction 
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FEE:  $75 

DESIGNED  FOR:  General  practice  and  part  time 
specialty 

CREDIT:  10  prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 

TEACHING  METHODS:  Audiovisual  materials, 
clinical  conference,  open  question,  panel,  seminar 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  Annual  Spring  Medical  Surgical  Seminar  (See 
INTERNAL  MEDICINE) 


TITLE:  William  Beaumont  Gastrointestinal 
Symposium  (See  GASTROENTEROLOGY) 


TITLE:  Nutritional  Support  for  the  Catabolic  Patient 
(See  GENERAL  MEDICINE) 


TITLE:  Pulmonary  Pathology-Radiology  Conferences 
(See  PATHOLOGY) 


TITLE:  Grand  Rounds  (See  GENERAL  MEDICINE) 


TITLE:  Spring  Clinical  Conference  (See  INTERNAL 
MEDICINE) 

UROLOGY 


TITLE:  Neuro-Urological  Workshop 

SPONSORS:  St.  Luke's  Episcopal  Hospital,  Houston 

LOCATION  OF  COURSE.  St.  Luke's  Episcopal 
Hospital,  Houston 

DATE:  To  be  announced 

DURATION:  2-3  days;  8 hours  instruction  per  day 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Audiovisual  materials, 
lecture,  open  question,  television 

CONTACT:  Dr.  F.  Brantley  Scott,  Director,  St. 
Luke's  Episcopal  Hospital,  6720  Bertner,  Flouston 
77025 


TITLE:  Symposium  on  Management  of  Renal  Disease 

SPONSORS:  The  Kidney  Foundation  of  Houston  and 
the  Greater  Gulf  Coast;  Baylor  College  of  Medicine, 
Houston 

LOCATION  OF  COURSE:  Marriott  Motor  Hotel, 
Houston 

DATE:  November  7-8,  1975 

DURATION:  Continuous;  2 days;  6 hours  instruction 
pter  day 

FEE:  $15 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

TEACHING  METHODS:  Lecture,  open  question, 
seminar 

CONTACT:  Dr.  C.  Eugene  Carlton,  )r..  Chairman, 
Medical  Advisory  Committee,  Kidney  Foundation, 
Baylor  College  of  Medicine,  1200  Moursund  Ave., 
Houston  77025 


TITLE:  Annual  Meeting  (See  SURGERY) 


OTHER 


TITLE:  Emergency  Services  Department  Conference 

SPONSORS:  St.  Joseph  Hospital,  Fort  Worth 

LOCATION  OF  COURSE:  Education  Bldg., 
Classroom  3,  St.  Joseph  Hospital,  Fort  Worth 


DATE:  First  Friday  of  every  month;  12:30  p.m., 
lunch  served 

FEE:  None 

DESIGNED  FOR:  Staff  Physicians 

CREDIT:  Category  2,  AMA  Physician's  Recognition 
Award 

TEACHING  METHODS:  Clinical  conference 

CONTACT:  Dr.  D.  W.  Johnston,  Administrative 
Physician,  St.  Joseph  Hospital,  1401  S.  Main,  Fort 
Worth  76104 


TITLE:  Network  for  Continuing  Medical  Education 

SPONSORS:  St.  Joseph  Hospital,  Fort  Worth 

LOCATION  OF  COURSE:  Education  Bldg,, 
Auditorium,  St.  Joseph  Hospital,  Fort  Worth 

DATE:  Every  other  Wednesday;  12:30  p.m.,  lunch 
served 

FEE:  None 

DESIGNED  FOR:  Staff  Physicians 

CREDIT:  Category  2,  AMA  Physician's  Recognition 
Award 

TEACHING  METHODS:  Audiovisual  materials 

CONTACT:  Dr.  D.  W.  Johnston,  Administrative 
Physician,  St.  Joseph  Hospital,  1401  S.  Main,  Fort 
Worth  76104 

OTHER:  MEDICAL  GRAPHICS 


TITLE:  Preceptorship  in  Medical  Graphics 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  UT  Health  Science 
Center  at  San  Antonio 

DATE:  By  arrangement  with  applicant 

DURATION:  To  be  arranged  individually 

FEE:  To  be  negotiated 

TEACHING  METHODS:  Audiovisual  materials, 
enrollee  observes  procedure,  enrollee  performs 
procedure,  laboratory  work,  open  question 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 

OTHER:  NUCLEAR  MEDICINE 


TITLE:  A Course  in  Nuclear  Medicine — Its  Use  in 
Defining  Disease  (See  GENERAL  MEDICINE) 

OTHER:  SPORTS  MEDICINE 


TITLE:  Symposium  on  Sports  Medicine 

SPONSORS:  UT  Health  Science  Center  at  San 
Antonio 

LOCATION  OF  COURSE:  Thompson  Conference 
Center,  Austin 

DATE:  April  5-6,  1975 

DURATION:  Continuous;  2 days;  12  total  course 
hours 

FEE:  Prior  to  March  31 — physicians,  $60;  coaches, 
trainers,  $25;  April  1 and  after— physicians,  $75; 
coaches,  trainers,  $35 

DESIGNED  FOR:  General  practice  and  part  time 
specialty;  Full  time  specialty 

ENROLLMENT:  Maximum,  180 

CREDIT:  12  prescribed  hours,  AAFP;  Category  I, 
AMA  Physician's  Recognition  Award 


TEACHING  METHODS:  Audiovisual  materials, 
enrollee  observes  procedure,  lecture,  open  question, 
panel 

CONTACT:  Dr.  Paul  Cutler,  Associate  Dean  for 
Continuing  Medical  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284 


TITLE:  General  Sports  Medicine  (See  ORTHOPEDIC 
SURGERY) 


CALENDAR  INDEX  OF  COURSES 


BY  ARRANGEMENT 
Anesthesiology 

Preceptorship  in  Anesthesiology,  San  Antonio 

Arthritis  & Rheumatism 

Therapeutics  Seminars,  September,  1974-May  29, 
1975,  Late  entry  permitted 

Basic  Sciences:  Physiology 

Applied  Biophysics,  Houston 

Cellular  Aspect  of  Adult  Bone  Physiology  and 

Pathology:  Individual  Long-term  Effects  of  Disuse 

and  Bed  Rest,  Houston 

Research  Projects  & Reading 

Courses  in  Cardiovascular, T^espiratory, 

Neurophysiology,  Houston 

Cardiovascular  Disease 

Clinical  Cardiology  for  the  Practicing  Physician, 
Dallas 

Endocrinology 

Reproductive  Medicine  and  Endocrinology, 
Houston,  September,  1974-June,  1975,  Late  entry 
permitted 

General  Medicine 

Preceptorship  in  Ambulatory  Medical  and  Surgical 
Care,  San  Antonio 

Grand  Rounds,  Corpus  Christi,  August,  1974-June, 
1975,  Late  entry  permitted 
Therapeutic  Seminar  Teleconferences,  Corpus 
Christi,  September  26,  1974-May  29,  1975,  Late 
entry  permitted 

Family  Practice  Seminars,  Corpus  Christi,  October, 
1974-June,  1975,  Late  entry  permitted 
Genetic  Counseling  Clinic  Lectures,  Corpus  Christi, 
October  31,  1974-March  13,  1975,  Late  entry 
permitted 

Internal  Medicine 

A Review  of  Internal  Medicine-1 975,  Houston 
Preceptorship  in  Gastroenterology,  San  Antonio 
Preceptorship  in  Internal  Medicine,  San  Antonio 
Preceptorship  in  Pulmonary  Medicine,  San  Antonio 

Obstetrics  & Gynecolo^ 

Ob-Gyn  Preceptorship,  Dallas 

Preceptorship  in  Obstetrics  & Gynecology,  San 

Antonio 

Ophthalmology 

Ophthalmology  Preceptorship,  Dallas 

Pediatrics 

Mini-Fellowship  in  Pediatric  Subspecialties,  Houston 
Preceptorship  in  Newborn  Care,  San  Antonio 

Psychiatry 

Preceptorship  in  Clinical  Psychology,  San  Antonio 

Radiology  & Radioisotopes 

Preceptorship  in  Radiology,  San  Antonio 

Miscellaneous  Courses 

Preceptorship  in  Medical  Graphics,  San  Antonio 

lANUARY 

Basic  Sciences:  Pharmacology 

Medical  Pharmacology,  Houston,  January-May 
Medical  Therapeutics,  Houston,  January-February 
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General  Medicine 

Golden  Crescent  Seminars,  Beaumont-LaMarque- 
Angleton,  Tuesdays  & Thursdays  monthly 
Monthly  Lecture,  Waco,  3rd  Wednesday  monthly 
Monthly  Meeting  of  East  Texas  Academy  of  Internal 
Medicine,  Tyler,  3rd  Thursday  monthly 
Linden  Rounds,  Linden,  4th  Thursday  monthly 
Perinatal  Infections,  Houston,  January  1 3 

Hematolo^ 

Course  on  Hematology,  Houston,  January  20- 
February  3 

Internal  Medicine 

Sir  William  Osier  Society  Program,  Wichita  Falls, 

1 St  Tuesday  monthly 

Medicine  Section  Conference,  Fort  Worth, 

3rd  Friday  monthly 

Medical  IntensiveCare  Unit,  San  Antonio,  January  9- 
March  1 3 

Malignant  Disease 

Tumor  Conference,  Fort  Worth,  2nd  Friday  monthly 

Neurology 

Neurological  Conference,  Fort  Worth,  4th  Friday 
monthly 

Obstetrics  & Gynecology 

Current  Obstetric  and  Gynecologic  Practice,  San 
Antonio,  January  30-Februarv  5 

Ophthalmology 

Basic  Science  Course  in  Ophthalmology  1975, 
Houston,  January  6-February  28 

Pathology 

Review  of  Pathophysiology  of  Renal  Disorders  and 
Acid-Base  Balance,  Houston,  January 
Monthly  Cytopathology  Seminars  of  Excellence, 
Houston,  January-May 

Pulmonary  Pathology-Radiology  Conference, 
Houston,  January-May 

Pathology  Seminar,  Houston,  January  15-June  19 

Pediatrics 

Pediatric  Preceptorship,  Dallas  & Fort  Worth, 
January-June 

Psychiatry 

Psychiatry  in  Medical  Practice  II,  Houston,  January 
23-April  24 

Radiology  & Radioisotopes 

External  Beam,  Interstitial  and  Intracavitary 
Dosimetry — Manual  and  Computer  Methods  of 
Calculation,  Houston,  January  13-24 
Radiology  for  Trauma  and  Acute  Care,  San  Antonio, 
January  18-19 

High  Energy  Electron,  X-ray  and  Neutron 
Dosimetry,  Houston,  January  27-February  1 
Visiting  Fellowship  in  Radiation  Oncology,  Dallas, 
january-December 

Surgery 

Surgery  Section  Conference,  Fort  Worth,  1 stTuesday 
monthly 

Surgery  Techniques  for  End-to-End  Intestinal 
Anastomosis,  Houston,  January 

Miscellaneous  Courses 

Emergency  Services  Department  Conference,  Fort 
Worth,  1st  Friday  monthly 
Network  for  Continuing  Medical  Education,  Fort 
Worth,  Alternate  Wednesdays  monthly 


FEBRUARY 

Anesthesiology 

Anesthesiology,  Houston,  February 

Arthritis  & Rheumatism 

Postgraduate  Course  in  Arthritis  and  Rheumatic 
Disease,  Houston,  February  8 

Basic  Sciences:  Other 

Third  Annual  Texas  Medical  Center  Symposium  on 
the  Application  of  Nutrition  in  the  Health  Sciences, 
Houston,  February  7-8 

Cardiovascular  Disease 

24th  Annual  Scientific  Session,  Houston,  February 
10-13 


Cardiovascular  Problems: 

Pathophysiological  and  clinical  considerations, 
Dallas,  March  6-8 

General  Medicine 

Family  Practice  Review,  Galveston,  February  2-8 
Acupuncture,  Current  Status,  Houston,  February  10 

Internal  Medicine 

Practical  Workshop  in  Pulmonary  Diseases,  San 
Antonio,  February  15-16 

Malignant  Disease 

28th  Annual  Symposium  on  Fundamental  Cancer 
Research:  Cellular  Membranes  and  Tumor  Ceil 
Behavior,  Houston,  February  26-28 

Pediatrics 

Perinatology  (Annual  Pediatric  Postgraduate 
Symposium),  Houston,  February  6-7 

MARCH 

Basic  Sciences:  Microbiology  & Immunology 

Current  Developments  in  Immunology  & 
Microbiology,  San  Antonio,  March  15-16 

Basic  Sciences:  Physiology 

History  of  Physiology  and  Medicine,  Houston, 
March  31 

Basic  Sciences:  Other 

12th  Symposium  on  Biomathematics  and  Computer 
Science  in  the  Life  Sciences,  Houston,  March  27-29 

Cardiovascular  Disease 

Clinical  Cardiology  Course,  Houston,  March  19- 
April  1 5 

Gastroenterology 

William  Beaumont  Gastrointestinal  Symposium,  El 
Paso,  March  19-21 

General  Medicine 

Bedside  Clues  to  Systemic  Disease,  Houston, 

March  10 

Internal  Medicine 

Winans  Visiting  Professorship,  Dallas,  Spring 
Cardiovascular  Problems:  Pathophysiological  and 
Clinical  Considerations,  Dallas,  March  6-8 
Spring  Clinical  Conference,  Dallas,  March  17-19 

Malignant  Disease 

. Jinth  Annual  Clinical  Cancer  Conference,  Dallas, 
March 

Neurology 

Clinical  Neurology  Course,  Houston,  March  1 1- 
April  1 5 

Third  Intensive  Course  in  Neuromuscular  Diseases, 
Houston,  March  13-15 

Third  Annual  Neuromuscular  Disease  Seminar, 
Houston,  March  27-28 

Ophthalmology 

Corneal  Symposium,  Houston,  March  1 5 

Physical  Medicine  & Rehabilitation 

Basic  Medicine  Course  for  Texas  Rehabilitation 
Commission  Counselors,  Dallas,  March  4-6 

Pediatrics 

Program  for  Life-long  Education  in  Pediatrics, 
Galveston,  March  1 3-14 

Psychiatry 

Workshop  for  Sex  Therapists  and  Counselors, 
Galveston,  March  6-9 

Rorschach's  Test:  Intermediate  Workshop,  San 
Antonio,  March  8-9 

APRIL 

General  Medicine 

Understanding  the  Effects  of  Alcoholism,  Dallas, 
April 

Spring  Seminar,  Fort  Davis,  April  5 

Problem  Oriented  Medical  Record  in  Clinical 

Practice,  San  Antonio,  April  12 

Course  by  AMA  Executive  Vice  President  James  H. 

Sammons,  MD,  Houston,  April  14 

A Course  in  Nuclear  Medicine — Its  Use  in  Defining 

Disease,  Houston,  April  29-May  22 


Internal  Medicine 

Dallas  Advanced  Seminar  in  Internal  Medicine, 
Dallas,  April  1 6-19 

Annual  Spring  Medical  Surgical  Seminar, 
Jacksonville,  April  25 

Medical  Writing 

Medical  Writers  Workshop,  Dallas,  April  1 1 
Medical  and  Technical  Writing,  Houston,  April  22- 
May  22 

Orthopedic  Surgery 

1 1th  Annual  Orthopedic  Symposium — The  Hand, 
Houston,  April  17-19 

Psychiatry 

Group  Psychotherapy:  Intermediate  Level 
Workshop,  San  Antonio,  April  5-June  7 
WISC-R  Workshop,  San  Antonio,  April  12 

Surgery 

Problem  Management  in  Maxillofacial  Trauma,  San 
Antonio,  April  26 

Miscellaneous  Courses 

Symposium  on  Sports  Medicine,  Austin,  April  5-6 


MAY 

Cardiovascular  Disease 

Core  Curriculum:  Myocardial  Biology  in  Health  and 
Disease-1975,  Houston,  May  16-18 
Texas  Heart  Institute  Sixth  Annual  Symposium, 
Houston,  May  29-31 

Endocrinology 

Endocrine  Vignettes,  Houston,  May  6-27 

General  Medicine 

Nutritional  Support  for  the  Catabolic  Patient, 
Houston,  May  12 

Diagnosis  Using  Laboratory  Methods,  San  Antonio, 
May  17-18 

Cruise  Course,  Galveston,  May  1 7-24 

Obstetrics  & Gynecology 

Office  Gynecology,  San  Antonio,  May  24-25 

Ophthalmology 

Neuro-Ophthalmology  Symposium,  Houston,  May 

Orthopedic  Surgery 

General  Sports  Medicine,  Houston,  May  18-21 

Pediatrics 

Newborn  Seminar,  Dallas,  May 

Physical  Medicine  & Rehabilitation 

Comprehensive  ReviewCourse  in  Physical  Medicine 
and  Rehabilitation,  Houston,  May  19-31 

Psychiatry 

Rorschach's  Test:  Advanced  Workshop,  San 
Antonio,  May  1 0-1 1 

Radiology  & Radioisotopes 

Nuclear  Medicine  Visiting  Fellowship,  Dallas, 

May 

Diagnostic  Radiological  Physics,  Dallas,  May  20-22 

Surgery 

Annual  Meeting,  Dallas,  May  17 

Miscellaneous  Courses 

General  Sports  Medicine,  Houston,  May  18-21 

JUNE 

Anesthesiology 

22nd  Annual  Anesthesiology  Review  Course,  San 
Antonio,  June  9-13 

Basic  Sciences:  Microbiology  & Immunology 

Workshop  in  Immunology,  San  Antonio,  June  1 2-1 5 

Basic  Sciences:  Physiology 

History  of  Physiology  and  Medicine,  Houston, 

June 

Cardiovascular  Disease 

Symposium  on  Cardiovascular  Disease,  San 
Antonio,  June  20 
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Internal  Medicine 

A Review  of  Internal  Medicine-1975,  Houston, 

June  5-7 

Malignant  Disease 

New  Frontiers  in  Molecular  Oncology,  Houston, 
June  2-5 

Psychiatry 

Unusual  Sexual  Behavior,  San  Antonio,  June  7 

JULY 

Basic  Sciences:  Physiology 

Vectorial  Analysis  ot  Electrocardiogram,  Houston, 
July 

Ophthalmolo^ 

Low  Vision  Aid  Symposium,  Houston,  July 

Radiology  & Radioisotopes 

External  Beam,  Interstitialand  Intracavitary 
Dosimetry — Manual  and  Computer  Methods  of 
Calculation,  Houston,  July  14-25 
External  Beam,  Interstitial  and  Intracavitary 
Dosimetry — Principles,  Houston,  July  1-12 

AUGUST 

Adolescents'  Medical  Care 

Health  Care  for  Adolescents — Interdisciplinary 
Approach,  San  Antonio,  August  8-9 

Physical  Medicine  & Rehabilitation 

Peripheral  Nerve  Lesions — Diagnosis  & 
Management,  San  Antonio,  August  23 

SEPTEMBER 

Basic  Sciences:  Biochemistry 

Biochemistry  Seminar,  Houston,  September  15, 
1975-May  14,  1976 

Basic  Sciences:  Physiolo^ 

History  of  Physiology  and  Medicine,  Houston, 
September  2 

Electrocardiography 

Advanced  EKC,  San  Antonio,  September  1 3-14 

General  Medicine 

Irritable  Bowel  Syndrome,  Houston,  September  8 
Clinical  Application  of  Biofeedback,  San  Antonio, 
September  27 

Malignant  Disease 

Clinical  Oncology  Seminars,  Houston,  September- 
November 

Pediatrics 

Advances  in  Pediatrics-1975,  Houston,  September 
26-27 

Physical  Medicine  & Rehabilitation 

Annual  Browning  Lecture,  Dallas,  September 

Psychiatry 

Psychotherapy  Seminar,  Dallas,  September  1 1, 
1975-June  1,  1976 

Surgery 

Trauma,  Galveston,  September  11-12 


OCTOBER 

Fractures 

What's  New  In  Management  of  Fractures,  Laredo, 
October  25-26 

General  Medicine 

Management  of  Reproductive  System  Disorders  in 
Teenagers,  Houston,  October  13 

Orthopedic  Surgery 

Moore  Lectureship  in  Orthopedic  Surgery,  Dallas, 
October 

Radiology  & Radioisotopes 

Nuclear  Medicine  Visiting  Fellowship,  Dallas, 
October 

Annual  Gilbert  Seminar  in  Radiology,  Dallas, 
October 


NOVEMBER 
Arthritis  & Rheumatism 

Arthritis  Symposium  on  Office  Practice,  Amarillo, 
November  8 

Malignant  Disease 

20th  Annual  Clinical  Conference  on  Neoplasia  of  the 
Skin,  Houston,  November  12-14 
8th  Annual  Special  Pathology  Program,  Houston, 
November  1 5 

Ophthalmology 

Tumor  Symposium,  Houston,  November 

Orthopedic  Surgery 

The  Foot:  Child  and  Adult,  Dallas,  November  6-8 

Physical  Medicine  & Rehabilitation 

Workshop  in  Human  Sexuality  in  the  Physically 
Disabled,  Houston,  November  1-3 

Surgery 

Consultation  on  the  Jaundiced  Patient,  San  Antonio, 
November  22-23 

Urology 

Symposium  on  Management  of  Renal  Disease, 
Houston,  November  7-8 

DECEMBER 

Basic  Sciences:  Physiology 

Exercise  Physiology  in  Heart  Disease,  Houston, 
December  1 -4 

General  Medicine 

Epilepsy,  Some  Thoughts  on  Treatment  of 
Refractory  Cases,  Houston,  December  8 

Obstetrics  & Gynecology 

Southwestern  Gynecologic  Assembly,  Dallas, 
December  4-6 

Ophthalmology 

Hermann  Hospital  Annual  Ophthalmology 
Alumni  Meeting,  Houston,  December 

Orthopedic  Surgery 

What's  New  in  Orthopedics:  Part  II,  San  Antonio, 
December  10-12 


1975  MEDICAL  MEETINGS  IN  TEXAS 


AMERICAN  ACADEMY  OF  CARDIOLOGY, 
Houston,  February  10-13. 

William  D.  Nelligan,  Executive  Director, 

9650  Rockville  Pike,  Bethesda,  MD  20014. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS 
CHAPTER, 

San  Antonio,  May. 

Dr.  William  S.  Conkling,  Chairman,  PO  Box  31 1, 
Navasota,  TX  77868. 

AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER, 

Dallas,  May  1 7. 

Dr,  Ronald  C.  Jones,  Secretary-Treasurer,  5323 
Harry  Hines  Blvd.,  Dallas,  TX  75235. 

AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH 
TEXAS  CHAPTER, 

Galveston,  January  30-February  1 . 

Dr.  Peter  B.  Fisher,  Secretary-Treasurer,  615 
Medical  Towers,  Houston,  TX  77025. 

AMERICAN  GASTROENTEROLOGICAL 
ASSOCIATION, 

San  Antonio,  May  18-24. 

Charles  B,  Slack,  Executive  Secretary, 

6900  Grove  Rd.,  Thorofare,  NJ  08086. 

AMERICAN  CROUP  PSYCHOTHERAPY 
ASSOCIATION, 

San  Antonio,  February  4-8. 

Ms.  Margaret  Keef,  Executive  Secretary, 

1865  Broadway,  12th  Floor,  New  York,  NY  10023. 


AMERICAN  HEART  ASSOCIATION, 

Dallas,  November  19-22. 

Wm.  W.  Moore,  Executive  Officer, 

44  E.  23rd  St.,  New  York,  NY  10010. 

AMERICAN  MEDICAL  TENNIS  ASSOCIATION, 
Austin,  March  16-20. 

Bill  Drake,  Executive  Director,  PO  Box 
183,  Alton,  IL  62002. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER,  Amarillo,  May  16-18. 

Geraldine  Midgley,  Secretary,  PO  Box 
1287,  Uvalde,  TX  78801. 

AMERICAN  SOCIETY  FOR  GASTROINTESTINAL 
ENDOSCOPY, 

San  Antonio,  June  21 . 

Dr.  Bernard  M.  Schuman,  Secretary, 

2799  W.  Grand  Blvd.,  Detroit,  Ml  48202. 

ARTHRITIS  FOUNDATION,  WEST  TEXAS 
CHAPTER, 

Amarillo,  November  8. 

Dr.  Charles  W.  Seward,  President,  Panhandle 
Division,  PO  Box  3460,  Amarillo,  TX  79106. 

WM.  BEAUMONT  ARMY  MEDICAL  CENTER, 

El  Paso,  March  19-21. 

Col.  J.  Loren  Pitcher,  MD,  Chairman,  Dept,  of 
Medicine,  and  Chief,  Gastroenterology  Service, 

PO  Box  70031 , El  Paso,  TX  79920. 

BLACKFORD  MEMORIAL  LECTURES, 

Denison,  September  6. 

Dr.  John  D.  Gleckler,  Chairman, 

21 1 N.  Fannin,  Denison,  TX  75020. 

DALLAS  SOUTHERN  CLINICAL  SOCIETY, 

Dallas,  March  1 7-1 9. 

Robert  L.  Heath,  Executive  Officer, 

433  Medical  Arts  Bldg.,  Dallas,  TX  75201. 

EAST  TEXAS  ACADEMY  OF  INTERNAL  MEDICINE, 
Tyler,  3rd  Thursday  monthly. 

Dr.  Geo.  J.  Race,  Dean,  A.  Webb  Roberts  Center 
for  Continuing  Education,  3500  Gaston  Ave., 

Dallas,  TX  75246. 

FIFTH  DISTRICT  MEDICAL  SOCIETY, 

San  Antonio,  February  28. 

S.  E.  Cockrell,  Jr.,  Executive  Officer, 

202  W.  French  PI.,  San  Antonio,  TX  78212. 

FIRST  DISTRICT  MEDICAL  SOCIETY, 

Pecos,  February  1 . 

Dr.  Laurance  N.  Nickey,  Secretary, 

1515  N.  Oregon,  El  Paso,  TX  79902. 

HARRIS  COUNTY  ACADEMY  OF  FAMILY 
PHYSICIANS, 

Houston,  January  1 3,  February  10,  March  10, 

April  14,  May  1 2,  September  8,  October  1 3, 
December  8. 

Dr.  Cassie  E.  Stuermer,  Education  & Program 
Committee  Chairman,  1 03  Jesse  H.  Jones  Library 
Bldg.,  Houston,  TX  77025. 

INTERNATIONAL  COLLEGE  OF  SURGEONS, 
TEXAS  STATE  SURGICAL  DIVISION, 

San  Antonio,  May  1 . 

Dr.  E.  A.  Hanna,  Treasurer,  6303  S.  Park 
Blvd.,  Houston,  TX  77021. 

INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS, 

San  Antonio,  February  27-28. 

S.  E.  Cockrell,  Jr.,  Executive  Director,  202  W. 
French,  San  Antonio,  TX  78212. 

LAMPASAS-BURNET-LLANO  COUNTY  MEDICAL 
SOCIETY, 

Buchanan  Dam,  3rd  Tuesday  monthly  (except  June, 
July,  August). 

Dr.  Peggy  Newman,  Secretary,  PO  Drawer  L, 
Burnet,  TX  78611. 

NINTH  DISTRICT  MEDICAL  SOCIETY, 

Livingston,  March  20. 

Mrs.  R.  C.  Torrence,  Administrative  Officer, 

103  Jesse  H.  Jones  Library  Bldg.,  Houston,  TX  77025. 


— D18— 


PROGRAM  FOR  LIFELONG  EDUCATION  IN 
PEDIATRICS, 

Galveston,  March  13-14. 

Dr.  Mary  Ellen  Haggard,  Dept,  of  Pediatrics, 

UT  Medical  Branch,  Galveston,  TX  77550. 

A.  WEBB  ROBERTS  CENTER  FOR  CONTINUING 
EDUCATION  and  UNIVERSITY  OF  TEXAS  HEALTH 
SCIENCE  CENTER  AT  DALLAS,  Meeting  dates  to  be 
announced 

Dr.  Geo.  |.  Race,  Dean,  3500  Gaston  Ave., 

Dallas,  TX  75246. 

SOCIETY  FOR  SURGERY  OF  THE  ALIMENTARY 
TRACT, 

San  Antonio,  May  20-21 . 

Dr.  Robert  Zeppa,  Secretary,  Dept,  of  Surgery, 
University  of  Miami  School  of  Medicine, 

Miami,  FL  33142. 

SOCIETY  OF  AIR  FORCE  ANESTHESIOLOGISTS, 
San  Antonio,  June  9-13. 

Col.  Francis  ).  Dannemiller,  MD,  Program  Director, 
Wilford  Hall  USAF  Medical  Center,  PSC  8,  Box 
368865,  Lackland  AFB  78236. 

SOCIETY  OF  AIR  FORCE  PHYSICIANS, 

San  Antonio,  March  3-5. 

Col.  John  H.  Triebwasser,  MC,  USAF,  USAFSAM/ 
NCI,  Brooks  AFB,  TX  78235. 

SOCIETY  OF  NUCLEAR  MEDICINE, 

SOUTHWEST  CHAPTER,  Galveston,  March  21-23. 
Dr.  Thomas  P.  Haynie,  Secretary-Treasurer, 

6723  Bertner  Ave.,  Houston,  TX  77025. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS, 

Fort  Worth,  March  1 3-1 5. 

Mrs.  Floy  Bleker,  Executive  Secretary, 

4300  N.  Lamar  Blvd.,  Austin,  TX  78756. 

SOUTHERN  NEUROSURGICAL  SOCIETY, 

San  Antonio,  February  13-15. 

Dr.  George  T.  Tindall,  Secretary,  Emory  University 
Clinic,  1365  Clifton  Rd.  NE,  Atlanta,  CA  30322. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION, 
Houston,  October  4-7. 

Annette  S.  Boutwell,  Executive  Secretary, 

PO  Box  10387,  Raleigh,  NC  27605. 

SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY, 
Dallas,  December  4-6. 

Dr.  Frank  C.  Council,  jr..  President, 

433  Medical  Arts  Bldg.,  Dallas,  TX  75201 . 

TENTH  DISTRICT  MEDICAL  SOCIETY, 

Woodville,  April. 

].  S.  Trum,  Executive  Officer, 

PO  Box  768,  Beaumont,  TX  77704. 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS, 
Houston,  September  13-17. 

Donald  C.  Jackson,  Executive  Director, 

1905  N.  Lamar  Blvd.,  Austin,  TX  78705. 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS, 
PERMIAN  BASIN  CHAPTER, 

Fort  Davis,  April  4-5. 

Dr.  Wm.  Bart  Pate,  Secretary,  202  N.  Second  St., 
Alpine,  TX  79830. 

TEXAS  AIR-MEDICS  ASSOCIATION, 

San  Antonio,  May  1 . 

Dr.  C.  F.  Miller,  PO  Box  1338, 

Waco,  TX  76703. 

TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH 
PHYSICIANS, 

Galveston,  February  23;  San  Antonio,  May  1. 

Dr.  John  L.  Bradley,  Secretary,  PO  Box  10736, 

El  Paso,  TX  79920. 

TEXAS  DERMATOLOGICAL  SOCIETY, 

San  Antonio,  May  1-4;  Hawaii,  October  21-28. 

Dr.  Wm.  F.  Spiller,  Secretary,  5000  Montrose 
Blvd.,  Suite  110,  Houston,  TX  77006. 

TEXAS  DIABETES  ASSOCIATION, 

San  Antonio,  May  3. 

Dr.  Eric  A.  Orzeck,  Secretary,  918  Medical 
Towers,  Houston,  TX  77025. 


TEXAS  HEART  INSTITUTE, 

Houston,  May  29-31 . 

Dr.  Robert  J.  Hall,  Medical  Director, 

One  Bates  Avenue,  Houston,  TX  77025. 

TEXAS  MEDICAL  ASSOCIATION, 

Austin,  January  17-19;  San  Antonio, 

April  30-May  4;  Austin,  October  3-5. 

C.  Lincoln  VVilliston,  Executive  Director, 

1801  N.  Lamar  Blvd.,  Austin,  TX  78701 . 

TEXAS  OPHTHALMOLOGICAL  ASSOCIATION, 
San  Antonio,  May. 

Dr.  Whitney  Sampson,  Vice  President, 

535  W.  20th  St.,  Houston,  TX  77008. 

TEXAS  PHARMACEUTICAL  ASSOCIATION, 

El  Paso,  July  20-23. 

Luther  R.  Parker,  Executive  Director, 

PO  Box  4487,  Austin,  TX  78701. 

TEXAS  RADIOLOGICAL  SOCIETY, 

Abilene,  March  1 3-1  5. 

Dr.  Francis  Edw.  O'Neill,  Secretary-Treasurer, 

1 1 28  Nix  Professional  Bldg.,  San  Antonio,  TX  78205. 

TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS, 

San  Antonio,  May  3-4. 

Dr.  Ray  Nichols,  Program  Chairman, 

7703  Floyd  Curl  Dr.,  San  Antonio,  TX  78284. 

TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY, 
Arlington,  April  25-27. 

Dr.  Allen  J.  Cahill,  Secretary,  8226 
Douglas,  Dallas,  TX  75225. 

TEXAS  SOCIETY  OF  PATHOLOGISTS, 

El  Paso,  January  24-26. 

Dr.  John  A.  Webb,  Secretary,  704 
Medical  Towers,  Houston,  TX  77025. 

TEXAS  SOCIETY  OF  PLASTIC  SURGEONS, 

San  Antonio,  May  2-3. 

Dr.  Duane  L.  Larson,  Secretary,  Shriners 
Burn  Institute,  Galveston,  TX  77550. 

TEXAS  SURGICAL  SOCIETY, 

Waco,  April  6-8;  Austin,  October  5-7. 

Dr.  Robb  H.  Rutledge,  Secretary,  901  S. 

Lake  St.,  Fort  Worth,  TX  76104. 

TEXAS  UROLOGICAL  SOCIETY, 

Austin,  April  10-16. 

Dr.  Jack  Schneider,  Secretary-Treasurer, 

3100  Red  River,  Austin,  TX  78705. 

THE  UNIVERSITY  OF  TEXAS  SYSTEM  CANCER 
CENTER,  MD  ANDERSON  HOSPITAL  & TUMOR 
INSTITUTE, 

Houston,  February  25-28. 

Mrs.  Jane  Brandenberger,  Information 
Coordinator,  Houston,  TX  77025. 
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Telephone:  936-3561 


322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith.  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.U.,  F.A.C.S. 
Howartl  L.  Smith.  M.  D.,  F.A.C.S. 
Cecil  A.  McRee,  M.D. 

INTERNAL  MEDICINE 
W.  F.  McKinley.  Jr..  M.D. 

James  S.  Bussell.  M.  D. 

C.  G.  Brown.  M.D. 

VASCULAR  SURGEY 
Cecil  A.  McRee,  M.D. 

EYE,  EAR.  NOSE  AND  THROAT 
S.  W.  Hu(rhes.  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland.  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 

W.  F.  McKinley.  Jr..  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson.  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr..  M.D. 

UROLOGY 

Howard  O.  Smith.  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


NEUROPSYCHIATRY 

S.  B.  Morrison.  M.D. 

NEUROSURGERY 

Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Director-Coordinator,  Nursing  Service: 

T.  G.  Newton.  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  75211  Telephone  823-4151 


INTERNAL  MEDICINE 
Edwin  M.  Cleveland,  M.D. 

John  B.  Allen,  M.D.,  D.A.B.I.M. 

Morris  E.  Magers,  M.D. .D.A.B.I.M. 

Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D.,  Gastroenterology 
Landon  W.  Stewart,  M.D..  D.A.B.I.M. 

Cloyce  L.  Stetson,  Jr.,  M.D,,  D.A.B.I.M. 

David  S.  Sowell,  III.  M.D.,  D.A.B.I.M.,  Cardiology 
Don  E.  Cheatum,  M.D.,  D.A.B.I.M..  Rheumatology 
(Arthritis  and  Connective  Tissue  Diseases) 

ORTHOPEDIC  SURGERY 

George  S.  Phalen,  M.D.,  D.A.B.O.S,,  F.A.C.S, 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Bourland,  M.D.,  D.A.B.O.G. 

John  B.  Miller,  III,  M.D. 

PEDIATRICS 

Halcuit  Moore,  M.D.,  D.A.B.P.,  F.A.A.P. 

P.  E.  Luecke,  Jr.,  M.D.,  D.A.B.P.,  F.A.A.P. 

Larry  Gray.  M.D.,  D.A.B.P.,  F.A.A.P. 

GENERAL  SURGERY 

Henry  G.  Montgomery,  M.D.,  D.A.B.S.,  F.A.C.S. 
Geo  ge  P.  Fosmire,  M.D.,  D.A.B.S.,  F.A.C.S. 

Miller  S.  Bell.  M.D.,  D.A.B.S.,  D.A.B.T.S. 

UROLOGY 

Harry  M.  Spence.  M.D.,  D.A.B.U.,  F.A.C.S. 
William  H.  Hoffman.  M.D.,  D.A.B.U.,  F.A.C.S. 
Richard  B.  Dulany,  M.D.,  D.A.B.U.,  F.A.C.S. 

RADIOLOGY 

Raymond  W.  Burford.  M.D.,  D.A.B.R. 

Joe  B.  Caldwe  1.  M.D.,  D.A.B.R. 

Jamies  B.  Evam,  M.I). 


DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D.,  F.A.C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W.  Shuster,  M.D.,  D.A.B.O. 

James  P.  Albrite,  M.D.,  D.A.B.O. 

OPHTHALMOLOGY 
R.  M.  Burnside,  M.D.,  D.A.B.O. 

James  M.  Copps,  M.D.,  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
J.  Boyd  Hollabaugh,  D.D.S. 

William  F.  Walton.  D.D.S. 

George  D.  Blake,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 

C.  H.  Rosamond,  Administrator 
Jack  Green,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N. 

INACTIVE  STATUS 

George  M.  Underwood,  M.D.,  D.A.B.I.M.,  I\A.C.P., 
Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  D.A.B.P..  F.A.A.P. 

William  H.  Potts,  M.D.,  F.A.C.P.,  Internal  Medicine 
Ozro  T.  Woods,  M.D.,  Surgery  Emphasizing  Tumors 
Richard  M.  Smith,  M.D.,  F.A.C.P.,  Internal  Medicine 
J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  and  Gynecology 
Adam  D.  Green,  M.D.,  Surgery 
B.  Celia  Slaughter,  M.D.,  D.A.B.P.,  F.A.A.P. 


A hish  assurance  of  clinical  efficacy 


■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  col'h  Klebsiella-Enterobacter,  Proteus  mirabilis,  and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Enterobacter, 
Proteus  mirabilis,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe- 
rience with  trimethoprim  ismuchmore  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  palloror  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  thosewith  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he- 
molysis may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
mides and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus. 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  1 5 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  ot  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


ROCHE 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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ON  THE  COVER 

Folk  medicine  covers  a 
broad  spectrum  of  beliefs 
which  are  found  not  only 
in  many  geographical  areas 
but  also  within  many  differ- 
ent social  classes.  In  an  ar- 
ticle on  p 96,  a psychiatrist 
who  has  extensive  experi- 
ence in  the  field  discusses 
folk  medicine  as  it  is  found 
in  Texas  and  the  Southwest. 

NEXT  MONTH 

The  March  issue  will  contain 
follow-up  articles  on  the 
January  Conference  and 
Conference  on  Utilization 
Review,  and  a summary  of 
actions  of  the  Executive 
Board.  Scientific  articles 
will  deal  with  several  as- 
pects of  cancer. 


THE 

NATURAL 
WAY 


For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P.)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 


PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 
PREMARIN  . . . naturally. 


BRIEF  SUMMARY 

{For  full  prescribhijr  information,  see  package 

tircular.) 

PREMARIN® 

(Conjiigati’d  Estrogens  Tablets,  U.S.P.) 

I lul  it  a t io IIS ; Based  on  a leview  of 
I’REMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and  or  other  information,  I I).\  has  classified 
the  indications  for  use  as  follows: 

Effective:  ,\s  replacement  therapy  for  nat- 
iirallv  occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the mcno|)ausal  syndrome 
and  postmenopause;  .senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  Tor  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Tiiial  classification  of 
this  indication  retjuires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function:  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen  dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium:  (1)  thromboembolic 
disorders,  tbrombophlebitis.  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions: (5)  undiagnosed  abnormal  genital  bleeiling. 
Warnings;  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  tbe  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  shoidd  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  eliecl  upon  the  inf.int 
has  been  described.  The  long  r:inge  elit  e I on  tbe 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  ;is  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tascs.  and  this  usu.illv  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  innnobili/ation.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administi ation  shoidd  be  stopped. 

A statistically  significant  association  has  lieen 
refiorted  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  1 his  oc- 
curred with  the  use  of  diethvlstilbcstrol  for  the 
treatment  of  thieatencil  aboition  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Tailure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  sfrort  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  pei  formed  witb  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administeied 
cyclically  (3  week  reginren  with  I week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todvnia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
<lisca.se. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crcMsc  in  sire  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

I he  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  wbom  bone  growth  is  incomplete. 

f’rolonged  high  dosages  of  estrogetis  will  in- 
hibit atitcrior  pittiitary  futictions.  I his  should 
be  borne  iti  mind  when  treating  patients  in 
whotn  fertility  is  desired. 

I he  age  of  the  patient  cotistitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  sbould  be  repeated  after 
estrogen  has  been  witbdrawn  for  one  cycle. 
Adverse  Reactions:  I be  following  adverse  reac- 
tierns  have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
beavy  witiulrawal  blec<ling  (See  DOS.AGE 
A NT ) A I)  M 1 M S I R A I I O N ) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREM.VRIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
0 selected  cases  of  caicinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1 .25  mg.  daily,  cycli- 
cally. .\dju.st  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  Tor  maintenance,  adjust  dosage  to 
lowest  level  that  will  provirle  effective  control. 

If  tlie  patient  has  not  menstruated  witliin  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  tluring  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subseejuent  cycles,  the  estrogen 
dosage  is  gradually  rcducc<l  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Fast  m e no/}a  use  — :is  a protective  measure 
against  estrogen  deficiency-induced  ilegencrative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 11.3  mg,  to  1.25  mg.  daily  and 
cyclically.  .Adjust  dosage  to  lowest  ellective  level. 

Osteofiorosis  (to  retard  progression)  — usual 
dosage  1.25  mg.  daily  and  cyclicallv. 

Senile  I'aginitis,  Kraurosis  I'ulvae  with  or 
without  Pruritus— 0.5  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  .Administer  cyclically. 

How  .Supplied:  I’RE.M.ARI.N  (Conjugated  Estro- 
gens Tablets,  U.S.B) 

No.  H()5— Each  fmrple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1 .000. 

No.  860— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.025  mg., 
in  bottles  of  100  and  1,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1 ,000.  7352 
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Utilization  review  regulations  effective  Feb  1; 

TMA,  THA,  TOMA  cosponsor  informational  conference 

The  Texas  Medical  Association  has  initiated  actions  to  assist  institu- 
tions in  implementingfederally  required  utilization  review  regulations 
to  become  effective  Feb  1. 

In  cooperation  with  the  Texas  Hospital  Association  and  the  Texas 
Osteopathic  Medical  Association,  TMA  scheduled  an  informational 
conference  to  be  held  Jan  19  in  Austin.  The  meeting  coincided  with 
the  weekend  of  the  annual  legislative  conference  for  TMA  members. 
Hospital  chiefs-of-staff  and  utilization  review  chairmen  throughout 
the  state  were  also  invited  to  participate  in  the  meeting. 

The  purpose  of  the  conference  was  to  review  the  utilization  review 
regulations  and  discuss  a statewide  approach  to  implementation.  The 
conference  agenda  included  an  informational  presentation  on  the 
regulations  by  Dr.  Milton  V.  Davis,  chairman,  TMA  Council  on  Tax- 
Financed  Health  Care  Programs  and  member,  TMA  Executive  Board. 
Representatives  of  TOMA,  THA,  and  TMA  were  scheduled  to  speak  on 
their  organizations’  current  view,  policies,  and  resources  available  in 
regard  to  utilization  review. 

Afull  report  on  the  meetingwill  be  carried  in  the  March  issue  of 

Texas  Medicine. 

Final  regulations 

The  final  regulations,  issued  by  the  Department  of  Health,  Education 
and  Welfare  (HEW)  and  published  Nov  29, 197 Am  Vc\e  Federal  Regis- 
ter, call  fora  uniform  utilization  review  system  for  Titles  XVI 1 1,  XIX, 
and  V.  These  programs  include  Medicare,  Medicaid,  and  Maternal  and 
Child  Health.  The  regulations  areapplicabletoall  levels  of  institu- 
tional care  and  to  both  acute  and  long  term  care. 

The  regulations,  formerly  referred  to  as  Regulations  5,  were  original- 
ly issued  in  the  spring  of  1973  under  authority  of  Sec  237(c)  of  Public 
Law  92-603.  The  regulations  were  first  published  in  the  Federal 
Register  Jan  9, 1974.  Over  4,000  comments  were  received  by  HEW 
duringthe  ensuing  60  day  response  period. 

The  recently  issued  regulations  are  the  result  of  approximately  nine 
months  of  revision.  There  is  no  period  for  additional  comment.  The 
regulations  are  due  to  take  effect  Feb  1 , 1975  although  the  American 
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Hospital  Association  has  been  seeking  postponement  of  the  imple- 
mentation date  to  July  1,  1975. 

Major  points 

Among  the  major  points,  the  regulations  require;  1)  concurrent  ad- 
missions review  (review  for  necessity  within  the  first  24  hours  fol- 
lowing admission),  2)  concurrent  continued  stay  review  (need  for 
continued  hospitalization  perthe  criteria  adopted  by  the  hospital  or 
facility),  3)  retrospective  medical  care  evaluation  (to  determine 
quality  of  care),  4)  adoption  of  criteria  and  standards  for  screening 
and  regional  norms,  and  5)  optional  use  of  non-physicians  to  do 
screening  under  physician  supervision. 

According  to  HEW  the  utilization  review  regulations  complement  and 
aid  the  establishment  of  professional  standards  review  organizations 
(PSROs)  and  are  interim  in  nature  in  that  they  will  eventually  give  way 
to  PSRO. 

The  regulations  provide  for  a reduction  of  33^3%  of  federal  financial 
participation  for  long  term  care  unless  the  state  has  an  effective 
program  of  utilization  control. 

TMA  continuing  education  program  accredited  by  AMA 

The  planned  program  of  continuing  medical  education  of  the  Texas 
Medical  Association  has  been  granted  approval  by  the  American 
Medical  Association  Council  on  Medical  Education  for  a period  of 
two  years. 

The  accreditation  appliesto  the  formal  planned  educational  program 
of  TMA,  which  primarily  comprises  the  Annual  Session  at  present.  In 
approvingTMA’s  program,  the  AMA  considered  the  total  scope  ofthe 
association’s  involvement  in  continuing  education.  Theaccredi- 
tation  in  effect  meansthat  physicians  who  attend  the  Annual 
Session  can  receive  hour  for  hour  credit  under  Category  I of  the 
American  Medical  Association’s  Physician  Recognition  Award.  The 
award  is  based  upon  a total  of  150  credit  hours  in  continuing  educa- 
tion over  a three  year  period. 

The  action  by  the  AMA  council  was  taken  at  its  recent  regular  meet- 
ing and  after  consideration  by  the  council’s  Advisory  Committee  on 
Continuing  Education.  A three-physician  survey  team  visited  Austin 
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last  May  to  study  the  planned  TMA 
continuing  education  program. 

In  their  report,  the  accreditation  sur- 
vey team  noted  the  follov\/ing  points  as 
the  particular  strengths  of  the  pro- 
gram; 1)  scope  and  quality,  2)  close 
cooperation  in  planning  program  by 
TMA  and  18  subspecialty  organiza- 
tions, 3)  careful  thought  and  high 
quality  of  Continuing  Education  Direc- 
tory and  Texas  Medicine,  and  4)  posi- 
tive efforts  toward  student 
participation. 

The  survey  team  mentioned  that  al- 
though TMA  does  not  present  formal 
programs  asidefrom  the  Annual  Ses- 
sion, there  is  remarkably  good  coop- 
eration with  the  medical  schools,  and 
they  present  programs  to  fill  the  gaps 
throughout  the  year. 

The  survey  team  rated  the  general 
quality  of  the  overall  program  as  ex- 
cellent. Comments  included,  “The 
entire  meeting  is  extremely  well  or- 
ganized and  well  attended.  The  at- 
tendance in  itself  indicates  the  meet- 
ings are  providing  a needed  educa- 
tional service.  The  spectrum  of  cover- 
age in  medicine  is  striking  due  in 
large  part  to  the  unique  cooperation 
of  specialty  groups  and  the  medical 
schools  with  the  TMA.  There  were  ex- 
tensive reports  of  original  research, 
breakfast  presentations,  curbstone 
consultations,  section  meetings,  and 
specialty  programs.  Exhibits  by  inves- 
tigators as  well  as  commercial  organ- 
izations were  of  a magnitude  expected 
only  at  a national  meeting.” 

Medical  examiners  adopt 
acupuncture  statement 

At  its  December  meeting,  the  Texas 
State  Board  of  Medical  Examiners 
adopted  a formal  statement  on 
acupuncture. 

The  action  resulted  from  recommen- 
dations of  a committee  appointed  to 
research  and  consider  the  use  of  acu- 
puncture following  a public  hearing  in 
August. 


The  statement  defines  acupuncture  as 
a “procedure  which  purports  to  effect 
cures  or  treatment  of  disease,  mental 
or  physical  disorder,  physical  de- 
formity or  injury  and  is,  therefore,  the 
practice  of  medicine  under  the  Texas 
Medical  Practice  Act.” 

The  board  deemed  acupuncture  to  be 
“an  experimental  procedure,  the  safe- 
ty of  which  has  not  been  established, 
nor  has  it  been  established  in  what 
instances,  if  any,  acupuncture  may  be 
used  beneficially.  The  Board  therefore 
determines  that  while  acupuncture 
practice  by  licensed  physicians 
should  not  be  absolutely  prohibited, 
safeguards  are  necessary  to  insure 
thatthe  public  is  not  harmed  orvic- 
timized  by  unprofessional  practices, 
such  as  the  unskilled  or  uninformed 
application  of  acupuncture  treatment, 
or  unfounded  claims  of 
effectiveness.” 

The  board’s  policy  continued,  “There- 
fore, any  person  performing  Acupunc- 
ture who  is  not  a licensed  physician 
and  subject  to  the  provisions  of  Ar- 
ticle 4505,  Revised  Civil  Statutes  of 
Texas,  would  be  practicing  medicine 
without  a license  and  would  be  in 
violation  of  the  Medical  Practice  Act 
of  Texas.” 

The  statement  concluded,  “The  Board 
determines  that  it  shall  be  deemed 
unprofessional  conduct,  as  well  as  the 
lending  of  a license  to  practice  medi- 
cine, and  grounds  for  action  against 
the  license  of  any  physician  pursuant 
to  Article  4505,  Revised  Civil  Statutes 
of  Texas,  for  a physician  to  offer  or 
administer  acupuncture  treatment  ex- 
cept in  compliance  with  the  require- 
ments set  forth  in  this  statement  and 
the  Medical  Practice  Act  of  Texas. 
Furthermore,  a licensed  physician 
may  not  delegate  to  any  person  not  li- 
censed to  practice  medicine  in  the 
State  of  Texas  the  authority  to  per- 
form acupuncture.” 

In  other  December  actions,  the  board 
approved  335  reciprocity  applicants 
for  licensure;  of  these  73  were  foreign 
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medical  graduates.  The  board  denied 
licensure  to  four  reciprocity  appli- 
cants. Seven  duplicate  licenses  were 
issued. 

In  addition,  examinations  were  given 
to  474.  Of  these  there  were  237  pre- 
clinicals,  ISclinicals,  159 fulls, 34 
foreign  repeats,  and  31  domestic  re- 
peats. Foreign  medical  graduates  con- 
stituted 107  of  the  examinees. 

Osteopathic  college, 

North  Texas  merger  approved 

The  Coordinating  Board,  Texas  Col- 
lege and  University  System,  has  en- 
dorsed the  requested  merger  of  Texas 
College  of  Osteopathic  Medicine  with 
North  Texas  State  University  as  a 
state-supported  medical  college  in 
Fort  Worth. 

The  institutions  are  now  faced  with 
obtaining  legislative  authority  and 
fundingforthe  consolidation. 

The  action  was  taken  during  the  Dec  6 
meeting  of  the  board  in  Austin  and 
was  based  upon  recommendations  of 
the  board’s  Financial  Planning 
Committee. 

The  board  also  reaffirmed  its  continu- 
ing support  of  the  state’s  contractual 
agreement  with  the  osteopathic  col- 
lege for  the  education  of  resident 
osteopathic  medical  students,  if  the 
merger  were  not  to  receive  legislative 
authorization  and  funding. 

The  merger  would  become  effective 
Sept  1,  1975,  according  to  the  pro- 
posal, at  which  time  North  Texas 
would  acquire  the  assets  of  TCOM. 
Land  and  facilities  of  the  osteopathic 
college  are  valued  at  $1.5 
million. 

The  merger  of  the  two  schools  has 
been  under  consideration  for  over  a 
year.  The  Coordinating  Board  had  en- 
dorsed the  merger  in  principle  at  its 
October  meeting  but  deferred  final 
action  pending  receipt  of  additional 
cost  projections. 

The  board  did  not  endorse  any  recom- 


mendations on  costs.  However,  the 
two  schools  have  proposed  a five-year 
appropriations  request  which  they  will 
submit  to  the  Legislature.  The  re- 
quests include:  fiscal  year  1976 — 
$4,275,062;  1977— $4,592,675; 
1978— $5,733,452;  1979— $6,- 
012,078;  and  1980— 

$8,013,526. 

The  proposal  shows  the  osteopathy 
school  remaining  on  its  present  Fort 
Worth  site,  with  physical  facilities  to 
be  upgraded  to  meet  planned 
enrollments. 


Public  continues  to  seek 
unproven  cancer  treatments 

The  American  Cancer  Society  has  ex- 
pressed concern  that  the  public  is 
continuingto  seek  unproven  methods 
of  treatment  for  cancer,  especially 
the  use  of  the  drug  Laetrile. 

The  American  Cancer  Society  main- 
tains that  there  is  no  evidence  that 
treatment  with  Laetrile  results  in  “ob- 
jective benefit  in  the  treatment  of  can- 
cer in  human  beings.’’ 

Laetrile,  made  from  an  extract  of 
apricot  pits,  has  been  around  for 
some  years.  According  to  information 
in  the  American  Cancer  Society  files, 
this  synthetic  compound  was  reported 
in  1959  to  consist  of  benzaldehyde, 
glucuronic  acid  and  hydrocyanic 
acid.  In  1962,  it  was  referred  to  as 
1-mandelo-nitrile-beta-glucoroniside. 
It  is  sometimes  called  Vitamin 
Bi7. 

Some  state  action  has  been  taken  con- 
cerning the  drug.  The  Cancer  Advi- 
sory Council  to  the  director  of  the 
California  Department  of  Public 
Health  issued  a report  which  conclud- 
ed that  “Laetrile’s  use  is  of  no  value 
in  the  diagnosis,  treatment,  allevia- 
tion or  cure  of  cancer ...”  and  recom- 
mended that  a regulation  be  issued 
prohibiting  the  use  of  the  drug. 

In  September,  1971,  the  federal  Food 
and  Drug  Administration  announced 
that  a consultant  committee  for  the 
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review  and  evaluation  of  the  drug  had 
found  “no  acceptable  evidence  of 
therapeutic  effect  to  justify  clinical 
trials”  of  Laetrile. 

In  this  state,  the  Texas  Division  of  the 
American  Cancer  Society  has  the  re- 
sponsibility to  educate  the  public  and 
give  them  the  facts  about  legitimate 
treatment  of  cancer  as  well  as  un- 
proven methods.  Materials  are  avail- 
able upon  request  including  a film, 
pamphlet,  and  reprints  on  60  un- 
proven methods  of  cancer 
treatment. 

State  board  raises 
Medicaid  reimbursement 

The  State  Department  of  Public  Wel- 
fare has  responded  favorably  to  the 
Texas  Medical  Association  appeal  to 
find  funds  in  current  appropriations 
to  eliminate  the  severe  restrictions  on 
some  physicians  in  providing  reim- 
bursement underthe  Medicaid 
program. 

The  three-member  State  Board  of 
Public  Welfare  formally  approved 
Commissioner  Raymond  Vowell’s  rec- 
ommendation that  the  formula  for  re- 
imbursement for  physicians  currently 
locked  into  the  50th  percentile  level 
be  placed  at  the  75th  percentile  of 
usual  and  customary  charges. 

The  recommendation  was  placed  be- 
fore the  board  at  its  meeting  on  Jan  9. 
The  larger  payments  are  retroactive 
to  Jan  1, 1975. 

TMA  had  expressed  concern  about  the 
reimbursement  given  to  new  physi- 
cians who  render  services  to  Medicaid 
patients.  When  a new  physician  moves 
intoa  community  toestablish  a prac- 
tice, Medicaid  imposes  a maximum 
payment  level  at  the  50th  percentile 
of  usual  and  customary  charges. 
Medicaid  keeps  the  physician  at  that 
reduced  percentile  until  he  creates 
adequate  charges  to  establish  his  own 
profile  trend,  a period  of  about  one 
year.  Previously  the  physician  could 
be  raised  from  the  reduced  payment 


schedule  only  when  there  was  a profile 
update  for  all  physicians.  Since  there 
had  been  no  profile  update  under 
Medicaid  in  recent  years,  there  were 
1,664  physicians  participating  in  the 
Title  XIX  program  who  were  locked 
into  the  50th  percentile  payment. 
Underthe  new  ruling,  new  physicians 
will  be  raised  individually  to  the  75th 
percentile  reimbursement  level  upon 
establishing  their  own  fee  profiles. 

The  dollarcost  of  eliminatingthe  50th 
percentile  restriction  involved  an  ex- 
penditure of  $1,298,01 1,  including 
$824,626  in  federal  funds  and 
$473,385  in  state  money.  The  alloca- 
tion of  state  funds  will  provide  federal 
funds  automatically,  on  the  basis  of 
the  established  ratio  of  matching 
monies. 


UTMB  to  study 
audiovisual  methods 

A general  evaluation  model  for  differ- 
ent presentation  methods  of  audio- 
visual health  education  materials  is 
soon  to  be  developed  and  tested  by 
investigators  at  The  University  of 
Texas  Medical  Branch  at 
Galveston. 

According  to  project  director,  David 
W.  Rowden,  PhD,  assistant  professor 
of  medical  sociology,  department  of 
preventive  medicine  and  community 
health,  the  project,  when  completed, 
will  provide  an  effective  technique  for 
assessingthe  overall  adequacy  of 
many  types  of  health  education 
programs. 

The  project,  funded  by  a $16,000 
grant  from  the  Regional  Medical  Pro- 
gram of  Texas,  will  covera  10  month 
period. 

The  first  package  consists  of  four  to 
six  health  education  films  recorded 
on  videotape.  These  videotape  films 
will  be  played  over  television  monitors 
in  the  waiting  room  of  the  Galveston 
County  Coordinated  Clinics  in  Galves- 
ton. The  second  approach  will  consist 
of  displaying  these  same  films  within 
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a discussion  format  by  a health  edu- 
cator. This  form  of  presentation  will 
be  done  at  St.  Vincent's  House  Free 
Clinic  and  the  Magnolia  Homes  Free 
Clinic.  Participation  at  all  of  the  loca- 
tions is  voluntary. 

The  two  groups  will  be  identified,  pre- 
tested and  post-tested  on  their  knowl- 
edge of  the  subjects  covered  in  the 
various  presentations.  From  a series 
of  organized  evaluation  formats,  the 
investigators  hope  to  help  participa- 
ting agencies  to  arrive  at  an  assess- 
ment of  the  utility  of  their  health  edu- 
cation programs. 

X-ray  pamphlet  available 

A reference  booklet  on  the  federal 
diagnostic  x-ray  equipment  standard 
is  available  from  the  Food  and  Drug 
Administration’s  Bureau  of  Radiolog- 
ical Health. 

The  10-page  booklet,  “A  Practition- 
er’s Guide  to  the  Diagnostic  X-Ray 
Equipment  Standard,”  was  prepared 
primarily  with  the  needs  of  x-ray 
equipment  users  and  owners  in  mind. 
The  pamphlet  highlights  major  provi- 
sions of  the  standard  and  summarizes 
what  practitioners  need  to  know  to 
meet  their  responsibilities  as  stipu- 
lated by  the  standards. 

The  x-ray  equipment  standard,  which 
became  effective  Aug  1,  1974,  was 
issued  by  FDA  under  authority  of  the 
Radiation  Control  for  Health  and 
Safety  Act  to  reduce  unnecessary  pa- 
tient exposure  during  diagnostic  x-ray 
examinations. 

Single  free  copies  of  the  guide  are 
available  from  the  Bureau  of  Radiol- 
ogical Health  (HFX-25),  5600  Fishers 
Lane,  Rockville,  Md  20852.  Multiple 
copies  may  be  purchased  from  the 
Superintendent  of  Documents,  US 
Government  Printing  Office,  Wash- 
ington, DC  20402.  The  price  is  40 
cents  per  single  copy.  Orders  of  100 
or  more  copies  receive  a 25%  dis- 
count. Stock  number  1715-00075 
should  be  used  in  ordering  from  GPO. 


Pilot  care  program 
to  assist  elderly 

A pilot  home  care  program  for  the  el- 
derly poorof  Dallas  County  has  been 
launched  by  the  Texas  State  Depart- 
ment of  Public  Welfare  and  the  Visit- 
ing Nurse  Association  of  Dallas.  The 
program  will  test  new  ways  of  provid- 
ing social  and  medical  care  forthe 
elderly. 

According  to  the  DPW,  the  primary 
objective  of  the  project  is  to  offer  an 
alternate  to  nursing  home  care  forthe 
aged,  for  as  long  as  they  are  able  to 
remain  in  their  own  homes  with  sup- 
portive medical  and  social  services. 
The  plan  will  make  available  funds  to 
helpthe elderly  remain  intheirown 
home,  maintain  their  personal  dignity 
and  live  in  a familiarenvironment. 
Procedures  developed  through  this 
pilot  program,  and  another  in  a site 
yet  to  be  chosen,  if  successful,  may  be 
expanded  throughout  the  state. 

Under  the  new  contract,  the  services 
now  being  provided  by  VNA  and  the 
DPW  will  be  combined,  broadened, 
and  coordinated.  Services,  to  be  tai- 
lored to  meet  each  recipient’s  needs, 
will  include  buying  groceries,  helping 
with  cleaning,  delivering  pre-prepared 
meals,  providing  physician  prescribed 
nursing  and  therapy  services,  giving 
certain  types  of  medication  or  carry- 
ing on  temporary  programs  of  reha- 
bilitation designed  to  make  it  possible 
for  an  aged  person  to  regain  strength 
or  mobility  after  an  illness. 


"We  have  a new  class  in  school  and  privates  have 
gone  public.” 
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Snodgrass  lectureship 
established  in  neurosurgery 

The  Samuel  R.  Snodgrass  Lectureship 
in  Neurosurgery  has  been  established 
at  The  University  of  Texas  Medical 
Branch  at  Galveston. 

The  lectureship  was  made  possible  by 
a group  of  former  UTMB  residents 
who  completed  their  specialty  training 
under  Dr.  Snodgrass  who  retired  from 
the  medical  branch  in  1972  after  25 
years  of  service. 

The  first  Snodgrass  lecturer  is  Dr. 

Paul  C.  Bucy,  a noted  authority  in  the 
field  of  neurological  surgery.  Dr. 
Bucy’s  career  spanned  44  years  at 
the  University  of  Chicago  and  North- 
western University  Medical  School. 

He  was  named  emeritus  professor  of 
surgery  at  Northwestern  in  1972.  He 
is  currently  editor  of  Surgical  Neuro- 
logy. 

Cancer  screening  launched 
in  East,  West  Texas 

The  Texas  State  Department  of  Health 
has  launched  a screening  program  for 
cancer  of  the  uterine  cervix  among 
the  young  and  older  low-income 
women  in  East  Texas  and  far  West 
Texas. 

The  project,  supported  by  a three- 
year,  $732,787  grant  from  the  De- 
partment of  Health,  Education  and 
Welfare’s  National  Cancer  Institute, 
will  provide  for  24,000  screenings  in 
the  six-county  Region  3,  headquarter- 
ed in  El  Paso,  and  the  35-county  Re- 
gion 7,  with  headquarters  in 
Tyler. 

The  Texas  grant  is  part  of  a $10  mil- 
lion study  being  undertaken  by  12 
health  departments. 

According  to  the  health  department's 
Bureau  of  Vital  Statistics,  total  cancer 
deaths  totalled  17,546  in  Texas  dur- 
ingthe  last  year.  The  disease  was  the 
second  leading  cause  of  death  behind 
heart  disease.  Cancer  of  the  cervix  ac- 
counted for  379  of  those  deaths. 

The  program  will  concentrate  on  wom- 


en not  in  the  normal  child  bearing 
years — those  under  16  and  over  45 
years  of  age — as  screening  efforts 
have  already  been  implemented  in 
regular  family  planning  clinics  oper- 
ated by  local  health  departments  and 
regional  personnel. 

Videotaped  programs 
offered  by  TV  system 

The  Dallas  Area  Hospital  Television 
System  (DAHTS)  has  initiated  the 
Videocassette  Subscriber  Service  to 
provide  participants  outside  the  reach 
of  The  Association  for  Graduate  Edu- 
cation and  Research  (TAGER)  net- 
work with  videotaped  DAHTS  pro- 
grams of  medical  grand  rounds,  nurs- 
ing procedures  and  hospital  person- 
nel projects. 

TAGER,  an  educational  television  net- 
work in  North  Texas,  is  used  by  nine 
regional  colleges  and  universities  to 
interchange  live  credit  courses.  It  is 
responsible  fortransmission  of 
DAHTS  broadcasts  to  hospitals  in  the 
Dallas  area. 

The  DAHTS  is  a group  of  five  Dallas 
area  teaching  hospitals,  Baylor,  Meth- 
odist, Presbyterian,  St.  Paul,  and  the 
Veterans  Administration  Hospital, 
and  The  University  of  Texas  Health 
Science  Center.  Established  two  years 
ago,  the  program  is  designed  to  meet 
common  training  needs  among  hos- 
pital personnel.  Programming  is  gear- 
ed toward  in-service  education,  con- 
tinuing education  for  physicians  and 
patient  education. 

Initial  cost  for  a year’s  subscription  to 
the  new  service  is  $4,000.  This  gives 
the  subscriber  complete  access  to 
the  DAHTS  videocassette  library 
housed  at  the  Health  Science 
Center. 

The  new  service  began  Sept  1 with 
four  subscribers.  Although  ten  mem- 
bers were  initially  required  financial- 
ly, the  project  was  able  to  begin  be- 
cause of  a $27,087  grant  from  the 
Regional  Medical  Program  of 
Texas. 
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physical,  mental  and  spiritual  treatment 


of  men  and  women  suffering  from 


alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D.  Bland  Seale 
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CHAMPUS  APPROVED 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 


GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 

R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith.  M.D.,  F.A.C.P. 

I.  L.  Humphrey,  Jr.,  M.D. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D.,  A.B.F.P. 

Melvin  Horany,  M.D.,  A.B.F.P. 

James  T.  Cook,  M.D. 

UROLOGY 

Farid  G.  Khoury,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/ig/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SCOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 

ROeRIG 

A division  of  Rizer  Pharmaceuticals 

New  York.  New  York  10017 
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A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.— max- 
imum dose,  4 tsp.=20  cc.) 
offers  highly  effective  control 
of  both  pinworms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
in  clinical  studies!*'  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  ingestion... 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescription  can 
economically  treat  the  entire 
family 

ROeRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


Pinworms,  roundworms  controlled 
with  a single,  non-staining  dose  of 

ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  it\^.  pyraiitel/ nil. 


•Data  on  file  at  Roerig. 


ORAL  SUSPENSION 


Please  see  prescribing  information  on  facing  page. 
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Current  participants  are  the  East  Tex- 
as Chest  Hospital  in  Tyler,  Nan  Travis 
Hospital  and  Newburn  Memorial  Hos- 
pital, both  in  Jacksonville,  and  John- 
son County  Memorial  Hospital  in 
Cleburne. 

DAHTS  programs  are  prepared  in 
studios  at  the  Health  Science  Center. 
Approximately  125  programs  were 
produced  last  year.  Program  topics 
deal  with  medicine,  nursing,  physical 
therapy,  laboratory  techniques, 
central  service  supply,  nutrition, 
housekeeping,  supervisory  manage- 
ment, as  well  as  alcoholism,  medical 
records,  and  child  abuse. 

Annual  Session  program 
to  include  symposia 

Eight  special  symposia  featuringtop- 
ics  from  “Sense  and  Nonsense  About 
Senses’’  to  “Ethical  Implications  of 
Genetic  Counseling’’  are  being  plan- 
ned forthe  1975  Texas  Medical  Asso- 
ciation Annual  Session  in  San  Antonio 
May  1-4. 

Topics  regardingeye screeningand 
speech  and  language  disorders  will  be 
included  in  the  Conference  on  School 
Health.  Guest  speakerforthe  pro- 
gram will  be  Homer  B.  C.  Reed,  PhD, 
psychologist  of  New  England  Medical 
Center,  Boston. 

“Crohns,  Colitis,  or  Cancer’’  will  be 
the  theme  of  the  Symposium  on  Can- 
cer. The  discussions  will  includethe 
viewpoint  of  the  radiologist,  compara- 
tive pathology,  diagnosis  and  treat- 
ment by  the  gastroenterologist,  and 
surgical  treatment  for  these 
diseases. 

A one-half  day  program  on  coronary 
artery  disease  and  a one-half  day  ses- 
sion devoted  to  hypertension  will  com- 
pose the  Symposium  on  Cardiovascu- 
lar Diseases.  Featured  guest  will  be 
Dr.  Elbert  P.  Tuttle,  Jr.,  of 
Atlanta. 

A program  of  wide  appeal  has  been 
developed  forthe  Symposium  on 
Emergency  Medical  Services.  Attend- 


ance by  civic  leaders,  fire  department 
representatives,  and  others  instru- 
mental in  developing  emergency  med- 
ical systems  is  being  encouraged. 
Topics  includethe  role  of  telemetry, 
selectingthe  right  vehicle  and  equip- 
ping it,  training  of  paramedics,  and 
others. 

Physicians,  theologians,  clergymen, 
and  attorneys  will  express  their  views 
on  the  ethical  implications  of  genetic 
counseling  in  a special  symposium  on 
medicine  and  religion.  The  featured 
guest  speaker  will  be  Dr.  James  L. 
German,  research  professor  of  medi- 
cine and  human  genetics.  Department 
of  Pediatrics,  Cornell  University. 
Theteam  physician  forthe  Buffalo 
Bills,  Dr.  Joe  Godfrey,  Coach  Emory 
Bellard  of  Texas  A&M  University,  and 
Dr.  Donald  L.  Cooper,  director.  Stu- 
dent Hospital  and  Clinic,  Oklahoma 
State  University  will  be  participating 
in  the  Symposium  on  Sports 
Medicine. 

Rheumatologists  from  Texas  medical 
schools  will  conduct  a Symposium  on 
Arthritis.  Howto  use  nonsteroidal 
anti-inflammatory  agents,  new  con- 
cepts on  the  use  of  gold,  and  the  ra- 
tionale and  role  of  immunosuppres- 
sives are  topics  to  be  covered. 

Also  being  planned  forthe  Annual 
Session  is  the  Texas  Academy  of 
Family  Physicians  Seminar,  a day- 
long symposium  dealing  with  special 
aspects  of  family  practice. 
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dure  is  identified  by  a five-digit  code 
and  is  described  in  28  characters  or 
less  on  a single  line.  The  CPT  Short 
Description  Tape  is  available  on  9- 
track,  800  BPI  or  1600  BPI,  card 
image  records  at  a cost  of  $385. 

The  AMA  also  offers  the  CPT  Full  Pro- 
cedure Tape,  containingthe  complete 
medical  procedural  text  of  CPT,  along 
with  five-digit  identifyingcodes  for 
each  procedure.  CPT  Full  Procedure 
Tape  also  is  available  on  9-track,  800 
BPI  or  1600  BPI,  card  image  records, 
at  a cost  of  $625.  Further  information 
on  the  tapes  is  available  through  CPT 
ComputerTapes,  Order  Department, 
American  Medical  Association,  535 
N Dearborn  St,  Chicago,  III  60610. 

Correction 

An  error  appeared  in  the  September 
1974  issue  in  the  article,  “Complete 
Heart  Block  Caused  by  Secondary 
Tumors  of  the  Heart;  Case  Report  and 
Review  of  Literature,’’  by  David  B. 
Redwine,  MD.  On  page  63,  in  thefirst 
paragraph  underthe  subheading  “An- 
temortem Diagnosis,’’  the  last  sen- 
tence should  read,  “Thus,  for  exam- 
ple, atrial  arrhythmias  may  suggest 
involvement  of  the  pericardium,  with 
resultant  pericarditis  and  irritation  of 
the  sinoatrial  node  which  lies  near  the 
epicardial  surface  of  the  right 
atrium.’’ 

UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physicians 
interested  in  enrolling  in  the  program,  comparative  values  for  investments  are  listed. 
Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  pur- 
poses only.  Most  daily  newspapers  list  up-to-the-minute  values  on  mutual  funds.) 


Investment  media 

Original 

price 

9-30-68 

Current 

adjusted 

price 

12-2-74 

% Change 
from 

9-30-68 

Mercantile  National  Bank  Stock  Fund 

$10.25 

$ 7.29 

-28.88 

Loomis-Sayles  Capital  Development  Fund 

14.20 

9.53 

-32.89 

T.  Rowe  Price  Growth  Stock  Fund2 

25.93 

9.46 

-27.05 

Loomis-Sayles  Mutual  Fund 

16.82 

14.12 

-16.05 

Stein  Roe  & Farnham  Balanced  Fund 

23.34 

19.45 

-16.67 

Mercantile  Bank  Fixed  Income  Fund 

10.00 

11.15 

-(-11.50 

Standard  & Poor  500  Stock  Average 

101.34 

68.11 

-32.79 

Dow  Jones  Industrial  Average 

935.79 

603.02 

-35.56 

^Includes  accumulated  dividends  and  capital  gains  since  1968. 
2Stock  split  two  for  one,  May,  1973. 


Electronic  glossary  updated 

An  electronics  glossary  designed  for 
doctors,  nurses,  technicians,  medical 
secretaries,  educators,  students,  mar- 
keting people,  and  executives  who 
deal  with  medical  electronics  has  re- 
cently been  updated  and  expanded  to 
39  pages. 

The  glossary  offers  pocket-sized  refer- 
ence to  commonly  used  computer 
terms  and  semi-conductorterms,  mili- 
tary terms,  general  electronic  terms 
and  acronym  explanations  in  layman 
terms. 

The  pamphlet  isavailablefor$1.50 
postage-paid,  in  quantities  of  one  to 
nine,  and  $1.20  in  lots  of  ten  or  more 
from  Henry  Lavin  Associates,  Inc,  12 
Promontory  Dr,  Cheshire,  Conn 
06410. 

CPT  tapes  available 

The  latest  edition  of  the  American 
Medical  Association’s  Current  Proce- 
dural Terminology  is  now  available  on 
magnetic  computer  tapes. 

CPTisthe  AMA’s  basic  guide  to  aid 
the  physician  and  the  data  processor 
in  developing  computer  produced 
medical  reports. 

The  CPT  Short  Description  Tape, 
suitable  for  computer  billing,  de- 
scribes all  procedures  on  magnetic 
tape  in  layman’s  terms.  Each  proce- 
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Editor’s  note: 
"Capital  Com- 
ments” is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 
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WASHINGTON:  HEALTH  PLANNING  BILL  BECOMES  LAW.  In  spite  of  opposition 
from  groups  such  as  the  American  Medical  Association,  American  Hospital  As- 
sociation, and  others,  Congress  adopted  in  December  the  Conference  Committee 
Report  on  S 2994,  the  National  Health  Planning  and  Resources  Development  Act 
of  1974.  The  President  signed  the  bill  on  Jan  4.  This  measure  will  replace  the 
Comprehensive  Health  Planning  Program  and  the  Regional  Medical  Programs. 

It  will  further  modify  and  extend  the  Hill-Burton  Hospital  Construction  Program. 
States  will  be  required  to  adopt  certificate  of  need  legislation  governing  the 
development  of  new  institutional  health  services  proposed  within  the  state.  The 
state  agency  will  also  review  the  necessity  of  certain  institutional  services  and 
facilities  in  order  to  determine  whether  costs  were  reimbursable  underthe 
Medicare  Program. 

A system  of  health  system  agencies  (HSA)  will  be  designated  which  will  divide 
the  country  into  regions  similar  to  professional  standards  review  organizations 
areas,  existing  local  planning  areas,  and  state  planning  administrative  areas. 
These  health  system  agencies  are  charged  with  the  responsibility  to  develop 
long  range  and  short  range  health  plans  underthe  national  guidelines  developed 
by  the  secretary  of  the  Department  of  Health,  Education  and  Welfare.  The  secre- 
tary has  18  months  after  the  date  of  enactment  to  issue  guidelines  respecting 
the  appropriate  supply,  distribution,  and  organization  of  health  resources  as  well 
as  a statement  of  national  health  planning  goals  expressed  in  quantitative  terms. 
The  national  guidelines,  which  would  be  required  to  conform  to  national  priori- 
ties would  include  the  development  of  multi-institutional  systems  and  coordina- 
tion and  consolidation  of  institutional  health  services;  development  of  medical 
group  practice,  health  maintenance  organizations,  and  other  organized  systems 
for  the  provision  of  health  care;  the  training  and  the  increased  utilization  of 
physicians’  assistants,  especially  nurse  clinicians;  the  development  of  multi- 
institutional  arrangements  for  the  sharing  of  services  necessary  to  health  service 
institutions  and  the  adoption  of  a uniform  cost  accounting,  reimbursement,  and 
utilization  reporting  system. 

The  secretary  of  HEW  is  required  within  one  year  to  establish  a uniform  system 
of  accounting  designed  to  determine  the  aggregate  costs  of  operation  and  the 
aggregate  volume  of  services  provided  by  health  service  institutions.  This  ac- 
counting system  would  be  based  upon  the  number  of  patient  days,  the  number 
of  admissions,  the  number  of  outpatient  visits,  and  other  relevant  factors  as 
determined  by  the  secretary.  The  secretary  would  also  be  authorized  to  review 
and  approve  or  disapprove  the  annual  budget  of  the  HSAs  and  the  state  agencies. 
In  making  such  review,  he  will  consider  the  comments  of  statewide  health  coor- 
dinatingcouncils created  underthe  legislation. 

AUSTIN:  INSURANCE  BOARD  FAVORS  RATE  REGULATION.  Deploring  the  lack 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  IS  adequate  Discontinue  in  the  absence 
of  a favorable  response  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications:  Children  14  years  or  less, 
senile  patients,  history  or  symptoms  of  G I in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia:  history  or 
presence  of  drug  allergy,  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction,  hyperten- 
sion: thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis, 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  ther- 
apy, existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug.  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition Itself  IS  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk  Serious,  even  fatal,  blood 
dyscrasias,  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes, appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion. Unexplained  bleeding  involving  CNS, 
adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid) 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions:  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient's weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  In  pa- 
tients with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 
Adverse  Reactions:  This  is  a potent  drug ; its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia, nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis, fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme, 
Stevens-Johnson  syndrome.  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  In  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions, giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia;  ulcerative  stomatitis,  salivary 
gland  enlargement 
{B)98-146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley.  New  York  10502 

BU  10259 


of  efficiency  incentives  in  the  health  insurance  industry,  State  Insurance  Board 
Chairman  Joe  Christie  recently  said  that  he  would  favor  an  across-the-board 
regulation  to  guarantee  that  health  premium  rates  are  fair  and  reasonable.  He  is 
now  considering  going  to  the  Legislature  to  ask  for  the  statutory  authority  to 
provide  such  regulation.  Texas  regulates  auto,  property,  and  casualty  insurance 
rates,  but  has  never  looked  at  the  rates  of  life,  accident  and  health  insurance, 
except  for  credit  insurance. 

WASHINGTON:  MAC  DRUG  REIMBURSEMENT  REGULATIONS  PUBLISHED. 
Proposed  regulations  for  the  maximum  allowable  cost  (MAC)  policy  for  a reim- 
bursement of  Medicaid  and  Medicare  drug  costs  have  been  published  in  the 
Federal  Register,  Nov  15.  Underthe  regulations,  reimbursement  would  be  limit- 
ed to  the  actual  acquisition  cost  of  a drug  plus  a dispensing  fee.  Furthermore, 
reimbursement  for  chemically  identical  drugs  would  be  limited  to  the  lowest 
price  at  which  the  drug  is  generally  available  to  pharmacists.  Price  would  be 
calculated  on  a national,  ratherthan  a local,  basis.  According  to  the  secretary  of 
HEW,  the  MAC  program  will  reduce  expenditures  for  drugs  in  the  United  States 
by  extending  the  MAC  policy  to  national  health  insurance  when  it  isenacted. 

WASHINGTON:  FEDERAL  EVIDENCE  CODE.  The  House  and  Senate  agreed  on 
HR  5463  creating  a code  of  evidence  for  federal  courts.  Underthe  bill  the  federal 
courts  would  continue  to  recognize  state  laws  establishing  the  physician-patient 
privilege. 

WASHINGTON:  HOUSE  WAYS  AND  MEANS  COMMITTEE  REORGANIZED.  For  the 
first  time  committee  work  will  be  distributed  among  subcommittees.  The  six 
subcommittees  and  their  chairmen  are:  Social  Security,  Rep  James  A.  Burke 
(D  Mass):  Health  Insurance,  Rep  Dan  Rostenkowski  (D-lll);  Trade,  Rep  Phil 
Landrum  (D-Ga);  Oversight,  Rep  Charles  A.  Vanik,  (D-Ohio);  Welfare,  Rep 
Richard  H.  Fulton,  (D-Tenn);  and  Unemployment  Insurance,  Rep  Omar 
Burleson  (D-Tex). 

WASHINGTON:  APPEAL  PROVISION  AUTHORIZED.  Medicare  providers  are 
authorized  to  appeal  to  federal  courts  any  decision  of  the  Provider  Reimburse- 
ment Review  Board,  under  legislation  signed  by  the  President.  The  five-member 
PRRB,  created  under  Public  Law  92-603,  would  provide  an  administrative 
mechanism  for  review  of  cost  reimbursements  to  provide  under  Medicare.  The 
new  legislation  provides  that  the  affirmation,  reversal,  or  modification  of  appli- 
cable decisions  by  the  secretary  of  HEW  also  may  be  appealed  to  the  courts.  The 
Judicial  Review  Amendment  was  enacted  as  an  amendment  to  an  unrelated  bill, 
HR  13631,  now  Public  Law93-484.  The  PRRB  is  scheduled  to  begin  operations 
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this  year.  The  appeal  procedure  applies  to  disputes  involving  $10,000  or  more 
for  individual  providers  and  $50,000  or  more  for  groups  of  providers  sharing  a 
common  question  of  fact  or  interpretation  of  law  or  regulation.  The  Judicial 
Review  Amendment  extends  the  right  of  appeal  to  the  federal  courts,  with  the 
same  time  periods  and  dollar  amounts  applying. 

WASHINGTON:  PUSH  TO  RESTORE  PSRO  FUNDING.  The  American  Association 
of  Foundations  for  Medical  Care  (AAFMC)  has  launched  a major  effort  to  push 
Congress  to  restore  professional  standards  review  organization  (PSRO)  funding. 
Accordingto  AAFMC  president,  Dr.  John  Wood,  PSROs  will  be  included  under 
whatever  national  health  insurance  plan  is  ultimately  enacted  by  Congress  to 
assume  the  quality  of  care  and  efficient  utilization  of  personnel  and  facilities. 
However,  the  PSRO  program  “will  be  in  deep  trouble  unless  adequate  funds  for 
its  development  are  included  in  fiscal  year  1975  budget  for  the  Department  of 
Health,  Education  and  Welfare.”  While  HEW’s  FY-1975  PSRO  budget  request 
was  $57  million,  it  was  reduced  to  $49  million  by  the  House,  and  $30  million  by 
the  Senate.  The  House-Senate  conference  agreed  to  a FY-1975  PSRO  budget  of 
$37  million.  Such  a low  funding  level,  accordingto  AAFMC,  might  prevent  PSROs 
with  planningcontracts  from  movingto  the  conditional  stage,  as  well  as  the 
extension  of  PSROs  to  40-50  additional  areas  which  are  getting  ready  to  apply 
fora  PSRO  contract. 

WASHINGTON:  NHI  COULD  DAMPEN  GENERAL  BUSINESS  ACTIVITIES.  Nation- 
al Health  Insurance  could  significantly  affect  efforts  to  control  inflation  as  well 
as  decisions  concerning  capital  investment  and  employment  made  by  business, 
according  to  the  Tax  Foundation,  which  is  concerned  with  the  tax  efforts  of  NHI 
on  business  conditions.  Copies  of  the  foundation’s  report  are  available  free  of 
charge  from  the  Tax  Foundation,  Inc,  50  Rockefeller  Plaza,  New  York,  NY  10020. 

WASHINGTON:  NHI  SURVEY.  Accordingto  a CBS  survey  (subject  to  a 3%  error) 
of  the  House,  222  members  of  the  94th  Congress  favored  enactment  of  a nation- 
al health  insurance  plan  “paid  for  by  social  security”  and  213  opposed  such  a 
plan.  The  figures  for  the  present  Congress  are  197  in  favor  of,  and  238  against, 
enactment  of  such  plan. 
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Accepted  Concepts  in  AnginaTherapy* 

• Nitrates  are  the  first  line  of  defense 
against  angina  pectoris 

• The  therapeutic  goal  of  oral  nitrate  therapy 
is  an  anaina-free  patient 


Because  higher  dosage  often  is  necessary 

to  achieve  this  goal.JVES  LABORATORIES  INTRODUCES 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg. /day) 


•To  provide  prophylaxis  against  anginal  attacks  often  caused  by 
unavoidable  everyday  stress. 

•To  reduce  the  frequency  and  severity  of  angina  pectoris  attacks. 
(Not  intended  to  abort  the  acute  episode.) 

*lndications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences — National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

"Possibly”  effective:  When  taken  by  the  oral  route,  isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 

Contraindication-.  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 
Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 


Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 


May  we  send  you  reprints,  detailed  information  and/or  professional  samples? 


IVES  LABORATORIES  INC. 

New  York,  New  York  10017 


DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE, 
THROUGH  MEDICINE 


THE  DIAGNOSTIC  CLINIC  OF  SAN  ANTONIO,  P.A. 


4647  MEDICAL  DRIVE  SAN  ANTONIO,  TEXAS  78284 
INTERNAL  MEDICINE 


JIM  O.  BAUER,  M.D. 
Gastroenterology 

RAYMOND  S.  BORSHEIM,  M.D. 
Internal  Medicine 

JAMES  I.  COUGHLIN,  M.D. 
Nephrology 

JAMES  M.  DUNCAN,  M.D. 
Gastroenterology 

DERMATOLOGY 

ARTHUR  W.  RICHARDSON,  M.D. 


RADIOLOGY 
JOSE  M.  CHAO,  M.D. 


BERNARD  T.  FEIN,  M.D. 

Allergy  - Immunology 

LEOPOLDO  LAPUERTA,  M.D. 
Chest  Diseases 

CHARLES  J.  LERNER,  M.D. 
Infectious  Diseases 

CHARLES  H.  MIMS,  M.D. 
Oncology 

NEUROLOGY 

MORRIS  H.  LAMPERT,  M.D. 
MICHAEL  ZUFLACHT,  M.D. 


JAMES  D.  O’KEEFE,  M.D. 
Cardiology 

JAMES  R.  O’NEILL,  M.D. 
Cardiology 

BARRY  A.  PORTNOY,  M.D. 
Hematology 

SYDNEY  SCHIFFER,  M.D. 

Diabetes  - Endocrinology 

PSYCHIATRY 

WILLIAM  B.  DONOVAN,  M.D. 
WILLIARD  C.  SCHWARTZ,  M.D. 

WHEELER  E.  LAIRD,  Administrator 
(512)  696-5420 


Write  Your  Own  Investment  Subscription  Using 
The  TMA  Retirement  Trust  and  these  No-Load  Funds 


LOOMIS-SAYLES 

Mutual  Fund 

A flexibly  managed  mutual  fund  which  seeks 
reasonable  long-term  capital  appreciation  with  a 
prudent  approach  to  protection  of  capital  from 
undue  risks. 

Active  since  1929. 

No-Load  or  Sales  Commission 


LOOMIS-SAYLES 

Capital  Development  Fund 

A mutual  fund  seeking  long-term  capital  appre- 
ciation through  investments  in  a well  diversified 
group  of  companies  and  industries  believed  by 
fund  management  to  provide  opportunities  for 
capital  development. 

Founded  in  1961. 


Master  Trust  Available  For  Self-Employed. 


Texas  Medical  Association 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
Gentlemen: 

Please  send  me  a prospectus  and  other  related  material  on  investing 
in  each  of  the  Loomis-Sayles  Funds  under  the  TMA  Retirement  Trust. 

Name 

Street 

City  and  State Zip 
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AMERICAN  GROUP  PSYCHOTHERAPY  ASSOCIATION 

The  19th  Annual  Institute  and  32nd  Annual  Conference  of  the 
association  will  be  held  Feb  4-8,  1975  in  San  Antonio.  Regis- 
trants for  the  Institute  will  be  assigned  to  groups  of  12  based 
upon  professional  experience.  Each  group  will  meet  four  times 
during  two  days  under  the  leadership  of  one  or  more  experi- 
enced instructors.  In  addition  to  the  clinical  emphasis  sought  by 
most  registrants,  there  will  be  available  specific  interest  sections 
for  a limited  number  of  participants  in  Avhich  priority  will  be 
given  to  members  of  the  association  and  previous  non-member 
institute  registrants  who  specifically  request  such  placement. 
The  conference  formats  will  include  symposia,  section  meetings, 
and  workshops. 

Contact:  Margaret  Keefe,  1865  Broadway,  12th  Floor,  New 
York,  NY  10023,  Exec  Sec. 

INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS 

A complete  scientific  program  and  full  social  calendar  are 
planned  for  physicians  and  spouses  attending  the  89th  annual 
meeting  of  the  Assembly  Feb  27-28  at  the  St.  Anthony  Hotel 
and  The  University  of  Texas  Medical  School  at  San  Antonio. 
Distinguished  guest  speakers  have  been  secured  in  the  areas  of 
dermatology,  family  practice,  internal  medicine,  obstetrics- 
gynecology,  orthopedic  surgery,  otolaryngology,  and  surgery. 
Among  out-of-state  guests  are  the  following  physicians:  Dr. 
Edgar  B.  Smith,  chief.  Department  of  Dermatology,  the  Uni- 
versity of  New  Mexico,  Albuquerque;  Dr.  Herbeii;  A.  Holden, 
president-elect,  American  Academy  of  Family  Physicians,  San 
Leandro,  Calif;  Dr.  David  C.  Kem,  professor,  the  University 
of  Oklahoma  Medical  School,  Oklahoma  City;  Dr.  Fred  Linthi- 
cum,  Jr.,  associate  clinical  professor.  Department  of  Otology, 
University  of  Southern  California  School  of  Medicine,  Los  An- 
geles; and  Dr.  Oliver  H.  Beahrs,  head.  Division  of  Surgery, 
Mayo  Clinic,  Rochester,  Minn.  The  group’s  extension  trip  de- 
parts Mar  1 for  Acapulco  and  Mexico  City. 

Contact:  S.  E.  Cockrell,  Jr.,  202  W.  French  PI,  San  Antonio 
78212,  Exec  Off. 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS, 

VALLEY  CHAPTER 

The  8th  Medical-Surgical  Conference  of  the  Rio  Grande  Valley 
will  be  held  in  McAllen  Mar  20-22,  1975.  Registration  fee  for 
the  meeting  is  $50.  The  conference  is  acceptable  for  16  pre- 
scribed hours  by  AAFP.  Speakers  include  Dr.  Denton  Cooley, 
Houston;  Dr.  Kenneth  H.  Cooper,  Dallas;  Dr.  Herbert  A.  Holden, 
San  Leandro,  Calif;  Dr.  Joseph  A.  Jachimczyk  (JD),  Houston; 
Dr.  M.  T.  Jenkins,  Dallas;  Dr.  William  J.  McGanity,  Galves- 
ton; Dr.  Beverly  Mead,  Omaha,  Neb;  Dr.  Joseph  T.  Painter, 
Houston;  Dr.  S.  Harold  Reuter,  Houston;  Dr.  James  H.  Sam- 
mons, Chicago;  Dr.  Orville  J.  Stone,  Irvine,  Calif;  and  Dr.  Philip 
Thorek,  Chicago.  The  speakers  represent  a wide  variety  of  pro- 
fessional interests.  After  dinner  speaker  for  the  conference  will 
be  Cactus  Pryor,  KTBC  television,  Austin. 

Contact:  Dr.  J.  F.  Fitch,  817  Quince,  McAllen  78501,  Reg  Chrmn. 


COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 


AMERICAN  COLLEGE  OF  CARDIOLOGY 
will  hold  its  24th  Annual  Scientific  Ses- 
sion in  Houston,  Feb  10-13  with  a pro^ara 
theme  of  “Excellence  in  Cardiovascular 
Practice."  The  session  will  include  formal 
lectures,  seminars,  small  group  meetings, 
panel  discussions,  and  clinics  and  demon- 
strations held  at  medical  centers  and  hos- 
pitals. Headquarters  hotel  will  be  the  Hyatt 
Regency,  wdth  meetings  taking  place  at 
the  Albert  Thomas  Convention  and  Exhibit 
Center,  Music  Hall,  and  Jesse  Jones  Hall. 
Among  the  featured  speakers  will  be  Dr. 
Richard  S.  Ross,  Baltimore,  Md,  director 
of  the  Cardiovascular  Division  at  Johns 
Hopkins  and  president  of  the  American 
Heart  As.sociation,  and  attorney  Melvin 
M.  Belli,  San  Francisco.  Contact:  William 
D.  Neiligan,  96.50  Rockville  Pike,  Bethesda 
20014,  Exec  Off. 

MENTAL  HEALTH  ASSOCIATIONS  OF 
DALLAS  AND  TARRANT  COUNTIES 
will  sponsor  the  sixth  annual  Child  Abuse 
Conference  Feb  20-21,  1975  at  the  Inn  of 
the  Six  Flags  in  Arlington.  The  conference 
is  geared  for  concerned  citizens,  social 
workers,  law  enforcement  personnel,  at- 
torneys, judges,  physicians,  nurses,  and 
counselors  interested  in  working  the  re- 
habilitation of  the  whole  family  involved 
in  child  abuse.  Guest  speakers  include 
family  therapist  Virginia  Satir,  Palo  Alto. 
Calif;  Dr.  Jerry  M.  Lewis.  Dallas:  and 
Dr.  William  J.  Reed,  Corpus  Christi.  Pre- 
registration is  necessary.  Tuition  for  the 
two-day  conference  is  $20,  Contact:  1976 
Child  Abuse  Conference.  2500  Maple  Ave- 
nue, Dallas  75201. 

SOUTH  CENTRAL  PERINATAL  WORK- 
SHOP “The  Problem  Pregnancy  and  New- 
born” will  be  conducted  Feb  22-23  at  the 
.loe  C.  Thompson  Conference  Center  in 
Austin.  One  of  a series  of  five,  the  work- 
shop is  sponsored  by  The  University  of 
Texas  Health  Science  Center  at  San  An- 
tonio, The  UT  School  of  Nursing  at  San 
Antonio  in  cooperation  with  the  Depart- 
ment of  Health,  Education  and  Welfare 
and  the  Regional  Medical  Program  of 
Texas.  Open  to  all  health  professionals,  the 
workshop  is  designed  to  provide  partici- 
pants the  opportunity  to  learn  to  recognize 
and  manage  high  risk  situations.  Contact: 
Pauline  Kuntz,  Office  of  Continuing  Edu- 
cation Services,  The  University  of  Texas 
Health  Science  Center,  7703  Floyd  Curl  Dr, 
San  Antonio  78284. 

For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  39-40. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


FEBRUARY 


AMERICAN  ACADEMY  OF  ALLERGY,  San  Diego,  Feb 
16-19,  1976.  James  O Kelley,  226  E Michigan  St,  Mii- 
waukee  63202,  Exec  Off. 

AMERICAN  ACADEMY  OF  FORENSIC  SCIENCES. 
Chicago,  David  A Crown,  Room  3617,  State  Dept,  Wash- 
ington, DC  20620,  Pres. 

AMERICAN  ASSOCIATION  OF  PEDIATRIC  OPHTHAL- 
MOLOGY, Lake  Tahoe,  Feb  23-27,  1976.  Dr.  David 
Friendly,  975  Ryland  St,  Reno,  Nev  89502,  Sec. 

AMERICAN  COLLEGE  OF  PSYCHIATRISTS.  Phoenix, 
Feb  5-9,  1975.  Dr.  John  C Nemiah,  Beth  Israel  Hospital, 
330  Brookline  Ave,  Boston,  Mass  02215,  Sec  Gen. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS, 
Orlando,  Fla,  Feb  28-Mar  6,  1976.  Dr.  B F Alfano,  676 
Main  St,  Melrose,  Mass  02176,  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS. 
Las  Vegas,  Feb  21-28,  1975.  Dr.  Patrick  E Raleigh,  2100 
W Harrison  St.  Chicago  60612,  Dir. 

■ FIFTH  DISTRICT  MEDICAL  SOCIETY,  San  Antonio. 
Feb  28.  1975.  S E Cockrell,  Jr,  202  W French  PI,  San 
Antonio  78212,  Exec  Off. 

■ FIRST  DISTRICT  MEDICAL  SOCIETY,  Pecos,  Feb  1, 
1975.  Dr.  Laurance  N Nickey,  1615  N Oregon,  El  Paso, 
Sec. 

■ HARRIS  COUNTY  ACADEMY  OF  FAMILY  PHYSI- 
CIANS, Houston,  Feb  10,  1975.  Dr.  Cassie  E Stuermer, 
103  Jesse  H Jones  Librai-y  Bldg,  Houston  77025. 

PAN-PACIFIC  SURGICAL  ASSOCIATION,  Honolulu. 
Feb  16-21,  1976.  Dr.  John  R Watson,  236  Alexander 
Young  Bldg,  Honolulu  96817,  Chrmn  of  the  Bd. 

■ SOUTHERN  NEUROSURGICAL  SOCIETY,  San  An- 
tonio, Feb  13-15,  1975.  Dr.  George  T Tindall,  Emory 
University  Clinic,  1365  Clifton  Rd,  NE,  Atlanta  30322, 
Sec. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Galveston,  Feb  23,  1975.  Dr.  John  L Bradley, 
PO  Box  10736,  El  Paso  79920,  Sec. 

■ TEXAS  SCHOOL  FOOD  SERVICE  ASSOCIATION, 
Irving,  Feb  7,  1975.  Mrs.  Melbagene  Ryan,  Irving  Public 
Schools,  PO  Box  2637,  Irving  76060,  Dir  of  Food  Service. 


■ THE  UNIVERSITY  OF  TEXAS  SYSTEM  CANCER 
CENTER,  MD  ANDERSON  HOSPITAL  & TUMOR  IN- 
STITUTE, Houston,  Feb  25-28,  1975.  Jane  Brandenberger, 
MD  Anderson  Hospital  & Tumor  Institute,  Houston 
77025,  Information  Coordinator. 


MARCH 


AMERICAN  ACADEMY  OF  ORTHOPEDIC  SURGEONS, 
San  Francisco,  Mar  1-6,  1975.  Dr.  Charles  V Heck,  430 
N Michigan  Ave,  Chicago  60611,  Exec  Dir. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Los 
Angeles,  Mar  23-27,  1976.  Dr.  John  E Pauly,  Dept  of 
Anatomy,  University  of  Arkansas  Medical  Center,  Little 
Rock,  Ark  72201,  Sec-Treas. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  AND 
BACTERIOLOGISTS,  New  Orleans,  Mar  1,  1976.  Robert 
E Learmouth,  9650  Rockville  Pike.  Bethesda,  Md  20014, 
Adm  Off. 

AMERICAN  BURN  ASSOCIATION,  Denver,  Mar  20-22, 

1975.  Dr.  John  A Boswick,  Jr.  4200  E 9 Ave,  Denver 
80220,  Pres. 

AMERICAN  COLLEGE  OF  ALLERGISTS,  Miami  Beach, 
Mar  15-23,  1975.  Mrs.  Frances  P White,  2141  14th  St, 
Boulder,  Colo  80302,  Admin  Sec-Treas. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Portland. 
Ore,  Mar  31-Apr  4,  1976.  Sheila  A McGing,  20  N 
Wacker  Dr,  Room  2920,  Chicago  60606,  Mtg  Mgr. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Palm 
Beach,  Mar  16-20,  1975.  Dr.  Thomas  W Murrell,  Jr,  17 
E Grace  St,  Richmond,  Va  23219,  Sec. 

AMERICAN  HEART  ASSOCIATION,  Tampa,  Fla,  Mar 
10-11,  1975.  Leonard  P Cook,  44  E 23rd  St,  New  York, 
NY  10010,  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  28th  National 
Conference  on  Rural  Health,  Roanoke,  Va,  Mar  20-21, 

1976.  Dept  of  Rural  Health,  AM  A,  636  N Dearborn  St, 
Chicago  60610. 

■ AMERICAN  MEDICAL  TENNIS  ASSOCIATION,  Aus- 
tin, Mar  16-20,  1975.  Bill  Drake,  PO  Box  183,  Alton,  111 
62002,  Exec  Dir. 
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AMERICAN  ORTHOPSYCHIATRIC  ASSOCIATION, 
INC.,  Washington,  UC,  Mar  21-25,  1975.  Marion  F Han- 
ger, PhD,  1775  Broadway,  New  York,  NY  10019,  Exec 
Dir. 

AMERICAN  PSYCHOPATHOLOGICAL  ASSOCIATION, 
New  York,  Mar  6-7,  1975.  Dr.  Edward  Sachar,  Bronx 
Municipal  Hospital  Center,  Eastchester  Rd  & Pelham 
Parkway,  Bronx,  NY  10461. 

AMERICAN  PSYCHOSOMATIC  SOCIETY,  New  Orleans. 
Mar  21-23,  1975.  Dr.  Donald  Oken,  265  Nassau  Rd. 
Roosevelt,  NY  11575,  Sec-Treas. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOL- 
OGY AND  THERAPEUTICS,  Washington,  DC,  Mar  20- 
21,  1976.  Mrs.  Elaine  Galasso,  1718  Gallagher  Rd,  Nor- 
ristown, Pa  19401,  Exec  Sec. 

AMERICAN  SOCIETY  OF  CONTEMPORARY  MEDI- 
CINE AND  SURGERY,  Miami  Beach,  Mar  2-7,  1976. 
Dr.  John  G Bellows,  30  N Michigan  Ave,  Chicago  60602. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDI- 
CAL INSTRUMENTATION,  Boston.  Mar  16-19,  1976. 
AAMI,  1600  Wilson  Blvd,  Arlington,  Va  22209. 

ASSOCIATION  OF  UNIVERSITY  ANESTHETISTS,  San 
Diego,  Mar  13-16,  1975.  Dr.  C Philip  Larson,  Jr,  Stan- 
ford University  Medical  Center,  Rm  S-278,  Stanford, 
Calif  94305,  Sec. 

■ D-ALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas. 
Mar  17-19,  1976.  Robert  L Heath,  433  Medical  Arts 
Bldg,  Dallas  76201,  Exec  Dir. 

DEPARTMENT  OF  PEDIATRICS,  THE  UNIVERSITY 
OF  TEXAS  MEDICAL  BRANCH,  Galveston,  Mar  13-14, 
1975.  Program  for  lifelong  education  in  pediatrics.  Dr. 
Mary  Ellen  Haggard,  Dept  of  Pediatrics,  UTMB,  Galves- 
ton 77550. 

INTERNATIONAL  ACADEMY  OF  PATHOLOGY.  New 
Orleans,  Mar  4-8,  1976.  Dr.  Leland  D Stoddard.  Interna- 
tional Academy  of  Pathology,  Dept  of  Pathology,  Medi- 
cal College  of  Georgia,  Augusta  30902,  Sec-Treas. 

NEUROSURGICAL  SOCIETY  OF  AMERICA.  San  Diego, 
Mar  12-16,  1975.  Dr.  Shelley  N Chou,  University  of 
Minnesota  Medical  School,  Minneapolis,  Minn  66466,  Sec. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY,  Livingston. 
Mar  20,  1976.  Mrs.  R C Torrence,  103  Jessie  H Jones 
Library  Bldg,  Houston  77026. 


■ SOCIETY  OF  AIR  FORCE  PHYSICIANS,  San  An- 
tonio, Mar  3-5,  1975.  Col  John  H Triebwasser,  MC, 
USAF,  USAFSAM/NGI,  Brooks  AFB  78235. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLOGY, 
Miami  Beach,  Mar  2-7,  1975.  Dr.  John  G Bellows,  30  N 
Michigan  Ave,  Chicago  60602,  Exec  Off. 

■ SOCIETY  OF  NUCLEAR  MEDICINE,  SW  CHAPTER. 
Galveston.  Mar  21-23,  1975.  Dr.  Thomas  P Haynie,  6723 
Bertner  Ave,  Houston  77026,  Sec-Treas. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Fort  Worth,  Mar  13-16,  1976.  Floy  Bleker,  4300 
N Lamar  Blvd,  Austin  78756,  Exec  Sec. 

SPORTS  MEDICINE  SEMINAR,  Seattle,  Mar  22-23, 
1975.  Dr.  Keith  D Peterson,  5409  17th  NW,  Seattle 
98107,  Exec  Dir. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  Chi- 
cago, Mar  6,  1975.  Charles  C Hewitt,  1400  Hicks  Rd, 
Rolling  Mdws,  111  60008,  Exec  Off. 

■ WM  BEAUMONT  ARMY  MEDICAL  CENTER,  El 
Paso,  Mar  19-21,  1975.  Col  J Loren  Pitcher,  MD,  PO 
Box  70031,  El  Paso  79920. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Abilene,  Mar 
13-16,  1976.  Dr.  Francis  Edw  O’Neill,  1128  Nix  Profes- 
sional Bldg,  San  Antonio  78205,  Sec-Treas. 


APRIL 


AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, New  York,  Apr  14-16,  1975.  William  T Maloney, 
6 Beacon  St,  Suite  620,  Boston  02108,  Exec  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Annual  Session, 
San  Antonio,  Apr  30-May  4,  1975.  C Lincoln  Williston, 
1801  N Lamar  Blvd,  Austin  78701. 
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Clinic  . . . Surgicenter  ? 


Rondomycin 

(methacycline  HCI) 


Quality  Health  Care  Surroundings 
At  The  Most  Reasonable  Cost 
Increases  Efficiency  & Income! 

Medicalodges  Is  Such  a Developer! 

At  no  obligation  . . . other  than  a 15  minute  visit  at  your 
convenience  ...  A Medicalodge  man  can  help  you  plan 
new  and  exciting  space  for  your  practice  ...  or  the  special- 
ty center  you  have  often  dreamed  about. 

Medicalodges  “Full  Service”  Includes 

♦Furnishings 

♦Feasibility  Study 

♦Proforma  and  Financing 
♦Architectural  Design 

♦Construction  Management 

♦Operational  Management  if  Desired 

Medicalodges,  Inc. 

316/251-6720  / P.O.  Box  574  / Coffeyville,  Kansas  67337 
DEVELOPERS  OF 

CLINICS  . . . HOSPITALS  . . . NURSING  HOMES 
RETIREMENT  COMMUNITIES  . . . PSYCHIATRIC  CENTERS 


V^ithout  obligation  please  send  me  information  about  clinics  and/ 
or  other  health  service  facilities. 

Name 

Address 

City State_ Zip 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  he  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
(unction,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  tour  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  ot  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults -600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  ot  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea;  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule;  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5,4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  tollow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy;  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS) , total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  tor  at  least  10  days. 
SUPPLIED:  'Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 


Phone:. 


.Best  Time. 


I am  interested  in_ 


Mail  To: 


HARRY  DENMAN 
Medicalodges,  Inc. 

P.O.  Box  574  - Coffeyville,  Ks.  67337 


Before  prescribing,  consult  package  circular  or  latest  PDR  intormation. 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomvcin  300.g 

[meohacvcline  HCI] 


Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 

minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  knawn  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


The  Role 


of  the 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


Enak^e 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 


Detail  Man 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country, 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihoo( 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be— and 
attimes  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


I's  He  a Source  of  Information? 

Yes,  with  certain  reservations, 
he  average  sales  representative 
as  a great  fund  of  information 
bout  the  drug  products  he  is  re- 
ponsiblefor.  He  is  usually  able  to 
nswer  most  questions  fully  and 
itelligently.  He  can  also  supply 
sprints  of  articles  that  contain  a 
reat  deal  of  information.  Here, 

)0, 1 exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
and  opinions  that  I find  in  the 
papers  and  studies  which  come 
j^rom  the  larger  teachingfacilities. 
it  goes  without  saying  that  a physi- 
,cian  should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

(Training  of  Sales  Representatives 

' Ideally,  a candidate  for  the 
oosition  as  a sales  representative 
Df  a pharmaceutical  company 
should  be  a graduate  pharmacist 
/vho  has  a questioning  mind.  I don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
at  first  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
as  “pushers”  of  their  drugs. 

!rhe  Other  Side  of  the  Coin 

I Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
:his  material  as  a labor  of  love  — 
rheyare  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
/ated  sales  representative  can 
3xert  a negative  influence  on  the 
oracticing  physician,  both  by  pre- 
senting a one-sided  picture  of  his 
product,  and  by  encouraging  the 
ipractitioner  to  depend  too  heavily 
pn  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
iundermined  his  potential  role  as  an 
educator. 

|The  Industry  Responsibility 

I Since  the  detail  man  must  be 
lan  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
■should  be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  bewillingto  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— /.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


Antivert/  25  Tablets 

( 25  mg.  meclizine  HCl) 


’ INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
ScienceS'National  Research  Council  and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting 
the  vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 

CONTRAINDICATIONS.  Administration  of  Antivert  during  pregnancy  or  to 
women  who  may  become  pregnant  is  contraindicated  in  view  of  the  teratogenic 
effect  of  the  drug  in  rats. 

The  admimstration  of  meclizine  to  pregnant  rats  dunng  the  12-15  day  of  gestation 


has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100 
mg.Ag./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  , 
palate.  Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous 
hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug, 
patients  should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or 
operating  dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.'’ 

ADVERSE  REACTIONS.  Drowsiness,  dry 

mouth  and,  on  rare  occasions,  blurred  vision  division  of  Pfizer  Pharmaceuticals 
have  been  reported.  New  York,  New  York  1(XI17 


The  MUDRAIVES 

Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 

Phenobarbital  (to  lessen  cardiac  stimulation). 


f (3u|UJJ0^-)iqeq  aq  Ae|A|)  ^ 

u MiayvaoNBHd 

3uJ91  l3H3Wiaa3Hd3 
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SmoOI  31V103VIVnD  3Ad33AlD 


INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide;  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons. 


Federal  laiv  prohibits  dispensing  without  prescription. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23261 
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Information  for  authors 


Material  for  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  1801  North  Lamar  Blvd.,  Austin 
78701.  It  must  be  offered  soleiyto  this  journal. 
Each  paper  is  reviewed  by  a consultant  specialist 
and  an  editorial  board,  and  is  accepted  or  rejected 
on  the  basis  of  its  individuai  merit  and  the  avail- 
ability of  other  material. 

Ma/iM5cr/>/5  should  be  typed  double-spaced 
with  ample  margins  on  firm  paper.  Carbons  are 
unacceptabie,  but  the  author  should  keep  a copy. 

The  title  should  include  the  words  most  suit- 
able for  indexing  the  article  in  "Index  Medicus,” 
should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  gram- 
matically with  the  main  title. 

The  author^  names  and  degrees  should  follow 
the  title,  and  their  mailing  addresses  should  be 
listed  at  the  end  of  the  article. 

The  text  should  be  narrative  with  complete 
sentences,  few  abbreviations,  and  logical  sub- 
heading. For  spelling  and  usage  the  editors  follow 
"Dorland’s  Illustrated  Medical  Dictionary,"  24th 
edition,  and  "Webster’s  Third  New  International 
Dictionary,  Unabridged.”  Quotations  must  give 
credit  to  both  author  and  source.  A concise  intro- 
ductory summary  is  required. 

Reference  lists  should  contain  in  this  order 
(1)  author’s  last  name,  initials,  (2)  title  of  article 
or  book,  (3)  name  of  journal,  (4)  volume  and  in- 
clusive page  numbers,  written  33:156-160,  (5) 
year.  For  books,  the  title  should  be  followed  by 
place  of  publication,  name  of  publisher,  and  year. 

Illustrations  should  be  black  and  white  draw- 
ings or  positive  photographs,  with  neat,  uniform, 
fairly  large  lettering.  A label  pasted  to  the  back 
of  each  illustration  should  indicate  its  number, 
top,  author’s  name,  and  title  of  article  in  brief. 
Legends  shoyi\ti  be  in  complete  sentences,  num- 
bered, and  typed  on  a separate  sheet.  Color 
illustrations  are  authorized  if  they  are  of  special 
value. 

Tables  should  be  typed  on  separate  sheets. 
Column  headings  should  show  points  of  simi- 
larity: side  headings,  points  of  difference. 

Permission  should  be  obtained  from  the  pub- 
lishers and  the  authors  for  any  previously  pub- 
lished material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations 
in  the  text  may  be  used  without  permission,  but 
should  be  quoted  exactly  with  the  source  credited 


in  the  bibliography.  Copies  of  permission  letters 
should  be  submitted  with  the  manuscript. 

All  material  is  subject  to  editing,  but  authors 
receive  typescripts  to  check  before  publication. 
Prompt  return  of  typescripts  to  Texas  Medicine 
office  avoids  delay  in  publication.  After  the  article 
is  sent  to  the  printer,  only  minimal  revision  may 
be  made. 

Reprints  are  available  directly  from  the  printer 
at  an  established  schedule  of  costs.  Authors 
automatically  receive  order  blanks  when  their 
articles  are  published. 

Editorials  should  be  prepared  in  the  same  gen- 
eral manner,  and  should  be  written  in  clear,  con- 
cise language.  They  should  be  300-500  words  in 
length  (about  two  to  three  pages  typed  with 
double  spacing.) 

Contributions  to  the  news  section  should  be 
sent  to  the  Editorial  Offices,  1801  N.  Lamar 
Blvd.,  Austin  78701,  four  weeks  prior  to 
publication. 


PUBLICATION  INFORMATION 

Texas  Medicine  Is  published  monthly  by  the  Texas 
Medical  Association. 

Contributions,  previously  unpublished,  are  welcomed 
for  review.  News  and  other  items  should  be  sent  to  the 

Editorial  Offices  four  weeks  prior  to  publication.  All 
contributions  are  sent  at  the  owner’s  risk. 

Scientific  Articles  are  reviewed  by  technical  and  spe- 
cialist consultants  and  are  selected  for  publication  in 
Texas  Medicine  by  the  Scientific  Publication  Commit- 
tee, which  is  appointed  by  the  Board  of  Publication, 
Editorials  and  other  articles  are  subject  to  review  by 
officers  of  the  Texas  Medical  Association,  appropriate 
expert  and  technical  consultants,  and  representatives 
of  county  medical  societies  when  in  their  purview. 

Scientific  Publication  Committee;  Joseph  M.  Abell,  Jr., 
MD,  Austin,  Chairman;  Robert  Askew,  MD,  Austin,  Vice- 
Chairman;  Ronald  P.  Boren,  MD,  Austin;  Ernest  C.  But- 
ler, MD,  Austin;  Jesse  D.  Cone,  MD,  Odessa;  C.  W. 
Daeschner,  MD,  Galveston;  George  A.  Gates,  MD,  San 
Antonio;  Stanton  W.  Glazener,  MD,  Austin;  Tracy  R. 
Gordy,  MD,  Austin:  R.  Maurice  Hood,  MD,  Austin;  Pax- 
ton H.  Howard,  Jr,  Temple;  Joseph  Lancaster,  MD, 
Austin;  Paul  C.  Peters,  MD,  Dallas;  Richard  S.  Ruiz, 
MD,  Houston;  H.  Irving  Schweppe,  Jr.,  MD,  Houston; 
Theodore  P.  Votteler,  MD,  Dallas. 

Publication  of  any  article  or  statement  Is  not  to  be 
deemed  an  endorsement  of  the  views  expressed  there- 
in, nor  shall  publication  of  any  advertisement  be  con- 
sidered an  endorsement  of  or  approval  of  the  product 
or  service  involved. 


TEXAS  MEDICINE 


Wherever  it  hurts,  Empirin 
Compound  with  Codeine  usually 
provides  the  symptomatic 
relief  needed. 


In  flu  and  associated  respiratory 
infection,  Empirin  Compound 
with  Codeine  provides  an 
antitussive  bonus  in  addition  to 
relief  of  pain  and  bodily 
discomfort. 


prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  ¥2); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1)  *Warning-may 
be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  31/2, 
phenacetin  gr.  2V2,  caffeine 
gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co«' 
Research  Triangle  Park 
North  Carolina  27709 
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Ulcer-like  symptoms: 
no  G.L  pathology 


X-ray  demonstrates  normal  stomach. 


The  patient  is  convinced  he  has  an  ulcer. 
However,  symptoms  are  not  (juite  typical,  and 
x-ray  findings  arc  negative.  I’hese  hndings  and 
the  results  of  additional  diagnostic  procedures 
exclude  an  organic  basis  for  the  patient’s  com- 
plaints. A diagnosis  of  “upper  f unctional  gastro- 
intestinal disorder”  is  made,  which  is  suppe^rted 
by  the  fact  that  ejjisodes  of  painful  symptoms 
coincide  with  episodes  of  excessive  anxiety,  as 
indicated  by  the  history. 

It  may  be  usef  id  to  explain  to  the  patient  the 
mechanism  by  which  emotions  upset  normal 
G.I.  functioning,  resulting  in  hypersecretion  and 
hypermotility  and  thus  causing  such  symptoms  as 
nausea  and  epigastric  pain.  In  upper  functional 
gastrointestinal  disorilers,  counseling  by  the 
primary  physician  can  often  help  the  patient 
understand  how  excessive  anxiety  may  cause 
flare-upsof  G.I.  symptoms. 

A dispro[)ortionatc  number  of  patients  seen 
by  the  general  practitioner  suffer  from  func- 
tional disorders,  as  do  more  than  half  of  those 
seen  by  the  gastroenterologist.*  Wdiere  milder 
cases  may  respond  to  counseling  alone,  it  symp- 
toms are  severe  and  disabling  to  any  degree,  a 
suitable  regimen  may  include  medication  to  re- 
duce the  symptoms  and  the  excessive  anxiety 
that  often  provokes  these  di.stressing  symptoms. 

In  these  cases,  Librax  as  an  adjunct  can 
greatly  contribute  to  the  course  of  therapy.  Its 
dual  action  can  offer  relief  of  both  painful  symp- 
toms and  excessive  anxiety,  because  each  capsule 
contains  5 mg  chlordiazej)Oxide  HCl  and  2.5  mg 
clidinium  Br.  The  antianxiety  action  of 
Librium®  (chlordiazepoxide  HCl)  makes  Librax 
exceptional  among  drugs  for  certain  gastrointes- 
tinal disorders  associated  with  excessive  anxiety: 
the  clidinium  bromide  (Quarzan'^-^ ) component 
furnishes  dependable  an tisecretory-antispasmodic 
action.  Dosage  is  flexible;  it  may  be  adjusted 
according  to  your  patient’s  requirements  within 
the  range  of  1 or  2 capsules  three  or  four  times 
daily,  up  to  8 capsules  daily  in  divided  doses. 

Please  consult  the  complete  product  information 
regarding  precautions  and  adverse  reactions. 

*Roine  HP.  Brannick  TL:  Orientation  and  mechanism  of 
functional  disorders:  clinicophysiologic  correlation,  chap.  I. S3, 
in  Gastroenterology,  eiVucd  by  Bockus  HL.  Philadelphia,  W.  B. 
Saunders  Companv,  1965,  p.  1116. 


An  adjunct  in  anxiety-related 
upper  functional  G.L  disorders 


Librax* 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Please  see  summary  of  product  information  on  following  page. 
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An  adjunct  in  anxiety-related 
upper  f unctional  G.I.  disorders 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mgclidinium  Br. 


Initial  therapy 

The  initial  prescription  allows 
evaluation  of  patient  response  to 
therapy. 


Follow-uj)  therapy 

Follow-up  therapy. with  a pre- 
scription for  2 to  3 weeks’  medica- 
tion usually  helps  maintain 
patient  gains. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 

Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures 


necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established  clinically. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  consti- 
pation, extrapyramidal  symptoms,  increased  and  decreased  libido 
—all  infrequent  and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported  with  Librax  are 
typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (Quarzan’''  ” )— bottles  of  100  and  500. 


Roche  Laboratories 
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Nutley,  New  Jersey  07110 


38 


TEXAS  MEDICINE 


CONTINUING  EDUCATION  COURSES 


FEBRUARY 

Anesthesiology 

Title:  Anesthesiology 

Sponsor;  UT  Health  Science  Center  at 

Houston 

Location:  UT  Health  Science  Center  at 
Houston 

Date:  February  1975 
Contact:  Dr.  Grant  Taylor,  Director, 
Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  PO 
Box  20367,  Houston  77025. 

Arthritis  and  Rheumatism 

Title:  Postgraduate  Course  in  Arthritis 
and  Rheumatic  Disease 
Sponsor;  Rheumatic  Disease  Section, 
Baylor  College  of  Medicine,  Houston 
Location:  To  be  announced 
Date:  Feb  8,  1975 

Contact:  Dr.  John  T Sharp,  Professor  of 
Medicine,  Chief  of  Rheumatic  Diseases, 
Baylor  College  of  Medicine,  1200 
Moursund  Ave,  Houston  77025. 

Basic  Sciences 

Title;  Third  Annual  Texas  Medical  Center 
Symposium  on  the  Application  of 
Nutrition  in  the  Health  Sciences 
Sponsor:  UT  Health  Science  Center  at 
Houston 

Location:  Jesse  H Jones  Library, 
Houston 

Date:  Feb  7-8,  1975 
Contact:  Dr.  Grant  Taylor,  Director, 
Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  PO 
Box  20367,  Houston  77025 


Cardiovascular  Disease 

Title:  24th  Annual  Scientific  Session 
Sponsor:  American  College  of  Cardiology 
Location:  Albert  Thomas  Convention  and 
Exhibit  Complex,  Houston 
Date:  Feb  10-13,  1975 
Fee:  Nonmembers,  $100 
Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 
Contact:  Patrick  A Ziarnik,  Director, 
Annual  Scientific  Session  Dept,  Ameri- 
can College  of  Cardiology,  9650  Rock- 
ville Pike,  Bethesda,  Md  20014. 

Gastroenterology 

Title:  Postgraduate  Course  in  Clinical 
Gastroenterology  and  Endoscopy 
Sponsor:  American  Society  for  Gas- 
trointestinal Endoscopy 
Location:  Acapulco,  Mexico 
Date:  Feb  9-16,  1975 
Contact:  Dr.  Vernon  M Smith,  Director, 
301  St.  Paul  Place,  Baltimore,  Md  21202 

General  Medicine 

Title:  Family  Practice  Review 
Sponsors:  Continuing  Education  Divi- 
sion, UT  Medical  Branch,  Galveston; 
Family  Medicine  Dept,  UT  Medical 
Branch 

Location:  Galvez  Hotel-Motel,  Galveston 
Date:  Feb  2-8,  1975 
Fee:  $115 

Credit:  44  hours,  AAFP 
Contact:  NeKee  McNulty,  Administrative 
Assistant,  Continuing  Education  Divi- 
sion, UT  Medical  Branch,  8th  Floor, 

John  Sealy  Hospital,  Galveston  77550 


Internal  Medicine 

Title:  Practical  Workshop  in  Pulmonary 
Diseases 

Sponsor;  UT  Health  Science  at  San 
Antonio 

Location:  UT  Health  Science  Center  at 

San  Antonio 

Date:  Feb  15-16,  1975 

Fee:  $75 

Credit:  10  prescribed  hours,  AAFP; 
Category  I,  AMA  Physician’s  Recognition 
Award 

Contact;  Dr.  Paul  Cutler,  Associate  Dean 
for  Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 

Title:  Diagnosis  and  Treatment  of  Acute 
and  Chronic  Respiratory  Failure 
Sponsors:  American  College  of  Chest 
Physicians,  University  of  Miami  School 
of  Medicine 
Location:  Miami  Beach 
Date;  Feb  24-28,  1975 
Credit:  24  hours.  Category  I,  AMA 
Physician’s  Recognition  Award 
Contact:  Bradford  W Claxton,  Director, 
Continuing  Education,  American  College 
of  Chest  Physicians,  911  Busse  High- 
way, Park  Ridge,  III  60068 


Malignant  Disease 

Title:  28th  Annual  Symposium  on  Funda- 
mental Cancer  Research:  Cellular  Mem- 
branes and  Tumor  Cell  Behavior 
Sponsors;  UT  System  Cancer  Center, 

MD  Anderson  Hospital  and  Tumor 
Institute,  National  Cancer  Institute, 
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American  Cancer  Society 
Location:  Shamrock  Hilton  Hotel, 
Houston 

Date:  Feb  26-28,  1975 
Fee:  $5 

Contact:  Dr.  George  R Blumenschein, 
Assistant  Director  for  Education,  UT 
System  Cancer  Center,  MD  Anderson 
Hospital  and  Tumor  Institute,  6723 
Bertner  Ave,  Houston  77025 

Title:  Cancer  of  the  Breast 
Spransor:  Southeastern  Surgical 
Congress 

Location:  Hyatt  Regency  Atlanta  Hotel 
Date:  Feb  16,  1975 
Contact:  Dr.  A H Letton,  SSC,  340 
Boulevard  NE,  Atlanta,  Ga  30312 

Title:  Current  Concepts  in  Oncology 
Sponsor;  American  College  of  Physicians 
Location:  Ann  Arbor,  Mich 
Date:  Feb  3-7,  1975 
Contact:  Registrar,  Postgraduate 
Courses,  ACP,  4200  Pine  St, 

Philadelphia  19104 


Pediatrics 

Title:  Perinatology 
Sponsor:  Baylor  College  of  Medicine 
Location:  Texas  Children’s  Hospital, 
Houston 

Date:  Feb  6-7,  1975 
Fee:  $50 

Contact:  Dr.  Arnold  J Rudolph,  Professor 
of  Pediatrics,  Baylor  College  of  Medi- 
cine, 1200  Moursund  Ave,  Houston 
77025 


Title:  Pediatric  Cardiopulmonary  cian’s  Recognition  Award 

Problems,  Diagnosis  and  Management,  Contact:  Institute  for  Pediatric  Radio- 

Newborn  to  Young  Adult  logy,  4148  N Cleveland  Ave,  Kansas 

Sponsors:  American  College  of  Chest  City,  Mo  64117 

Physicians,  University  of  Colorado 

Medical  Center,  National  Cystic  Fibrosis 

Foundation 

Location:  Silver  Tree  Inn,  Snowmass, 

Aspen,  Colo 

Date:  Feb  24-27,  1975 

Credit:  16  hours.  Category  I,  AMA 

Physician’s  Recognition  Award 

Fee:  $125,  ACCP  members;  $150, 

nonmembers:  $75,  residents 

Contact:  Bradford  W Claxton,  Director, 

Continuing  Education,  American 
College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  III  60068 


Title:  Pediatric  Behavior  Management 
Conference 

Sponsor:  Dept  of  Pediatrics,  University 
of  Miami  School  of  Medicine,  Miami 
Location:  University  of  Miami  School 
of  Medicine 
Date:  Feb  21-22,  1975 
Contact:  Division  of  Continuing  Medical 
Education,  University  of  Miami  School 
of  Medicine,  PO  Box  520875  Biscayne 
Annex,  Miami  33152 


Title:  Current  Status  of  Pediatric  Chest 
Radiology 

Sponsor:  Institute  for  Pediatric 
Radiology 

Location;  Marriott  Hotel,  New  Orleans 

Date:  Feb  22-23,  1975 

Credit:  13  hours.  Category  I,  AMA  Physi- 
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TEXAS  MEDICINE 


Antihypertensive  ^ 
action  at  the 
vasomotor  centers 

in  the  brain 

*(Based  on  animal  studies) 


Please  see  last  page  of  advertisement  for  a brief  summary 
of  the  prescribing  information  including  relationship  of 
pharmacologic  actions  and  antihypertensive  effect. 


Now... 

antihypertensive  action 
at  the  vasomotor  centers 
in  the  brain 


Tablets  of  0.1  and  0.2  mg 


(clonidine 
hydrochloride) 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Normal  hemodynamic  responses  to  exercise 
are  unaffected 


Renal  blood  flow  and  glomerular  filtration  rate 
essentially  unchanged 


Mild  to  moderate  potency 


Central  action: 

Catapres  appears  to  lower  blood 
pressure  through  central  alpha- 
adrenergic  stimulation,  as  shown 
in  animal  studies.  This  results  in 
diminution— but  not  blocking— of 
sympathetic  outflow  from  cardio- 
accelerator  and  vasoconstrictor 
centers  in  the  medulla. 


Not  a “depleter” 


Not  a “blocker  ’ 


Not  an  “inhibitor” 


Not  a “false  transmitter’ 


3atapres  Man 

iclonidine  hydrochloride) 

ights  new  pathways 
:o  antihypertensive 


’lease  see  last  page  of  advertisement 
or  a brief  summary  of  the  prescribing 
nformation  including  precautions, 
varnings,  and  adverse  reactions. 


newCatapres 

(clonidine  hydrochloride) 

Effective  in  hypertension, 
mild  to  severe 

Catapres  is  distinguished  by  its  broad  clinical  usefulness 
in  the  treatment  of  hypertension. 

More  than  600  major 
published  papers* 

The  extensive  experimental  and  clinical  work  with  Catapre; 
has  been  reported  in  hundreds  of  papers  published  in 
scientific  journals  in  this  country  and  abroad.  Controlled 
studies^'^  plus  numerous  other  clinical  evaluations  have 
demonstrated  that  Catapres  is  an  effective  antihyper- 
tensive drug  with  these  desirable  properties: 


does  not  alter  normal  hemodynamic  responses  to  exercise 

renal  blood  flow  and  glomerular  filtration  rate  essentially 
unchanged 


antihypertensive  response  enhanced  by  diuretics  such  ai 
chlorthalidone 


compatible  with  other  antihypertensive  agents 


has  been  shown  to  reduce  plasma  renin  activity  and  to 
decrease  excretion  of  aldosterone  and  catecholamines 

(See  ACTIONS  section  of  Brief  Summary) 


What  to  watch  for—  The  principal  side  effects  of  Catapres  are  dry 
mouth,  sedation,  and  drowsiness.  Constipation,  dizziness,  headache, 
and  fatigue  also  have  been  reported.  Generally,  these  effects  tend  to 
diminish  with  continued  therapy.  As  with  other  antihypertensive  agents, 
tolerance  may  develop  in  some  instances.  For  a more  detailed  discus- 
sion of  side  effects,  warnings,  and  precautions,  see  the  brief  summary 
of  prescribing  information  on  the  last  page  of  this  advertisement  or 
consult  the  Catapres  package  insert. 


♦ Complete  Catapres  bibliography  available  on  request. 


ild  and  infrequent 
rthostatic  effects 


'WOi-'BV' 


landing  and  supine  blood  pressure 
isponse  at  the  conclusion  of  therapy  in 
controlled  studies^-^ 


200- 


175 


150 


Control 

Supine 

Standing 


£ 125 


100 


Normal  hemodynamic  Renal  blood  flow  and 
responses  to  exercise  glomerular  filtration  rate 

not  altered  essentially  unchanged 


Study  No  1 No  2 No  3 No  4 No  5 No.  6 No  7 


No  of 
Pts  9 


41t 


12t 


13t  17 

Received  Catapres  alone. 

Received  Catapres  ^ a diuretic. 

Note:  In  study  No. 4,  blood  pressure  was  taken  in  the 
sitting  rather  than  the  supine  position. 


lot 


MW 


Mean  blood  pressure  reductions  in 
9 hypertensive  patients  receiving 
Catapres  (0.15  mg  daily)  for  4 weeks 


Systolic  pressure  reduction 
(mm  Hg) 


10 


15 


20 


25 


After 

Lying 

Standing 

Exercise 

10 


15 


20 


25 


23.4  ^ 

Diastolic  pressure  reduction 
(mm  Hg) 

Lying 

Standing 

After 

Exercise 

15.1 


Adapted  from  Elkeles  et  a/.' 


Renal  hemodynamics  before  and 
after  Catapres  in  7 hypertensive 
patients.  Mean  blood  pressure 
reductions  were  signihcant  in 
both  the  supine  position  (from  155 
to  128  mm  Hg)  and  the  standing 
position  (from  151  to  101  mm  Hg). 

Supine 

Head-up  tilting  (45°)  ■■■■ 

Renal  Blood  Flow  (ml/min) 
Before  After 

646 


606  (-6%) 


Glomerular  Filtration  Rate  (ml/min) 
Before  After 

79 


New  from  Boehringer  Ingelheim 


Boehringer  Ingelheim 

Boehringer  Ingelheim  Ltd. 
Elmsford,  New  York  1 0523 


new  C3tapres» 

(clonidine  hydrochloride) 


It’s  easy  to  start  with  Catapres.  The 

usual  starting  dose  of  Catapres  is  one 
0.1  mg  tablet  twice  daily.  Increments  of 
0.1  to  0.2  mg  per  day  (up  to  the  maximum 
daily  dose  of  2.4  mg)  may  be  made  until 
the  desired  blood  pressure  response  is 
achieved. 

How  to  stop  Catapres.  Reduce  the  dose 
gradually  over  two  to  tour  days  to  avoid  a 
possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
PatientsonCatapresshould  beinstructed 
not  to  discontinue  therapy  without  con- 
sulting their  physician.  It  has  been  dem- 
onstrated that  a rapid  rise  in  blood 
pressure,  should  it  occur,  can  be  re- 
versed by  resumption  of  Catapres  or  by 
administration  of  intravenous 
phentolamine. 

Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1  mg  and  0.2  mg 

Actions:  The  mechanism  of  action  appears  to  be  cen- 
tral alpha-adrenergic  stimulation  as  demonstrated  in 
animal  studies.  This  results  in  inhibition  of  bulbar  sym- 
pathetic cardioaccelerator  and  sympathetic  vasocon- 
strictor centers,  thereby  decreasing  sympathetic  outflow 
from  the  brain.  Other  studies  in  humans  have  provided 
evidence  of  a reduction  in  plasma  renin  activity  and  the 
excretion  of  aldosterone  and  catecholamines.  The  exact 
relationship  between  these  pharmacologic  actions  of 
Catapres  (clonidine  hydrochloride)  in  humans  and  Its 
antihypertensive  effect  has  not  been  fully  eluoidated  at 
this  time. 

Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension.  As  an  antihypertensive  drug,  Catapres 
(oionidine  hydrochloride)  is  mild  to  moderate  in  potency. 
It  may  be  employed  in  a general  treatment  program 
with  a diuretic  and/or  other  antihypertensive  agents 
as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in 
animals,  and  since  information  on  possible  adverse 
effects  in  pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended  in  women 
who  are  or  may  become  pregnant  unless  the  potential 
benefits  outweigh  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience  is  available 
with  the  use  of  Catapres  (oionidine  hydrochloride)  in 
children. 

Precautions:  When  discontinuing  Catapres  (oionidine 
hydrochloride),  reduce  the  dose  gradually  over  2 to 
4 days  to  avoid  a possible  rapid  rise  in  blood  pressure 
and  associated  subjective  symptoms  such  as  nervous- 
ness, agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  consulting 
their  physician.  Rare  instances  of  hypertensive  encepha- 
lopathy and  death  have  been  recorded  after  cessation 
of  clonidine  hydrochloride  therapy.  A causal  relation- 
ship has  not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise  in  blood  pres- 
sure, should  it  occur,  cah  be  reversed  by  resumption 
of  clonidine  hydrochloride  therapy  or  by  Intrave- 


nous phentolamine.  Patients  who  engage  In  poten- 
tially hazardous  activities,  such  as  operating  machinery 
or  driving,  should  be  advised  of  the  sedative  effect. 

This  drug  may  enhance  the  CNS-depressive  effects  of 
alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride 
should  be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Catapres  (clonidine  hydrochloride) 
should  receive  periodic  eye  examinations.  While, 
except  for  some  dryness  of  the  eyes,  no  drug-related 
abnormal  ophthalmologic  findings  have  been  recorded 
with  Catapres  (clonidine  hydrochloride),  In  several 
studies  the  drug  produced  a dose-dependent  increase 
in  the  incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  In  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common  reactions  are 
dry  mouth,  drowsiness  and  sedation.  Constipation, 
dizziness,  headache,  and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish  with  continued 
therapy.  The  following  reactions  have  been  associated 
with  the  drug,  some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been  established.) 
These  include:  Anorexia,  malaise,  nausea,  vomiting, 
parotid  pain,  mild  transient  abnormalities  in  liver  func- 
tion tests;  one  report  of  possible  drug-induced  hepa- 
titis without  icterus  and  hyperbilirubinemia  in  a patient 
receiving  clonidine  hydrochloride,  chlorthalidone,  and 
papaverine  hydrochloride.  Weight  gain,  transient  eleva- 
tion of  blood  glucose,  or  serum  creatine  phosphokinase; 
congestive  heart  failure,  Raynaud's  phenomenon;  vivid 
dreams  or  nightmares.  Insomnia,  other  behavioral 
changes,  nervousness,  restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic  edema,  hives, 
urticaria,  thinning  of  the  hair,  pruritus  not  associated 
with  a rash,  impotence,  urinary  retention.  Increased 
sensitivity  to  alcohol,  dryness.  Itching  or  burning  of  the 
eyes,  dryness  of  the  nasal  mucosa,  pallor,  gyneco- 
mastia, weakly  positive  Coombs'  test,  asymptomatic 
electrocardiographic  abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy. 
Overdosage:  Profound  hypotension,  weakness,  somno- 
lence, diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  Ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from  19  months  to 
5 years  of  age.  Gastric  lavage  and  administration  of  an 
analeptic  and  vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazollne  In  Intravenous  doses  of 
10  mg  at  30-mlnute  Intervals  usually  abolishes  all  ef- 
fects of  Catapres  (clonidine  hydrochloride)  overdosage. 
How  Supplied:  Catapres,  brand  of  oionidine  hydro- 
chloride, is  available  as  0.1  mg  (tan)  and  0.2  mg 
(orange)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing 
Information. 

Under  license  from  Boehringer  Ingelheim  GmbH 
References:  1.  Elkeles,  R.  S.,  Goldby,  F.  S.  and  Oliver, 
D.  0.:  A Double  Blind  Study  of  Catapres,  A New  Hypo- 
tensive Agent,  In  Conolly,  M.  E.  (ed.);  Catapres  In 
Hypertension,  London,  Butterworths,  1970,  pp.  139-144. 

2. Freis,  E.  D.:  Data  on  file  at  Boehringer  Ingelheim  Ltd. 

3.  Hickler,  R.  B.:  Data  on  file  at  Boehringer  Ingelheim 
Ltd.  4.  Mroczek,  W.  J.,  Leibel,  B.  A.  and  Finnerty,  F.  A., 
Jr.:  Comparison  of  clonidine  and  methyidopa  In  hyper- 
tensive patients  receiving  a diuretic.  Am.  J,  Cardiol. 
29:712,  1972.  5.  Putzeys,  M.  R.  and  Hoobler,  S.  W.: 
Comparison  of  clonidine  and  methyidopa  on  blood  pres- 
sure and  side  effects  in  hypertensive  patients.  Am. 

Heart  J.  83:464,  1972.  6.  MacDonald,  R.  H.  and  Shapiro, 
A.:  Data  on  file  at  Boehringer  Ingelheim  Ltd.  7.  Klrken- 
dall,  W.  M.,  Toubes,  D.  B.  ef  a/.:  Hypertensive  effects  of 
clonidine  and  chlorthalidone.  Am.  Heart  J.  82:31 2,  1971 . 
8.  Onesti,  G.  ef  a/.:  Pharmacodynamic  effects  of  a new 
antihypertensive  drug,  Catapres  (ST-155),  Circulation 
39:219,  1969. 


TEXAS  MEDICAL  ASSOCIATION 

BRITISH  ISLES  ADVENTURE 

PLUS  HOLLAND 

A Two-Week  Do-As-You-Please  Holiday  In 
Ireland — Holland — England 

^1068 

INCLUDES:  •Direct  Flights  on  Chartered  World  Airways  Jets 

•Deluxe  Hotels  in  Each  City 
•American  Breakfast 

•Dinner  at  a Selection  of  the  Finest  Restaurants 
•Travel  Director  and  Hospitality  Desk  to  assist  at  all  times 
•Generous  70  Lb.  Baggage  Allowance 

Departs  Houston  and  Dallas-Fort  Worth  June  8,  1975 

RETURN  THIS  COUPON  TODAY  SPACE  STRICTLY  LIMITED 

Send  to:  Texas  Medical  Association  British  Isles  Adventure 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


Enclosed  is  my  check  for  $ 


Names 


$100  per  person  as  deposit. 


Address 


City 


.State 


.Zip 


Another  Non-Regimented  INTRAV  Deluxe  Adventure 
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TEXAS  MEDICINE 


Iatrogenic  diphenylhydantoin 
(Dilantin)  intoxication 


Frank  B.  Hughes,  MD;  Jimmy  L.  Simon,  MD 

A ten-year  review  of  iatrogenic  diphenyl- 
hydantoin (Dilantin)  intoxication  in  29  chil- 
dren at  The  University  of  Texas  Medical 
Branch  revealed  that  the  presenting  symp- 
toms most  commonly  seen  were  ataxia, 
nystagmus,  drowsiness,  and  behavioral 
disturbances.  Twenty-one  of  29  patients 
were  taking  more  than  the  recommended 
dose,  (8  mg/kg/day),  and  8 of  the  21  were 
taking  more  than  twice  the  recommended 
dose  per  day.  The  importance  of  recogniz- 
ing symptoms  of  intoxication  and  relating 
this  to  drug  dosage  is  stressed.  Confusion 
may  arise  if  the  physician  is  not  aware  that 
different  Dilantin  preparations  are  avail- 
able for  use  in  children. 

In  1938,  5,5'-diphenylhydantoin  (Dilan- 
tin) was  introduced  for  use  in  seizure  dis- 
orders.^ Since  that  time  it  has  become  the 
most  commonly  used  anticonvulsant  drug. ^ 
Intoxication  is  commonly  found  secondary 
to  therapeutic  administration  of  the  drug. 
At  least  four  deaths  from  Dilantin  intoxica- 
tion have  been  reported  in  the  literature; 
suicide  in  one  adult  and  accidental  inges- 
tion in  three  children. ^ ^ The  purpose  of 
this  study  was  to  review  a ten-year  experi- 
ence with  Dilantin  intoxication  of  infants 
and  children  seen  at  The  University  of  Tex- 
as Medical  Branch. 

Methods 

All  cases  of  Dilantin  intoxication  at  The 
University  of  Texas  Medical  Branch  from 
birth  to  age  ISyears,  from  1962-1971, 
were  reviewed.  Of  41  total  cases  of  Dilantin 
intoxication,  29  were  caused  by  therapeu- 
tic overdosage.  These  are  included  in  this 
study. 

Intoxication  was  diagnosed  by  symp- 
toms of  nystagmus,  ataxia,  or  drowsiness 
in  patients  taking  Dilantin  in  whom  the 


symptoms  resolved  after  either  decreasing 
or  discontinuing  the  drug.  Determination 
of  blood  levels  was  not  considered  neces- 
sary for  diagnosis,  but  when  available  the 
blood  levels  were  used  as  laboratory 
confirmation. 

Results 

Of  29  patients  there  were  21  males,  8 fe- 
males, 1 1 blacks,  and  18  whites.  Fifteen 
patients  were  less  than  6 years  old,  and  14 
were  overage  6. 

Predominant  symptoms  were  ataxia, 
nystagmus,  drowsiness,  and  behavioral 
changes  with  reflex  changes,  slurred 
speech,  diplopia,  dizziness,  headache,  and 
blurred  vision  beingfound  in  some  (Fig  1). 

Twenty-one  of  the  29  were  taking  a dose 
of  Dilantin  greaterthan  8 mg/kg/day,  17 
were  taking  more  than  10  mg/kg/day,  and 
of  this  group,  8 had  been  taking  20  mg/ 
kg/day  or  more  for  three  days  to  several 
months.  In  seven  of  eight  patients  who  had 
blood  levels  measured,  the  levels  were  in 
the  toxic  range.  Fourteen  patients  were  tak- 
ingone  or  more  anticonvulsants  in  addition 
to  Dilantin. 

Case  Reports 

Case  1:  A 14-year-old  white  female  had  a 
history  of  grand  mal  seizures  since  age  6 


l . Symptoms  of  Dilantin  intoxication. 
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months.  She  had  been  free  of  seizures  for 
15  months;  seizures  recurred  two  weeks 
before  admission.  At  that  time  her  physi- 
cian prescribed  a regimen  of  Dilantin,  100 
mgthree  times  daily  (6  mg/kg/day),  and 
phenobarbital,  60  mgthree  times  daily,  but 
the  frequency  of  the  seizures  continued. 
She  was  seen  in  the  pediatric  clinic  five 
days  after  onset  of  therapy  with  a history  of 
ataxia,  dizziness,  and  drowsiness.  Dilantin 
intoxication  was  not  recognized  and  the 
patient  was  sent  home  with  instructions  to 
continue  the  same  medication.  One  week 
later  she  was  having  two  seizures  per  day, 
with  nystagmus  and  positive  Romberg’s 
sign.  After  admission,  Dilantin  was  de- 
creased to  50  mg  three  times  daily,  and 
during  the  next  five  days  the  symptoms 
resolved. 

Case  2:  A 2-year-old  black  female  was  well 
until  one  month  before  admission,  when 
she  had  three  grand  mal  seizures  associat- 
ed with  fever.  T reatment  was  begun  with  Di- 
lantin suspension  (125  mg/5  cc),  one-half 
teaspoon  three  times  daily  and  one-half 
teaspoon  at  night  (25  mg/kg/day).  She 
was  hospitalized  because  of  lethargy  and 
ataxia.  Dilantin  was  discontinued  with  re- 
solution of  symptoms  over  four  days. 
Phenobarbital  was  prescribed  and  follow- 
up during  one  year  revealed  no  sequelae. 

Case  3;  An  8-year-old  white  female  was  be- 
ing treated  with  Dilantin,  90  mg  twice  daily 
(9  mg/kg/day),  and  phenobarbital,  60  mg 
daily  fortemporal  lobe  seizures.  She  was 
asymptomatic  until  ten  days  before  admis- 
sion, when  dizzy  spells,  diplopia,  and 
ataxia  developed.  She  was  seen  by  a physi- 
cian who  increased  the  Dilantin  and  pheno- 
barbital dosage,  and  gave  an  injection  of 
diazepam.  For  four  days  before  admission, 
she  was  relatively  unresponsive  at  home. 


Physical  examination  on  admission  re- 
vealed a lethargic  child  with  horizontal 
nystagmus,  brisk  deep  tendon  reflexes, 
and  ataxia.  The  serum  Dilantin  level  was 
almost  three  times  greaterthan  the  upper 
limit  of  the  normal  therapeutic  range. 

Dilantin  was  discontinued  at  the  time  of 
admission,  and  48  hours  later  the  child 
was  alert  with  only  slight  ataxia. 

Case  4:  A 4-year-old  black  male  had  a his- 
tory of  seizures  since  age  21/2  years.  He 
was  taking  Dilantin  suspension,  50  mg 
twice  daily  (7  mg/kg/day),  and  pheno- 
barbital, 20  mg  three  times  daily.  However, 
because  of  an  increase  in  the  number  of 
seizures,  his  mother  increased  the  Dilantin 
dosage  to  100  mgtwice  daily  (14  mg/kg/ 
day)  and  discontinued  the  phenobarbital. 
Several  days  after  the  dosage  increase,  he 
became  unable  to  walk  or  sit  alone.  He  was 
brought  to  the  hospital  two  weeks  later, 
and  history  indicated  that  for  two  days 
priorto  admission  he  had  been  aphasic. 

Dilantin  was  stopped  on  admission  and 
within  72  hours  the  child  was  able  to  speak 
and  walk  without  difficulty. 

Discussion 

Children  treated  with  Dilantin  should  be 
closely  followed  because  the  margin  be- 
tween an  effective  therapeutic  dose  and 
one  which  may  produce  undesired  toxic 
side  effects  is  narrow.^  The  variation  in  tol- 
erance to  Dilantin  of  individual  patients 
further  increases  the  frequency  of  thera- 
peutic intoxication.  The  total  daily  dose 
should  be  conservatively  estimated,  based 
on  body  weight  rather  than  the  age  of  the 
child.  The  dosage  range  in  general  use  is  4 
to  8 mg/kg/day  and  should  never  be  ex- 
ceeded.^ However,  intoxication  has  been 
reported  in  children  receiving  the  recom- 
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mended  amount  by  weight,  and  even  in  one 
child  who  was  on  a dose  as  low  as  3 
mg/kg/day.^ 

Recent  studies  suggest  that  the  most 
reliable  method  of  dose  regulation  is  by 
following  the  actual  blood  level  of  the 
drug.^  In  children,  a single  daily  dose  of  5 
mg/kg/day  has  been  shown  to  be  asso- 
ciated with  therapeutic  serum  levels  of  10 
/xg/ml.  The  total  24-hour  dose  may  be  giv- 
en once  daily  for  effective  seizure  control 
with  no  increase  in  toxicity  as  compared  to 
a divided-dose  schdeule.*^  Serum  levels  of 
Dilantin  also  can  be  used  to  indicate  toxic 
levels  in  young  or  retarded  children  in 
whom  clinical  signs  may  be  difficult  to 
recognize.^ 

Neurological  complications  of  Dilantin 
therapy  are  related  to  the  blood  level,  and 
symptoms  of  toxicity  (cerebellar  or  mental 
disturbances)  usually  appearat  plasma 
levels  greater  than  20  fxg/rr\\,  however,  one 
patient  has  been  reported  with  clinical 
toxicity  and  a serum  level  of  13.8  /^;,g/ml.^ 
Neurologic  side  effects  are  usually  readily 
reversed  when  the  dose  is  decreased  or  the 
drug  isdiscontinued.3 

The  reason  that  therapeutic  doses  of 
Dilantin  sometimes  cause  intoxication  is 
unknown,  but  certain  conditions  may  con- 
tribute to  this  in  some  individuals. ^ Pa- 
tients with  a congenital  enzymatic  defect 
who  are  unable  to  metabolize  the  drug 
show  a low  tolerance  and  high  blood  level 
when  treatment  is  begun.  Liver  damage 
may  result  in  a rise  of  the  blood  level  and 
symptomatic  intoxication.®  Most  drugs 
which  contribute  to  Dilantin  intoxication  do 
so  by  interfering  with  the  hepatic  metabol- 
ism of  Dilantin.  These  include  estrogens,'* 
isoniazid,  para-amino  salicylic  acid,  and 
chlorpromazine.®  Therefore,  all  medica- 
tions given  concurrently  with  Dilantin 


should  be  carefully  prescribed  to  avoid  un- 
expected toxicity. 

Neurological  side  effects  of  Dilantin 
therapy  may  appear  at  variable  intervals 
ranging  from  a few  days  to  several  years. 
The  presenting  findings  may  resemble 
those  of  a posterior  fossa  tumor.® 

In  young  or  retarded  children,  mild 
ataxia  may  go  unrecognized,  but  if  these 
children  begin  to  staggerorfall,  atonic 
grand  mal  seizures  may  be  mistakenly 
diagnosed  and  the  Dilantin  dose  inappro- 
priately increased,^**  with  worsening  of 
symptoms.  In  some  of  our  patients  the 
dose  was  increased  at  the  time  that  symp- 
toms of  intoxication  were  present. 

Dilantin  preparations  available  for  use 
in  children  include  a 30-mgcapsule,  a 100- 
mg  capsule,  a 50-mg  tablet,  and  two  sus- 
pensions (125  mg/5  cc  and  30  mg/5  cc).^ 
The  physician  must  be  especially  careful 
and  specific  if  he  prescribes  the  suspen- 
sion to  avoid  concentration  errors,  which 
could  easily  lead  to  severe  iatrogenic  intoxi- 
cation. Measurement  errors  in  givingthe 
medication  at  home  increase  the  risk  of  the 
suspension  further  since  the  ordinary 
household  teaspoon  may  contain  from  4 to 
6 cc;  a calibrated  measure  should  be  dis- 
pensed.'*® If  the  suspension  is  not  thor- 
oughly mixed  by  shaking  before  each  dose, 
the  amount  actually  taken  is  not  predicta- 
ble because  of  settling  of  the  contents  be- 
tween doses.  For  these  reasons  the  tablet 
form  is  preferable  to  the  suspension.  If  the 
tablets  are  crushed,  they  can  be  adminis- 
tered easily,  even  to  young  children. 

Lagos  has  reported  12  children  who 
were  treated  for  Dilantin  intoxication  at 
one  center  while  taking  the  suspension.  In 
2 of  the  12,  a pharmacy  error  resulted  in 
dispensing  125  mg/5  cc  instead  of  30 
mg/5  cc,  and  in  another  case  the  mother 
gave  teaspoons  instead  of  milliliters  as  di- 


Volume  71,  February,  1975 


Dilantin  intoxication 


rected.^^  In  Australia,  five  cases  of  Dilantin 
intoxication  related  to  the  suspension  were 
reported  in  one  year,  and  resulted  from 
100  mg/5  cc  (available  in  Australia)  being 
given  instead  of  30  mg/5  cc.^^  The  dangers 
of  the  two  different  suspensions  for  use 
in  children  should  be  obvious  and  must  be 
kept  in  mind  when  Dilantin  is  prescribed. 

Summary 

Dilantin  intoxication  is  avoidable  if  care  is 
taken  to  prevent  therapeutic  overdosage  by 
carefully  prescribing  the  desired  concen- 
tration of  the  drug.  A generally  accepted 
initial  therapeutic  dose  is  5 mg/kg/day  to 
a maximum  of  8 mg/kg/day,  but  it  should 
be  remembered  that  as  little  as  3 mg/kg/ 
day  may  produce  toxic  symptoms.  A single 
daily  morning  dose  may  be  preferable  to  a 
divided-dose  schedule. 

The  physician  who  treats  children 
should  be  familiarwith  the  varied  manifes- 
tations of  Dilantin  intoxication,  must  be 
aware  of  the  different  concentrations  avail- 
able for  use,  and  should  recognize  the  pos- 
sibility of  iatrogenic  intoxication  when 
regulating  the  dosage  of  the  drug. 
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Interpreting  serum  copper  levels 
in  Hodgkin’s  disease 

Martin  J.  Hrgovcic,  MD,  DMSc;  Carl  F.  Tessmer,  MD;  David  M.  Mumford,  MD; 
Poen  S.  Ong,  PhD;  J.  F.  Gamble,  MD;  C.  C.  Shullenberger,  MD 


Three  hundred  and  eighteen  observations 
of  serum  copper  levels  in  39  patients  with 
Hodgkin’s  disease,  on  whom  two  or  more 
determinations  were  recorded  during  a pe- 
riod of  from  2 to  48  months,  substantiate 
the  clinical  efficacy  of  serum  copper  levels 
as  a nonspecific,  but  useful,  indicator  of 
disease  activity.  Controlled  studies  in  32 
Hodgkin’s  patients  in  remission  with  and 
without  maintenance  chemotherapy  docu- 
mented the  lack  of  effect  on  serum  copper 
levels  of  the  cancer  drugs  employed  or  the 
effect  of  time  per  se.  The  need  for  serial 
serum  copper  level  assessment  is  stressed. 
Review  of  individual  patient  records  dem- 
onstrates that  absolute  and  relative  levels 
of  serum  copper  are  important.  Moreover, 
the  manner  and  direction  of  the  alterations 
may  be  crucial.  Substances  and  conditions 
known  to  interfere  with  clinical  interpreta- 
tion, in  other  words,  inflammation,  infec- 
tion, contraceptives,  and  dyes,  are  dis- 
cussed and  illustrated  by  individual  case 
reports. 

The  usefulness  of  serum  copper  levels  in 
following  the  clinical  course  of  lymphoreti- 
cular  malignant  disease  has  recently  be- 
come accepted.  Several  current  texts  com- 
ment on  this  fact.^’2 

“Elevated  serum  copper  levels  have 
been  demonstrated  in  active  Hodgkin’s  dis- 
ease, and  this  parameter  has  been  found 
useful  in  monitoring  disease  activity  and 
in  detecting  recurrence  before  it  is  demon- 
strable by  other  means. ’’^ 

However,  many  clinicians  in  noncancer 
institutions  are  still  uncertain  about  the 
rationale  and  efficacy  of  serum  copper 
determinations. 

Previous  articles  from  our  group'^-^®  and 
others^^'^®  have  documented  the  value  of 
serum  copper  levels  in  the  clinical  evalua- 
tion of  Hodgkin’s  disease  activity  as  well 


as  for  malignant  lymphoma  and  acute  leu- 
kemia. An  appreciation  of  the  dynamics  of 
both  the  manner  and  the  direction  of  serum 
copper  level  changes  enhances  its  dis- 
criminatory usage.  Moreover,  it  must  be 
remembered  that  serum  copper  levels  are 
a nonspecific  correlate  and  can  be  altered 
by  a number  of  factors — many  of  them 
non-oncological  events. These  interfer- 
ing factors  must  be  considered  before 
changes  in  serum  copper  levels  can  be 
specifically  related  to  lymphoreticular  dis- 
ease activity. 

The  purpose  of  this  article  is  to  review 
the  benefits  of  performing  serum  copper 
levels  in  Hodgkin’s  disease  and  to  present 
typical  serum  copper  patterns  which  illus- 
trate some  of  the  changes  induced  by  both 
disease  activity  and  extraneous  factors. 

Methods 

The  study  material  is  based  on  318  ob- 
servations of  serum  copper  levels  in  39 
adult  patients  followed  in  the  Department 
of  Medicine  (Hematology  Section)  of  the 
University  of  Texas  System  Cancer  Center 
M.  D.  Anderson  Hospital  and  Tumor  Insti- 
tutefrom  February  1966  through  June 
1972.  A tissue  diagnosis  of  Hodgkin’s  dis- 
ease and  two  or  more  serum  copper  deter- 
minations during  a period  of  two  months 
or  longer  were  required  for  inclusion  in  the 
study.  Thirty-two  patients  were  in  complete 
remission,  12  with  and  20  without  main- 
tenancetherapy.  Patients  were  included 
regardless  of  the  extent  of  disease,  his- 
tological type,  or  previous  therapy.  Six 
graphs  of  sequential  serum  copper  levels 
were  arbitrarily  selected  to  depict  copper 
alterations  caused  by  changes  in  Hodgkin’s 
disease  activity  as  well  as  by  “interfering” 
substances  or  other  conditions,  or  both. 

Supported  in  part  by  institutional  grant  RRO 
5511-10  IN0  6. 
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The  Hodgkin’s  tissue  classification  was 
that  of  Lukes  and  Butler.^^  Disease  staging 
followed  the  Rye  outline. 

Normal  values  and  the  methods  for  se- 
rum copper  level  determination  (chemical 
and  atomic  absorption  spectrophotometry) 
are  described  in  previous  reports. The 
mean  normal  value  of  serum  copper  in  our 
laboratory  is  101  /j,g/100  ml  with  a stand- 
ard deviation  of  16  /^g/lOO  ml.  This  is  sim- 
ilar to  other  reports. ^2.14, 22, 23, 26 

Serum  copper  levels  were  assayed  in  pa- 
tients at  varying  times  (every  third  day  to 
every  six  months)  as  clinically  indicated. 
The  number  of  serum  copper  levels  deter- 
mined for  each  patient  varied  from  2 to  34. 
The  latter  covered  one  patient’s  six-year 
course  (graph  not  shown). 


Results 

The  first  two  figures  exemplify  serum  cop- 
per alterations  in  Hodgkin’s  disease  remis- 
sion with  and  without  maintenance  thera- 
py. These  two  figures  document  the  relia- 
bility of  normal  serum  copper  levels  as  a 
reflection  of  the  absence  of  disease  activity 
when  unaffected  by  interfering  substances 
or  conditions.  In  addition  to  the  time  fac- 
tor, the  results  show  the  lack  of  possible 
direct  effect  of  cancer  chemotherapy  main- 
tenance on  serum  copper  levels.  The  12 
patients  on  maintenance  remission  therapy 
(Fig  1)  are  compared  to  the  20  patients  in 
remission  (Fig  2)  not  given  maintenance 
chemotherapy.  It  can  be  seen  that  with 
time,  no  significant  variation  in  serum  cop- 


1.  Sequential  serum  copper  values  in  12  patients 
with  two  or  more  seium  copper  levels  during  a 
period  of  two  months  or  longer  while  remaining 


in  remission  with  maintenance  therapy.  No  signi- 
ficant variations  with  time  or  maintenance  therapy 
in  serum  copper  levels  occur  in  the  same  individual. 
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per  levels  occurred  in  individual  patients 
regardless  of  maintenance  status.  Obvious- 
ly drug  therapy  itself  did  not  alter  serum 
copper  levels. 

Fig  3 (an  18-year-old  man  with  mixed 
cellularity  Hodgkin’s  disease)  shows  two 
examples  of  serum  copper  fluctuations. 

The  first  is  the  type  of  serum  copper  level 
change  induced  by  alteration  in  disease 
status — active  to  remission.  The  second  is 
an  example  of  “interference”  with  serum 
copper  levels  in  a patient  with  good  re- 
sponse to  chemotherapy. 

In  the  disease-related  change,  the  serum 
copper  level  drop  to  normal  preceded  and 
accompanied  the  remission  state.  Note, 
however,  an  instance  of  initial  transient 
copper  elevation.  This  has  been  observed 

2.  Sequential  serum  copper  levels  in  20  patients 
with  two  or  more  serum  copper  levels  during  a 
period  of  two  months  or  longer  while  remaining  in 
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at  the  onset  of  therapy. 

During  maintenance  Cytoxan  (cyclo- 
phosphamide) therapy,  the  patient  suffer- 
ed severe  hemorrhagic  cystitis  and  an 
“interference”  copper  phenomenon.  The 
resultant  (chemical)  inflammation  elevated 
the  serum  copper  levels  in  two  assays — 
chemical  (colorimetric)  and  atomic  absorp- 
tion spectrophotometry.  Moreover,  treat- 
ment with  Pyridium  (phenazopyridine 
HCI),  a substance  known  to  color  body 
fluids,  interfered  with  the  serum  copper 
determinations  performed  by  the  colorime- 
tric method.  The  chemically  determined 
copper  levels  were  abnormally  high  when 
compared  to  those  by  atomic  absorption. 

To  confirm  this  conclusion,  chemical 
and  atomic  absorption  measurements  of 

remission  without  maintenance  therapy.  No  signifi- 
cant variations  in  serum  copper  levels  occur  with 
time  in  the  same  individual. 
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serum  copper  in  a normal  volunteer  given 
Pyridium  were  done.  With  the  administra- 
tion of  Pyridium  by  mouth,  only  in  the 
chemical  assay  did  serum  copper  levels 
rise  precipitously.  A rapid  return  to  normal 
preingestion  levels  occurred  after  cessa- 
tion of  the  test  dose. 

Fig  4 presents  two  other  common  causes 
of  copper  value  misinterpretation — hor- 
mone effect  and  infections.  The  disease 
course  of  an  18-year-old  woman  with  mixed 
cellularity  Hodgkin’s  disease  in  complete 
remission  while  on  maintenance  therapy  is 
schematically  portrayed.  An  initially  high 
serum  copper  level  slowly  returned  to  nor- 
mal during  a four-week  period  after  discon- 
tinuation of  the  estrogen  medication 
(Enovid — norethynodrel  with  mestranol). 
Shortly  therafter  another  complication  en- 
sued. A herpes  zoster  infection  resulted  in 
a definite  serum  copper  evaluation.  Three 

3.  Serum  copper  elevation  accompanied  chemical 
inflammation  (Cytoxan  cystitis).  No  significant 
difference  noted  between  the  two  methods  of  cop- 
per assay  during  remission  induction  phase.  Pyrid- 


weeks  later  this  viral  infection  began  to 
subside.  Unfortunately,  repeat  serum  cop- 
per levels  were  not  done  at  this  time.  Upon 
readministration  of  Enovid,  however,  the 
serum  copper  levels,  instead  of  continuing 
downward,  again  became  elevated.  There 
was  no  corroborative  evidence  of  increased 
Hodgkin’s  disease  activity  in  this  patient 
despite  the  elevated  serum  copper  level 
caused  by  Enovid  and  the  viral  infection. 

Fig  5 represents  a 22-year-old  man  with 
mixed  cellularity  type  Hodgkin’s  disease. 
His  serum  copper  levels  were  followed 
from  the  time  of  diagnosis  to  death.  While 
a decrease  in  the  serum  copper  levels  ac- 
companied clinical  improvement  during 
initial  chemotherapy,  the  levels  did  not 
reach  normal  values  at  any  time.  Even 
when  the  patient  apparently  was  symptom 
free  and  with  negative  clinical  findings  (in 
July,  August  1971),  the  serum  copper  level 

ium  administration,  known  to  color  body  fluids, 
interfered  with  the  colorimetric  method  but  not 
the  "truer"  atomic  absorption  spectrophotometry 
values.  See  text,  "Results.” 


Hodgkin's  Disease-Mixed  Cellular  Type -Relapse -Stage  I5B 


SYMPTOMS  - Syslemic  $ymptoins Absent 

CLINICAL  — General  nodes ——Marked  regression  — Negoiive 

FINDINGS  Hepalosplenomeqoly  in  oil  porometers 

Abnormol  liver  function  tests  Cyto»on  cystitis 
Bone  morrow  involvement 
suspected 
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did  notdipto  normal.  Indeed,  the  serum 
copper  levels  increased  during  mainte- 
nance MOPP  treatment  (nitrogen  mustard, 
vincristine,  procarbazine,  and  prednisone) 
and  fell  to  a normal  range  only  on  the  day 
of  death. 

A final  illustrative  individual  case  is  that 
of  a 27-year-old  white  man  with  nodular 
sclerosing  type  Hodgkin’s  disease  on 
whom  five  serial  serum  copper  level  deter- 
minations were  made  during  a prolonged 
period  when  he  was  judged  to  be  “clinical- 
ly” free  of  disease.  Fig  6 depicts  his  medi- 

4.  Increased  serum  copper  level  returned  to  normal 
in  four  weeks  after  cessation  of  estrogen  therapy 


cal  course  with  pertinent  negative  and 
positive  clinical  findings.  Initial  normal  se- 
rum copper  levels  indicate  a good  response 
to  irradiation.  Subsequently,  a gradual  rise 
in  serum  copper  levels  and  a fall  in  the 
hemoglobin  levels  were  noted.  This  preced- 
ed definite  signs  of  clinical  relapse  by  a 
significant  period  of  16  months.  In  Decem- 
ber 1972,  following  a spleen  scan,  a stag- 
ing celiotomy  was  performed  and  the 
spleen,  as  well  as  splenic  hilarand  celiac 
nodes,  were  found  to  be  diseased.  Bone 
marrow  and  liver  biopsies  were  negative. 

(Enovid).  Herpes  zoster  infection  also  elevated 
serum  copper  levels. 


Hodgkin's  Disease,  Mixed  Celiulority,  Stage  EH-IS  B 
in  Complete  Remission  During  Observation  Period 


SYMPTOMS  — Absent Fever Absent Absent 

CLINICAL—  Negative Herpes  zoster Negative Negative 

FINDINGS 
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Interestingly,  the  removal  alone  of  the 
heavily  diseased  spleen  apparently  precipi- 
tated an  appreciable  decrease  in  the  high 
serum  copper  levels.  Subsequent  abdomin- 
al irradiation  succeeded  in  effectingthe 
return  of  his  serum  copper  to  normal 
levels.  In  retrospect,  the  increase  in  serum 
copper  level  and  the  fall  in  hemoglobin 
level  were  the  only  prodromal  indices 
which  anticipated  the  verified  clinical  re- 
lapse. Few  correlations  are  this  dramatic, 
but  serum  copper  levels  are  frequently 
among  the  first  to  show  response  (see  also 
Fig3). 


Discussion 

Kaplan’s-^  comprehensive  monograph  of 
Flodgkin’s  disease  and  extensive  reviews  in 
196628  and  197 summarize  most  of  the 
clinical  aspects  of  Hodgkin’s  disease.  Ra- 
diotherapy is  a major  form  of  treatment  for 
Hodgkin’s  disease^'  but  has  its  own  haz- 
ards and  sequelae.  A number  of  usable 
drugs  are  also  available  for  the  treatment 
of  patients  with  Hodgkin’s  disease. 
However,  these  too  may  have  severe  re- 
percussions. It,  therefore,  becomes  in- 
creasingly important  to  monitor  clinical  re- 
sponses as  closely  as  possible  to  insure 


5.  The  decrease  in  serum  copper  level  during 
therapy  without  reaching  the  normal  range  sug- 
gests residual  active  disease.  An  increase  in  serum 
copper  despite  suppression  of  disease  manifestation 


predicts  exacerbation  of  disease  activity.  A fall  of 
serum  copper  level  as  a terminal  event  has  been 
observed  in  some  patients. 


Hodgkin's  Disease- Mixed  Cellular  Type- Stage  ni-nZB  ? 


SYMPTOMS  Systemic  symptoms Absent 

CLINICAL-Generol  nodes  (4k  3 cm.) Worked  regression-Negotive - 

Findings— Hepotosplenomegoly  (6cm)  m oil  porometers 

Chest  x-roy  Medistinol  moss 
Lymphongiogrom  positive 
Abnormol  liver  function  tests 


•Systemic  symptoms  persist- 
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6.  Sequential  serum  copper  level  with  pertinent  tions  as  a predictive  index  of  impending  relapse, 

clinical  data  illustrating  serum  copper  determina-  See  text,  “Results.” 

Hodgkin's  Disease- Nodular  Sclerosing  Type- Stage  HA-DIA 
Left  Hilar  and  Supraclav  Adenopathy 


X-ray  therapy  to  the  neck,  medistinum,  and  axilla 
11-26-68  through  12-27-68  ID.  4000  rads 
Response:  Complete  remission 


SYMPTOMS-Absent 


Loss  of  appetite  — Absent 
Loss  ot  body  weight 
( 5 lb  in  6 mos  ) 

Malaise 


PHYSICAL —Negative Negative Negative 

FINDINGS 


CLINICAL —Chest  x-roy  ond  follow-up  -- 
FINDINGS  lymphongiogram  film 

Normal  lymph  node  scon 
Normol  liver  and  spleen  scon 


Repealed  lymphongiogram 
negative 

Upper  G-l  and  small 
bowel  series 
Barium  enemo-negolive 
Fe/UIBC  42/294,ig 


Chest  x-ray,  I VP,  Upper  G-l  series, 

Lymphongiogram,  liver  scan  and  function 
tests,  Coombs,  RIcs,  stool  for  ocult  blood, 
bone  marrow,  red  cell  protoporphyrin  level 
ALL  NEGATIVE 
Abnormal  spleen  scon 
with  uneven  uptake 


Staging  coeliotomy 
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tumor  regression  and  to  avoid  unnecessary 
side  effects  from  excessive,  ineffective,  or 
tardy  treatment.  Not  only  do  individual 
chemotherapy  regimens  have  immediate 
toxic  side  effects,  but  the  courses  of  thera- 
py needed  may  compromise  the  function- 
ing bone  marrow,  gastrointestinal  tract, 
immune  system,  etc,  to  such  an  extent  that 
the  use  of  other  potentially  effective  agents 
is  precluded. 

The  physiological  basis  forthe  recent, 
yet  well  documented  serum  copper 
changes  in  Hodgkin’s  and  other  lymphore- 
ticular  diseases  of  the  type  reported  is  not 
shown. ® Copper  alterations  apparent- 
ly do  not  occur  in  the  solid  tumors 
studied.®® 

The  function  of  copper  and  ceruloplas- 
min, the  majorcopper-containing  protein, 
in  metabolic  processes  is  as  yet  little  un- 
derstood. It  has  been  reviewed  else- 
where®®'2®  2®  3i-34  gnd  will  not  be  discussed. 
Both  determinations  do  change  with  age®  ®® 
and  can  be  influenced  by  various  sub- 
stances and  conditions — particularly 
hormones. 

In  a previous  report,  in  an  inferential 
attempt  to  find  physiological  systems 
which  might  provide  clues  to  the  kinetics  of 
serum  copper  levels  in  Hodgkin’s  disease, 
lymphoreticular  neoplasma,  and  other  mal- 
ignant diseases,  a review  was  made  of  se- 
rum copper  levels  and  concomitant  SMA 
12/60  values  of  approximately  6,000  sera 
from  2,000  hospital  cancer  patients.^  It  was 
clearly  established  that  the  serum  copper 
level  was  essentially  an  independent  test 
and  not  related  to  any  SMA  biochemical 
determinations. 

A number  of  clinical  tests  have  been 
suggested  in  the  evaluation  of  Hodgkin’s 
disease.  These  include  chest  x-ray  and  fol- 
low-up lymphangiogram,  organ  scans, 
sedimentation  rate,  complete  blood  count. 


absolute  neutrophil  and  lymphocyte  count, 
liver  function  tests,  skin  tests,  leukocyte 
alkaline  phosphatase  levels,  serum  zinc 
and  iron  levels,  haptoglobin  levels,  cerulo- 
plasmin levels,  serum  « globulins,  and  im- 
munoglobulins. However,  their  reliability 
and  usefulness  as  assessors  of  disease  ac- 
tivity is  somewhat  controversial.®"  None  are 
disease  specific.  Infections  and  inflamma- 
tory states  are  especially  troublesome 
disturbances.®®-®® 

As  a nonspecific  monitor  for  the  activity 
of  Hodgkin’s  disease,  serum  copper  level 
determinations  are  not  exempt  from  criti- 
cism. Nonetheless,  as  can  be  seen  from  the 
data  presented,  once  the  diagnosis  is  es- 
tablished, serum  copper  levels  seem  singu- 
larly useful  (when  properly  interpreted)  in 
following  the  activity  of  Hodgkin’s  disease. 
Unless  otherwise  explained,  a changed  se- 
rum copper  level  is  often  the  first  clinical 
indication  of  altered  disease  activity  (Figs 
3 and  6).®  Until  proven  otherwise,  sequen- 
tial increases  in  a patient’s  serum  copper 
level  should  be  considered  a “red  alert’’ 
indicating  exacerbation  of  disease  activity 
and  the  need  for  further  investigation. 

Certain  stipulations  must  be  stressed. 
Single  determinations  of  serum  copper 
levels  are  of  little  value.  Only  serial  changes 
in  serum  copper  levels  are  revealing.  Dur- 
ing therapy,  a drop  in  the  serum  copper 
level  to  normal  indicates  a good  response 
to  therapy;  a rise  in  the  serum  copper  level 
during  remission  indicates  impending  re- 
lapse. As  illustrated  in  Fig  6,  the  change  in 
serum  copper  levels  can  apparently  give  a 
prodromal  alert  as  early  as  16  months  prior 
to  other  indications  of  disease  activity.  This 
degree  of  early  warning  is  unusual,  but 
noteworthy.  More  commonly  (Fig  3),  the 
advance  notice  is  much  more  modest. 

As  portrayed  in  Fig  5,  a decrease  in  se- 
rum copper  levels  during  therapy  failing  to 
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reach  normal  levels  suggests  residual  ac- 
tive disease,  regardless  of  the  extent  of  the 
previous  decrease — even  in  the  absence  of 
other  clinical  evidence  of  disease.  The  only 
clear  exception  to  this  generalization  is  the 
phenomenon  of  serum  copper  levels  lower- 
ing as  a terminal  event  in  some  patients 
(Fig  5).  A definitive  explanation  forthis 
agonal  drop  is  lacking.  Many  possible  fac- 
tors may  be  involved,  particularly  the  ef- 
fects of  terminal  liver  metabolism. 

A relative  increase  or  decrease  in  serum 
copper  levels  during  a patient’s  clinical 
course  is  more  important  in  the  evaluation 
of  disease  activity  than  the  absolute  height 
of  the  serum  copper  level.  Serum  copper 
variations  in  normal  subjects  from  week  to 
week  and  month  to  month  under  ordinary 
circumstances  are  insignificant. Each 
individual,  thus,  possesses  his  own  “nor- 
mal” range — a value  that  may  be  more  im- 
portant than  the  over-all  normal  range.  For 
example,  within  the  range  of  two  standard 
deviations  of  “normality”  commonly  used 
as  a laboratory  guide,  a Hodgkin’s  patient’s 
serum  copper  level  changing  from  a low 
normal  amount  to  a level  in  the  upper  por- 
tion of  the  normal  range,  may  be  a “signi- 
ficant” change  or  vice  versa.  In  particular, 
a few  patients  with  localized  stage  I 
Hodgkin’s  disease  may  present  with  such 
findings.® 

Among  aspects  which  have  been  asso- 
ciated with  quantitative  changes  in  serum 
copper  levels  in  Hodgkin’s  disease  are  the 
degree  and  extent  of  disease  activity,  par- 
ticularly the  volume  of  the  diseased  tissue; 
the  clinical  behavior  and  degree  of  disease 
progression;  and  the  histologic  type  and 
presence,  or  absence,  of  systemic  symp- 
toms.These  variables  are  obviously 
somewhat  interdependent. 

A number  of  non-neoplastic  variables 
are  known  to  influence  serum  copper  lev- 


els. Several  of  these  are  represented  in  the 
accompanying  figures  (Figs  3, 4).  Preg- 
nancy, estrogen  therapy  (including  con- 
traceptive drugs)  (Fig  4),  androgens,  viral 
infections  (Fig  4),  thyroid  hormones,  acute 
inflammation  (chemical,  viral,  bacterial) 
(Fig3),  chronic  inflammation,  and  sub- 
stances coloring  body  fluids  (colorimetric 
method)  (Fig  3)  are  the  most  frequent 
causes  of  serum  copper  elevations.  These 
have  been  summarized  in  previous  re- 
views.jhe  accurate  identification 
of  these  potential  “interfering”  substances 
or  conditions  in  the  patient’s  course  is  of 
the  utmost  importance  in  avoiding  misin- 
terpretations of  the  disease  significance  of 
serum  copper  levels.  At  each  follow-up 
visit,  the  patient  should,  therefore,  be  care- 
fully examined  and  questioned  forthe  pre- 
sence of  these  known  variants.  In  particu- 
lar, female  patients  should  be  asked  about 
their  contraceptive  usage. 

In  a woman  taking  oral  contraceptive 
drugs,  the  serum  copper  level  will  usually 
increase  at  least  two-fold  (Fig  4).  The  effect 
of  oral  contraceptives  on  serum  copper  lev- 
els is  not  quickly  eliminated  (Fig  4).  With 
withdrawal  of  medication,  the  serum  cop- 
per level  usually  declines  slowly  forfourto 
six  weeks  until  normal  levels  are  reached. 

In  “normal”  women  taking  birth  control 
pills,  if  hypercupremia  of  300  mgor  more 
is  not  decreased  to  normal  values  six  weeks 
after  stopping  oral  contraceptives  (and 
there  is  no  other  readily  apparent  reason), 
liver  choleostasis  may  be  present.®®  In  fe- 
male Hodgkin’s  disease  patients,  it  seems 
reasonable,  therefore,  to  suggest  that  when 
possible,  a form  of  contraception  other 
than  sex  hormones  be  given.  Such  a re- 
striction will  enhance  the  accuracy  of  se- 
rum copper  levels  as  a measure  of  disease 
activity. 

Elevated  serum  copper  levels  may  also 


Volume  71,  February,  1975 


Serum  copper  levels 


represent  intercurrent  infection  (Fig4). 
Changes  in  serum  copper  levels  in  re- 
sponse to  intercurrent  infections,  however, 
fluctuate  more  rapidly  than  the  pattern  fol- 
lowing estrogen  therapy.  Thus,  the  manner 
as  well  as  the  direction  of  serum  copper 
changes  has  significance. 

Therefore,  despite  the  possible  influ- 
ences of  interfering  substances  and  condi- 
tions and  the  nonspecificity  of  the  test, 
measurement  of  serum  copper  level  is  still 
one  of  the  most  sensitive  assays  available 
for  followingthe  clinical  course  of  thedis- 
ease  activity.  With  proper  awareness  of  the 
variables  and  an  understanding  of  the  fac- 
tors controlling  interpretation,  serum  cop- 
per levels  can  increase  the  physician’s 
perception  of  the  clinical  events — neoplas- 
tic and  non-neoplastic — taking  place. 
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PSYCHIATRIC 

HOSPITAL 

Announces  an  expanded  specialized  program  for  the 
patient  with  acute  physical,  psychological  and  social 
problems.  Complete  diagnostic  and  therapeutic  ser- 
vices are  offered  in  an  open  environment  conducive  to 
recovery.  Bilingual  professional  and  support  staff. 

Patients  of  all  age  groups  are  accepted  by  referral. 

QUALIFIED  CARE  BY: 

PSYCHIATRIST  STAFF: 

Charles  Bludworth,  MD 
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Shannon  Gwin,  MD 
Joel  Kutnick,  MD 
Maria  Izquierdo,  MD 
James  M May,  MD 
James  M Meaney,  MD 
James  C Walker,  MD 
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Licensed:  State  Department  of  Mental  Health  and  Retardation 

Approved  by:  Blue  Cross,  CHAMPUS,  Medicare  and  commercial  in- 
surance 

Member  of  all  local,  state  and  national  hospital  associations 

OUTPATIENT  INPATIENT  DAY  CARE 

1316  Third  Street 
Corpus  Christi,  Texas  78404 
Phone  512-883-0931  Collect 


PSYCHOLOGY  SERVICES: 

David  Feltoon,  PhD 
Byron  Dodd,  MA 
Stephen  Simmons,  MA 
Richard  Austin,  PhD,  Consulting 

SOCIAL  SERVICE: 

Wallace  Whitworth,  ACSW 

OCCUPATIONAL  THERAPY: 

Melinda  Huggins,  OTR 

Director  of  Nursing: 

Susan  Fowler,  RN 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule  V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
Is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalllne®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA. 
TION  SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  wfho  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactation  or  in  women,  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothiers. 

Precautions:  Addiction'^ '(dependency)  to  diphenoxy- 
late HCI  is  theoretics-  possible  at  high  dosage.  Do 
not  exceed  recomme.  ia'.<!d  dosages.  Adntinister  with 
caution  to  patients  ' recb-iving  <iu'dictcng  drugs  or 
known  to  be  addic'^'an  prone  or  having  a history  of 
drug  abuse  The  suhiherapeutic  amount  of  atropine  is 
added  to  discoura.^e  deliberate  overdosage:  strictly 
observe  contraindVcations,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  Is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml,  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i  d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily:  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml..  5 mg  ) q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  alter  overdose  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0 025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 
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Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department.  Box  5110, 

Chicago,  Illinois  60680  454  R 
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When  diarrhea  has  his  number... 


Lomotil  puts  him  back  in  the  game. 


Physicians  and  patients  both 
want  prompt  control  of  the 
symptoms  of  diarrhea.  A rapid, 
uncontrolled  loss  of  fluids  and 
electrolytes  can  cause  a medical 
crisis,  particularly  in  children,  and 
in  patients  who  are  seriously  ill, 
or  in  people  who  are  badly 
undernourished. 

Lomotil  usually  stops  diarrhea 
promptly.  This  rapid  action  halts 
the  emergency  aspect  of  diarrhea 

® 

Each  tablet  and  each  5 ml.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 

TABLETS/LIQUID 

Usually  stops  diarrhea  promptly. 


and  is  comforting  and  reassuring 
to  the  patient.  Electrolyte  and  fluid 
losses  can  be  corrected  while  the 
specific  cause  of  the  diarrhea  is 
being  determined.  If  an  infective 
agent  is  the  cause,  appropriate 
antibiotic  therapy  should  be  given 
along  with  Lomotil. 

Lomotil  has  few  side  effects, 
and  those  that  do  occur  are 
generally  mild. 


STAGE  3 


STAGE  4 


HOURS  . . ^ . 

begins  within 


STAGE  1 


STAGE  2 


17  minutes,  on  average 

an  initial  benefit  of 


••• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.' 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects^  ’) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

IDalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories ' ' 

Using  a 14-night  protocol  involving  eight  insomniac  and 

eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  ( flurazepam 
HCI ) and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?'^ 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT.  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

REFERENCES:  1 . Kales  A.  et  al:  Arch  Gen  Psychiatry  23.'226-232,  Sep  1970 

2.  Karacan  I.  Williams  RE.  Smith  JR:  The  sleep  laboratory  in  the  investigation  ot  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association.  Washington  DC,  May  3-7.  1971 

3.  Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  inidicated 

Dalmane 

(flurazepam  HCI) 

One  30-nig  capsule /i.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


<s> 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ’Dyazide’,  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one.  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood  dys- 
crasias.  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene. 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia. altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions;  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules:  in  Single 
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lesions: 

Second  and  third  degree  burns. 

Decubitus  ulcers, 

Incisional,  traumatic,  and 
pyogenic  wounds, 

Ulcers  secondary  to  peripheral 
vascular  disease. 

Contraindications:  Application  of  TRAVASE 
Ointment  is  contraindicated  in  the  following 
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allergic  reaction  in  humans,  studies  have 
shown  that  there  may  be  an  antibody  re- 
sponse in  humans  to  absorbed  enzyme 
material. 


Adverse  Reactions:  Consist  of  mild,  tran- 
sient pain,  paresthesias,  bleeding  and  tran- 
sient dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  anal- 
gesics. Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally 
have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result 
of  the  application  of  TRAVASE  Ointment, 
therapy  should  be  discontinued.  No  systemic 
toxicity  has  been  observed  as  a result  of  the 
topical  application  of  TRAVASE  Ointment. 


DOSAGE  AND  ADMINISTRATION:  STRICT 

ADHERENCE  TO  THE  FOLLOWING  IS  RE- 
QUIRED FOR  EFFECTIVE  RESULTS  OF 

TREATMENT: 

1.  Thoroughly  cleanse  and  irrigate  wound 
area  with  sodium  chloride  or  water 
solutions.  Wound  MUST  be  cleansed  of 
antiseptics  or  heavy-metal  antibacterials 
which  may  denature  enzyme  or  alter 
substrate  characteristics  (e.g., 
hexachlorophene,  silver  nitrate, 
benzalkonium  chloride,  nitroturazone, 
etc.). 

2.  Thoroughly  moisten  wound  area  either 
through  tubbing,  showering,  or  wet  soaks 
(e.g.  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer 
assuring  intimate  contact  with  necrotic 
tissue  and  complete  wound  coverage 
extending  Vk  to  Vi  inch  beyond  the  area 
to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per 
day  for  best  results. 
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Alcohol  and  alcoholism: 
acute  and  chronic  sequelae 


David  Y.  Graham,  MD 

Ethanol,  C2H5OH,  can  be  considered  as 
either  a food  ora  drug.  As  a food,  ethanol 
supplies  seven  calories  per  gram.  It  sup- 
plies heat  and  energy,  but  since  it  contains 
no  essential  elements  it  provides  only 
empty  calories.  Alcohol  differs  from  con- 
ventional foods  in  that  it  is  not  stored  by 
the  body;  the  majority  of  it  is  metabolized 
by  the  liver.  The  liver  treats  ethanol  as  a 
preferred  fuel  and  metabolizes  it  to  the 
exclusion  of  the  liver’s  ordinary  tasks.  The 
rate  of  ethanol  metabolism  is  constant  and 
is  not  influenced  by  either  high  or  low 
blood  levels. 

As  a drug,  ethanol  can  be  considered  as 
a sedative,  tranquilizer,  hypnotic,  or  anes- 
thetic, depending  upon  the  dosage.  Unfor- 
tunately, alcohol  ingestion  may  cause 
physiological  dependence  or  addiction,  and 
alcoholism  is  the  most  prevalent  type  of 
drug  addiction  in  the  western  world.  Al- 
coholism is  responsible  for  millions  of  dol- 
lars in  lost  productivity  and  thousands  of 
lives  lost  annually.  This  article  reviews  the 
acute  and  chronic  effects  of  alcohol  on 
man.  The  terms  ethanol  and  alcohol  are 
used  interchangeably. 

Alcoholism 

Definition 

The  criteria  forthe  diagnosis  of  alcoholism 
has  been  defined  by  the  Council  on  Al- 
coholism,^ but  a brief  working  definition 
could  be:  An  alcoholic  is  one  whose  chronic 
drinking  adversely  affects  his  health,  job, 
social  situation,  orfamily.  In  orderto  be- 
come habit  forming,  large  quantities  must 
be  ingested  over  a long  period  of  time.  The 
risk  of  addiction  amongthose  who  drink  is 
estimated  to  be  as  high  as  10%.  Alcohol- 
ism is  a chronic  and  relapsing  problem  but, 
on  occasion,  an  alcoholic  can  be  consider- 
ed to  be  cured,  arrested,  or  in  remission. 


Absorption 

Approximately  20%  of  an  ingested  dose  of 
ethanol  is  absorbed  directly  from  the 
stomach.  Hypertonic  solutions  of  ethanol 
stimulate  gastric  acid  production,  delay 
gastric  emptying,  and  promote  injury  to  the 
surface  epithelium.  Food  may  decrease 
ethanol  absorption  either  by  dilution  of  the 
alcohol  or  by  a decrease  in  gastric  empty- 
ing, but  once  ethanol  passes  into  the  upper 
intestine,  it  is  rapidly  and  completely 
absorbed.  Maximum  blood  ethanol  levels 
are  reached  in  approximately  one  hour; 
every  cell  receives  its  share,  dependent 
upon  the  water  content  of  the  cell  and  the 
tissue  blood  supply.-  Muscle  cells  make  up 
a considerable  portion  of  the  body’s  mass 
but  have  a relatively  poor  blood  supply 
compared  to  that  of  the  brain.  A conse- 
quent lag  in  ethanol  uptake  by  muscle  cells 
is  responsible  forthe  phenomenon  where, 
upon  the  ingestion  of  ethanol,  the  early 
sensation  of  inebriation  wanes  as  the  brain 
cells  release  ethanol  to  achieve  equilibra- 
tion with  the  alcohol  content  of  the  rest  of 
the  body. 

Metabolism 

A complete  discussion  of  ethanol  metabol- 
ism is  beyond  the  scope  of  this  review,  but 
the  reader  is  referred  to  recent  comprehen- 
sive reviews  on  the  subject  for  additional 
details.^-*  Ethanol  is  not  stored  by  the 
body;  80  to  90%  of  its  oxidation  occurs 
via  obligatory  hepatic  metabolism  without 
regulatory  control  over  the  rate  of  ethanol 
metabolism.  The  extrahepatic  metabolism 
of  ethanol  and  its  excretion  in  the  urine, 
breath,  and  sweat  are  of  minor  importance 
in  its  elimination,  but  the  constant  relation- 
ship between  the  blood  ethanol  level  and 
the  amount  of  expired  ethanol  is  respon- 
sible for  the  popular  breath  test  used  to 
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detect  legal  intoxication.  There  is  one 
major  hepatic  metabolic  pathway,  alcohol 
dehydrogenase  (ADH)  (Fig  1),  and 
several  minor  pathways.  The  most  impor- 
tant of  the  minor  pathways  is  the  micro- 
somal ethanol  oxidizing  system  (MEOS). 
The  relative  roles  of  the  ADH  and  MEOS 
systems  in  vivo  have  not  yet  been  fully 
delineated,  but  it  has  been  estimated  that 
about  75%  of  ingested  ethanol  is  oxidized 
by  the  ADH  pathway  and  as  much  as  25% 
by  the  MEOS  pathway.  The  relative  con- 
tribution of  each  of  the  two  pathways  is  de- 
pendent upon  the  blood  level  of  ethanol 
achieved  and  upon  the  duration  of  ethanol 
intake. 

The  oxidation  of  ethanol  to  acetaldehyde 
occurs  primarily  in  the  liver  and  the  rate  of 
oxidation  is  constant  (about  10  ml/hr). 
ADH  activity  does  not  appear  to  be  the  rate 
limiting  step  in  ethanol  metabolism.  The 
availability  of  nicotinamide  adenine  dinu- 
cleotide (NAD)  as  determined  by  the  reoxi- 
dation of  the  reduced  ADH-nicotinamide 
adenine  dinucleotide  (NADH)  complex 
seems  to  be  the  rate  limiting  factor  in  etha- 
nol metabolism.  The  depletion  of  hepatic 
NAD  is  associated  with  several  important 
metabolic  consequences:  ketonemia,  hy- 

7.  Alcohol  dehydrogenase  pathway  of  ethanol 
metabolism. 
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perlipidemia,  hyperlactacidemia,  fatty  in- 
filtration of  the  liver,  and  hyperuricemia. 

MEOS  activity  is  increased  by  chronic 
ethanol  administration,  and  ethanol  also 
acts  as  a nonspecific  inducer  of  other 
microsomal  enzyme  systems.  This  non- 
specific stimulation  is  responsible  forthe 
acceleration  of  the  metabolism  of  other 
endogenous  and  exogenous  compounds, 
including  drugs.  This  adaptive  response  is 
present  only  when  the  alcoholic  is  not  ac- 
tually consuming  ethanol.  The  simultane- 
ous consumption  of  ethanol  and  other 
drugs  may  actually  retard  ethanol  meta- 
bolism and  this  mechanism  is  occasionally 
blamed  for  “inadvertent”  suicide.  Other 
effects  of  ethanol  include  (1)  an  increase 
in  the  body’s  need  for  B vitamins,  (2)  a de- 
crease in  cellular  protein  synthesis,  (3)  a 
decrease  in  the  body’s  ability  to  generate 
glucose  (gluconeogenesis),  and  (4)  de- 
pression of  the  appetite. 

Physical  Consequences  of  Alcoholism 

In  the  normal  man,  ethanol  adversely  af- 
fects all  motor  performances  and  lowers 
the  efficiency  of  mental  function.  In  habitu- 
ated subjects,  nervous  system  tolerance 
occurs.  This  poorly  understood  phenome- 
non allows  more  efficient  function  at  any 
given  blood  ethanol  level.  Symptoms  which 
arise  from  ethanol  ingestion  are  those  as- 
sociated with  intoxication  or  with  withdraw- 
al and,  in  general,  are  related  to  the  blood 
ethanol  level.  Symptoms  are  increased  as 
the  blood  alcohol  level  changes,  and  tend 
to  improve  at  constant  blood  ethanol 
levels.  The  general  symptoms  related  to 
chronic  ethanol  ingestion  include  anorexia, 
nausea,  vomiting,  abdominal  pain,  and 
weight  loss.  Nutritional  deficiency  states 
are  commonly  present  since  excessive 
ethanol  intake  is  frequently  associated  with 
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poor  additional  food  consumption. 

The  symptoms  of  acute  ethanol  inges- 
tion are  those  of  inebriation,  the  signs  and 
symptoms  of  which  are  well  known  and 
have  been  experienced  by  most  adults.  An 
individual’s  normal  behavior  may  be  mark- 
edly modified  during  acute  inebriation, 
and,  with  excessive  acute  ethanol  inges- 
tion, coma  and  death  may  even  ensue.  In 
fact,  alcoholism  is  the  most  frequent  cause 
of  coma  seen  in  a general  emergency  room. 

After  prolonged  ethanol  ingestion,  one 
becomes  subject  to  development  of  the 
alcoholic  withdrawal  syndromes.^  These 
withdrawal  syndromes  can  be  classified 
into  diagnostic  groups  of  increasing  severi- 
ty: (1)  the  tremulous  state,  (2)  alcoholic 
hallucinosis  or  the  tremulous  state  plus 
hallucinations  without  disorientation,  and 
(3)  delirium  tremens.*’  * Although  overlap 
occurs,  most  patients  can  be  conveniently 
catalogued  into  one  of  the  three  groups. 
The  diagnostic  categories  are  often  con- 
sidered successive  steps,  but  both  the  tre- 
mulous state  and  alcoholic  hallucinosis 
usually  resolve  without  progression  to 
delirium  tremens.  The  use  of  all-encom- 
passing terms  such  as  “impending  deliri- 
um tremens’’  is  to  be  condemned  as  both 
misleading  and  inaccurate. 

The  prototype  patient  is  the  spree  drink- 
erwho,  aftera  few  days  of  drinking,  be- 
comes tremulous.  After  several  additional 
days  of  continued  ethanol  ingestion,  morn- 
ing nausea  and  vomiting  appear.  When  the 
patient  comes  to  the  physician  with  with- 
drawal symptoms,  he  is  usually  alert  and 
jumpy,  he  startles  easily,  and  complains  of 
anorexia,  nausea,  and  vomiting.  Tremor  is 
an  outstanding  feature  and  “butterflies’’  in 
the  stomach  are  common  complaints. 
Symptoms  of  disordered  sense  perception 
are  present  in  approximately  25%  of  pa- 
tients. Hallucinations  may  occur  and  visual 


hallucinations  are  more  common  than  au- 
ditory. The  latent  interval  between  the  last 
drink  and  the  onset  of  alcoholic  hallucino- 
sis is  less  than  12  hours  in  over  75%  of 
the  cases,  with  only  14%  commencing 
after  more  than  24  hours  of  abstinence. 

The  duration  of  hallucinosis  is  usually  less 
than  three  days,  and  hallucinations  are 
often  intermittent,  occurring  especially  at 
night.  Withdrawal  epilepsy  or  “rum  fits’’ 
may  complicate  the  withdrawal  period. 

They  usually  occur  only  after  several  years 
of  excessive  drinking  and  the  epileptic 
episodes  are  usually  single  or  in  short 
bursts  of  grand  mal  seizures.  They  almost 
always  occur  within  the  first  48  hours  of 
withdrawal  and,  when  part  of  delirium  tre- 
mens, precede  it.  However,  when  seizures 
appear  as  a part  of  hallucinosis,  they  are  as 
likely  to  come  afterthe  hallucinations  as 
before  them.  The  onset  of  seizures  is  un- 
predictable and  specific  treatment  is  rarely 
indicated  because  of  the  brief  duration. 

The  EEG  is  usually  normal  between 
seizures. 

The  most  severe  of  the  withdrawal  states 
is  delirium  tremens,  which  consists  of 
psychomotor,  speech,  and  autonomic  over- 
activity with  disorientation,  confusion,  and 
a disordered  sense  of  perception.  The  on- 
set may  be  sudden  or  gradual  with  80%  of 
the  cases  appearing  after  a latent  period 
of  more  than  48  hours  of  abstinence.  The 
duration  in  85%  of  the  occurrences  is  less 
than  four  days.  The  patients  are  disorient- 
ed to  time  and  place  and  are  confused 
about  their  bodily  environment.  Their  un- 
intelligible activity  is  often  an  appropriate 
response  to  a false  perception  of  the 
environment. 

The  treatment  of  delirium  tremens 
should  consist  of  judicious  sedation  and 
generous  replacement  of  fluids  and  electro- 
lytes.** Although  there  is  no  single  sedative 
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drug  of  proven  superiority,  one  should 
choosea  single  drug  and  stick  with  it.^® 
Sedation  should  not  be  prescribed  on  a 
regular  basis,  but  should  be  given  as  need- 
ed because  the  patient’s  tolerance  to  seda- 
tion will  change  as  the  hyperactive  state 
diminishes.  Care  must  be  taken  to  avoid 
severe  central  nervous  system  (CNS)  de- 
pression with  resulting  orthostatic  pneu- 
monia. Water  and  electrolyte  deficiencies, 
especially  potassium  and  magnesium,  are 
common,  and  in  fact,  fluid  requirements 
due  to  hyperactivity  and  excessive  sweat- 
ing are  frequently  grossly  underestimated 
and  often  exceed  5 liters  daily.  Provisions 
also  should  be  made  to  correct  vitamin  de- 
ficiencies, includingfolic  acid  deficiency, 
when  present. 

The  mortality  of  delirium  tremens  treat- 
ed in  a modern  hospital  is  low  (4-5%).’^ 
This  mortality,  in  general,  reflects  the 
severity  of  the  illness  complicated  by  de- 
lirium tremens.  Unfortunately,  delirium 
tremens  has  no  protective  effect  over  the 
mortality  associated  with  other  disease 
states  and  in  fact,  probably  increases  the 
mortality  from  concomitant  diseases.  The 
use  of  prophylactic  anticonvulsant  therapy 
is  unnecessary  and  not  recommended  as 
seizures  almost  invariably  occur  prior  to 
the  onset  of  delirium  tremens  and  are 
single  or  of  short  duration. 

Fever  may  be  present  during  delirium 
tremens,  but  it  is  likely  to  be  secondary  to 
an  infection  or  alcoholic  hepatitis. A care- 

2.  Nervous  system  disorders  associated  with 
alcoholism. 


1.  Wernicke's  disease 

2.  Korsakoff's  psychosis 

3.  Polyneuropathy 

4.  Amblyopia 

5.  Cerebellar  degeneration 

6.  Marchiafava-Bignami  disease 


ful  search  for  the  source  of  fever  must  be 
undertaken  in  any  patient  with  a withdrawal 
syndrome  and  fever.  If  it  begins  after  the 
onset  of  delirium  tremens,  fever  is  fre- 
quently due  to  orthostatic  pneumonia.  The 
key  to  success  in  the  successful  manage- 
ment of  delirium  tremens  includes  (1)  the 
proper  diagnosis:  (2)  attention  to  detail  in- 
cluding adequate,  but  not  excessive,  seda- 
tion; (3)  adequate  replacement  of  fluids, 
electrolytes,  magnesium,  vitamins;  and  (4) 
careful,  continued  evaluation  forcompli- 
cating  illnesses  and  infections. 

The  chronic  ingestion  of  alcohol  may 
have  direct  and  indirect  effects  on  the  body 
and  on  specific  organ  systems.  After  pro- 
longed drinking  episodes  without  the  simul- 
taneous consumption  of  an  adequately 
nutritious  diet,  the  alcoholic  patient  may 
present  with  signs  of  malnutrition.  Vitamin 
deficiencies  are  often  present,  are  fre- 
quently multiple,  and  may  include  pellagra, 
folic  acid  deficiency,  scurvy,  and  beriberi. 
Nervous  system  involvement  is  not  limited 
to  the  alcoholic  withdrawal  syndrome  and  a 
wide  variety  of  disorders  may  be  present 
(Fig2).6 

Wernicke’s  disease  is  associated  with 
thiamine  deficiency.  It  usually  begins 
acutely  with  the  major  clinical  manifesta- 
tions consisting  of  eye  signs,  mental  dis- 
turbances, and  ataxia.  Ophthalmoplegia, 
when  present,  usually  resolves  within  an 
hour  after  thiamine  replacement  therapy, 
whereas  nystagmus  and  ataxia  resolve 
more  slowly  and  in  some  instances  may  be 
permanent.  This  syndrome  may  be  precipi- 
tated in  the  hospitalized  alcoholic  patient 
by  the  use  of  intravenous  glucose  without 
provisions  for  replenishing  the  body’s  de- 
pleted thiamine  stores. 

Korsakoff’s  psychosis  is  related  to 
Wernicke’s  disease  and  is  characterized  by 
severe  impairment  of  recent  memory  with 
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patients  exhibiting  the  amnestic-confabu- 
latory  syndrome.  Recovery  from  Korsa- 
koff’s psychosis  is  slov/  and  often 
incomplete. 

In  the  cardiovascular  system,  the  heart 
may  be  affected,  either  acutely  with  the 
consumption  of  alcohol  adversely  affecting 
left  ventricularfunction,  or  chronically  in 
the  form  of  beriberi  heart  disease  or  a 
chronic  alcoholic  cardiomyopathy. 
hematopoietic  system  may  be  involved  via 
defects  in  red  cell  and  platelet  production 
orabnormalities  in  leukocyte  kinetics  and 
function. In  the  gastrointestinal  tract,  the 
stomach  may  exhibit  gastritis  with  acute 
hemorrhage.  Transient  malabsorption  re- 
lated both  to  small  bowel  dysfunction  and 
decreased  production  of  pancreatic  en- 
zymes and  bicarbonate  may  be  present. 
This  malabsorption  syndrome  is  usually 
mild  and  is  readily  reversed  by  the  resump- 
tion of  an  adequate  diet.’'’ 

Alcoholism  is  one  of  the  main  causes  of 
chronic  pancreatitis,  which  is  responsible 
for  considerable  morbidity  among  affected 
alcoholics.  Alcoholic  liver  disease  with  al- 
coholic hepatitis  leadingto  cirrhosis  also 
accounts  for  much  morbidity,  mortality, 
and  prolonged  hospitalization.’"  ’®  Alcohol- 
ic hepatitis  is  now  known  to  be  related  di- 
rectly to  ethanol  ingestion  and  not  to  asso- 
ciated nutritional  deficiencies.’®  -*’ The 
musculoskeletal  system  may  be  involved  in 
acute  and  chronic  myopathies,  or  rhab- 
domyolysis  associated  with  potassium  de- 
pletion.2’  The  endocrine  system  is  repre- 
sented by  alcoholic  hypoglycemia  that 
stems  from  a failure  of  gluconeogenesis  in 
a patient  that  has  consumed  ethanol  and 
an  inadequate  diet.“ 

Several  additional  major  problems  are 
associated  with  alcoholism.  Trauma  is  fre- 
quent since  alcoholics  show  a propensity 
for  automobile  accidents,  and  suffer  direct 


personal  trauma  from  fallingdown,  fights, 
etc.  Infections  (tuberculosis,  lung  abscess, 
pneumonia,  meningitis)  are  common.  Hy- 
poglycemia, subdural  hematoma  and  men- 
ingitis are  often  mistaken  forsimple  drunk- 
enness or  alcohol  withdrawal  syndromes, 
with  disastrous  results. 

T reatment  of  Alcoholism 

The  first  major  step  is  the  recognition  of 
alcoholism.  This  is  first  accomplished  by 
an  increased  awareness  of  the  frequency  of 
the  problem.  Additional  clues  may  be  ob- 
tained from  laboratory  evaluation,  such  as 
unexplained  hyperuricemia  ora  modest 
elevation  of  the  serum  transaminase.®® 
Recognition  should  be  followed  by  a care- 
ful, complete  physical  examination  and 
withdrawal  from  alcohol  (hospitalization  is 
often  needed).  Nutritional  deficiencies  and 
metabolic  complications  should  be  correct- 
ed simultaneously.  This  initial  phase  must 
be  combined  with  patient  education  about 
the  disease  and  the  offer  of  a rehabilitation 
plan. 

The  treatment  of  alcohol  addiction  is 
not  hopeless,  but  presents  a formidable 
challenge.  Every  attempt  should  be  made 
to  educate  the  patient  about  the  severity  of 
his  underlying  problem.  His  marital,  social, 
and  economic  disabilities  should  be  as- 
sessed and  remedial  plans  should  be  for- 
mulated. If  the  patient  recognizes  the 
scope  of  his  problem  and  expresses  a de- 
sire to  do  something,  then  there  is  hope. 

No  special  psychiatric  training  is  re- 
quired to  formulate  and  carry  out  an  ap- 
propriate therapeutic  program,  but  careful, 
interested  follow-up  is  mandatory.  Al- 
though relapses  are  common,  one  should 
not  abandon  the  patient  and  the  therapeu- 
tic program  because  the  patient  temporari- 
ly falters.  Many  patients  will  require  the 


75 


Volume  71,  February.  1975 


Alcohol 


personal  approach,  while  others  will  bene- 
fit from  the  use  of  Alcoholics  Anonymous 
(AA)  or  specialized  alcoholic  rehabilitation 
centers.  AA  is  an  informal  fellowship  of 
reformed  alcoholics  and  enjoys  consider- 
able therapeutic  success,  although  it  is  not 
accepted  by  all  patients.  The  physician  and 
patient  should  rememberthat  individual 
AA  groups  are  made  up  of  people,  and  they 
should  not  become  discouraged  and  dis- 
card this  therapeutic  modality  unless  sev- 
eral groups  have  been  tried  because  it  may 
take  the  patient  several  attempts  to  discov- 
er the  group  where  he  feels  that  he 
belongs. 

The  individual  health  care  worker  inter- 
ested in  thetreatment  of  alcoholism  should 
become  fully  aware  of  all  the  available  com- 
munity services  and  then  carefully  choose 
those  that  will  benefit  each  individual  pa- 
tient. The  health  care  worker  should  strive 
to  maintain  the  attitude  of  guarded 
optimism. 
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Non-narcotic  drug  dependence:  detoxification 

James  W.  Hayden,  PhD;  Thomas  P.  Faulkner,  PhD; 

Betsy  S.  Comstock,  MD;  Eric  G.  Comstock,  MD 


Drugs  which  are  subject  to  abuse  or  which 
can  lead  to  physiological  and  psychological 
dependence  are  generally  categorized  as 
narcotics  or  non-narcotics.  The  term  “nar- 
cotics” originally  referred  to  theopiate 
drugs,  particularly  morphine,  codeine,  and 
heroin,  but  now  has  been  extended  to  in- 
clude the  synthetic  analgesics  such  as 
meperidine  (Demerol),  propoxyphene 
(Darvon),  pentazocine  (Talwin),  and  meth- 
adone. We  classify  a drug  as  a narcotic 
if  its  action  can  be  reversed  by  a narcotic 
antagonist  such  as  naloxone  (Narcan). 
Non-narcotic  drugs  are  not  as  easily  de- 
fined, being  made  up  of  a variety  of  licit 
and  illicit  drugs,  including  sedative/hyp- 
notics, tranquilizers,  central  nervous  sys- 
tem (CNS)  stimulants,  marijuana,  and  hal- 
lucinogens. There  is  a tendency  to  label 
these  two  categories  as  “hard”  and  “soft” 
drugs;  however,  the  danger  of  physiologic 
dependence  on  non-narcotic  drugs  should 
not  be  underestimated,  since  the  medical 
management  of  this  type  of  dependence 
usually  requires  hospitalization  and  fre- 
quently has  the  attendant  risk  of  convul- 
sive seizures  during  withdrawal. 

Procedures  ranging  from  “cold  turkey” 
withdrawal  to  phenobarbital  substitution 
have  been  used  to  treat  non-narcotic  drug 
abuse. ^ The  most  successful  treatment  for 
dependence  on  sedative  drugs  entails  giv- 
ing phenobarbital  orally,  and  determining 
drug  tolerance  by  titration  until  the 
patient  is  mildly  intoxicated.-'^  A suit- 
able maintenance  dose  of  phenobar- 
bital can  then  be  estimated,  and  this  dos- 
age is  gradually  reduced  until  the  patient 
is  drug  free.  Phenobarbital  exhibits  cross 
tolerance  with  most  of  the  sedative  drugs, 
thereby  making  it  an  excellent  agent  for 
substitution  therapy.  In  addition,  the  half- 
life  of  phenobarbital  is  sufficiently  long 
that  even  barbiturate  addicts  can  be  main- 


tained without  too-frequent  dosing.  The 
long  duration  of  action  of  phenobarbital 
helps  to  avoid  cycling  the  patient  through 
the  alternating  “highs”  and  “lows”  that 
occur  with  more  rapidly  metabolized 
drugs.  Even  with  these  important  advan- 
tages, there  are  some  disadvantages  to 
phenobarbital  substitution.  First,  pheno- 
barbital induces  action  of  the  drug-me- 
tabolizing microsomal  enzymes  of  the  liver, 
and  in  the  course  of  a two-week  withdrawal 
period  this  may  alter  the  patient’s  toler- 
ance for  his  drug  of  abuse  as  well  as  for 
otherdrugs.  Second,  patients  usually 
gravitate  to  their  own  “personalized”  drug 
of  abuse.  This  drug  may  not  only  provide 
them  with  physiological  protection  against 
withdrawal  symptoms,  but  also  may  offer  a 
specialized  psychological  component — a 
euphoric  high,  a rush,  a drunk,  or  perhaps 
an  omniscient  feeling — which  is  not  pre- 
sent during  phenobarbital  therapy.  Third, 
while  the  substitution  of  onedrugfor  an- 
other may  prevent  withdrawal  convulsions, 
there  is  some  preliminary  evidence  that 
cross  tolerance  among  the  barbiturates  is 
not  complete,  and  that  some  signs  of  with- 
drawal may  appear  during  substitution 
therapy.  As  an  example,  we  found  that 
when  a patient  has  abused  secobarbital 
and  amobarbital  (Tuinal),  maintenance 
with  secobarbital  alone  is  accompanied  by 
complaints  of  severe  abdominal  cramping 
not  relieved  by  diphenoxylate  hydrochlo- 
ride with  atropine  sulfate  (Lomotil)  or  by 
substituting  amobarbital  forthe  secobar- 
bital. It  is  possible,  then,  that  problems 
resulting  from  a similartype  of  incomplete 
cross  tolerance  could  arise  during  phen- 
obital  substitution.  Finally,  phenobarbital 
substitution  therapy  is  of  no  value  in  treat- 
ing patients  who  abuse  CNS  stimulants 
such  as  the  amphetamines  or  phenmetra- 
zine  (Preludin).  While  the  accepted  proce- 
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dure  of  abrupt  withdrawal  from  stimulant 
drugs  usually  causes  no  complications 
otherthan  lethargy  and  depression,  super- 
vised gradual  withdrawal  may  alleviate 
symptoms  of  psychological  dependence. 

As  part  of  our  study  of  the  detoxification 
process,  our  research  unit  is  investigating 
the  toxicology  aspects  of  the  withdrawal  of 
drugs  from,  and  treatment  of,  individuals 
dependent  upon  non-narcotic  drugs. ^ Al- 
though phenobarbital  substitution  therapy 
has  been  evaluated,  our  primary  emphasis 
has  been  on  treating  the  patient  with  his 
original  drug  of  abuse.  Following  are  re- 
ports on  some  of  the  preliminary  results 
from  the  treatment  of  our  first  59  patients. 

Factors  in  Patient  Selection 

Initially,  we  accepted  only  patients  whose 
drug  intake  was  more  than  three  times  the 
normal  therapeutic  dose  of  a single  drug 
for  more  than  three  weeks.  In  screening 
polydrug  abusers,  we  learned  that  few  lim- 
ited themselves  to  the  regular  use  of  a 
single  drug.  While  most,  if  not  all,  drug  de- 
pendent individuals  have  a definite  prefer- 
ence, their  pattern  of  abuse  is  dictated  by  a 
variety  of  factors  including  availability  of 
street  supply,  willingness  of  physicians  to 
prescribe  the  drug,  and  the  occasional 
need  to  “come  down”  from  a drug  run.  The 
extensive  cross  tolerance  within  the  seda- 
tive/hypnotic and  minor  tranquilizer 
classes  of  drugs  is  appreciated  by  the  ad- 
dict and  is  used  to  avoid  withdrawal  symp- 
toms. Consequently,  a more  realistic 
guideline  for  patient  selection  must  take 
into  account  both  the  patient’s  drug  history 
and  the  degree  to  which  the  patient’s  drug 
use  has  affected  his  ability  to  function. 

All  admissions  to  the  Institute  of  Clinical 
Toxicology  Treatment  Unit  are  voluntary 
and  patients  are  free  to  leave  at  any  time. 


However,  no  patient  will  be  readmitted  af- 
ter leavingthe  unit. 

Drugs  Abused  by  Patients 

Barbiturates,  methaqualone,  stimulants, 
other  hypnotics,  and  tranquilizers,  in  that 
order  of  frequency,  were  the  primary  drugs 
abused  by  our  first  59  patients.  Although 
the  class  of  drugs  most  frequently  abused 
was  barbiturates  (39%),  particularly  seco- 
barbital and  Tuinal,  the  specific  drug  most 
frequently  encountered  was  methaqualone, 
which  accounted  for34%  of  ourcases. 

CNS  stimulants,  predominantly  phenmetra- 
zine,  were  abused  by  19%  of  our  patients. 
Otherdrugs,  including  methyprylon  (Nolu- 
dar),  ethchlorvynol  (Placidyl),  diazepam 
(Valium),  and  oxazepam  (Serax),  account- 
ed for  the  remaining  8%. 

Detoxification  Procedure 

The  general  program  for  detoxification  re- 
quires an  average  of  two  to  three  weeks’ 
inpatient  treatment  and  consists  of  four 
stages; 

1.  Admission  and  Initial  Stabilization: 

On  admission,  blood  and  urine  specimens 
are  collected  and  tested  to  determine  the 
patient’s  medical  condition,  and  to  assess 
how  well  the  patient’s  drug  history  corre- 
lates with  his  recent  drug  use.  During  the 
first  24  hours  on  the  unit,  the  patient  is 
given  a complete  physical  examination 
which  includes  an  electrocardiogram  and  a 
chest  x-ray.  In  order  to  prevent  symptoms 
of  drug  withdrawal,  the  patient  is  maintain- 
ed on  a drug  dosage  that  is  consistent  with 
his  reported  drug  history. 

2.  Tolerance  Determination:  A generally 
accepted  procedure  for  determining  the 
tolerance  of  drug-dependent  individuals 

is  a titration  to  a state  of  mild  intoxica- 
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tion.i’^  In  our  modification  of  this  proce- 
dure, the  patient  is  given  one  to  two  times 
the  normal  therapeutic  dose  of  his  drug  of 
abuse  per  hour  until  signs  of  introxication 
appear.  With  sedative  drugs,  the  end  point 
in  this  titration  is  generally  the  develop- 
ment of  slurred  speech,  ataxia,  somno- 
lence, and  lateral  and  vertical  nystagmus. 
The  latter  two  symptoms  are  particularly 
indicative  of  the  drug’s  action,  since  ataxia, 
somnolence,  and  slurred  speech  have  been 
observed  during  placebo  administration. 
Blood  is  collected  at  “toxicity”  and  at  suit- 
able intervals  thereafter  until  the  patient 
requires  further  medication.  The  amount 
of  drug  consumed  duringthe  titration,  cou- 
pled with  the  ensuing  blood  level,  is  used 
to  determine  the  patient’s  maintenance 
and  withdrawal  schedule. 

3.  Withdrawal:  The  initial  maintenance 
dose  is  estimated  from  the  patient’s  titra- 
tion, and  this  maintenance  dose  is  then  re- 
duced approximately  10%  perday  until 
the  patient  is  drugfree.  Sufficient  flexibili- 
ty is  built  into  the  reduction  program  to  al- 
low the  patient  orthe  nursing  staff  to  ac- 
celerate or  decelerate  the  rate  of  withd  raw- 
al  within  acceptable  limits. 

4.  Drug-Free  Maintenance  and  Dis- 
charge: Following  the  withdrawal  proce- 
dure, patients  are  generally  maintained  for 
at  least  two  days  in  a drug-free  state.  At 
discharge,  an  effort  is  made  to  refer  these 
patients  to  an  appropriate  mental  health 
agency. 

Duringthe  detoxification  period,  pa- 
tients are  exposed  to  group  therapy  five 
days  a week  and  psychodrama  two  days  a 
week.  Two  staff  psychiatrists  are  available 
for  the  initial  patient  interview  and  for  fur- 
ther consultation  as  necessary.  (The  psy- 
chiatric aspects  of  the  detoxification  proce- 
dure will  be  published  in  a separate 
report.) 


These  case  reports  illustrate  the  variety  of 
non-narcotic  drug  dependence,  as  well  as 
the  individuality  of  the  detoxification  pro- 
cedure. The  reported  drug  levels  are  for 
whole  blood  and  were  determined  by  gas 
chromatography. 

Case  1.  Sedative/Hypnotic  Drugs:  Amo- 
barbital  and  Secobarbital:  A 34-year-old 
black  man  was  admitted  with  a history  of 
six  months  of  barbiturate  abuse,  with  his 
usual  daily  dose  varying  between  6 and  18 
capsules,  100  mg,  of  secobarbital,  pento- 
barbital, or  amobarbital  and  secobarbital. 
In  addition,  he  occasionally  smoked  mari- 
juana and  sniffed  cocaine.  On  admission, 
the  patient  complained  of  a headache  and  a 
“shaky”  feeling.  His  admission  blood  and 
urine  specimens  showed  no  barbiturates  or 
other  identifiable  drugs.  He  was  maintain- 
ed for  three  days  with  100  mg  amobarbital 
and  secobarbital  (Tuinal)  every  two  hours 
as  needed;  then  on  the  fourth  day  was  ti- 
trated with  200  mg  of  the  same  combina- 
tion per  hour.  After  a total  of  1,400  mg 
amobarbital  and  secobarbital,  the  patient 
was  ataxic,  somnolent,  and  had  depressed 
deep  tendon  reflexes  and  lateral  and  verti- 
cal nystagmus.  At  the  start  of  the  titration, 


1 . Case  1 . Dosage  schedule  during  treatment  for 
dependence  on  amobarbital  and  secobarbital 
(Tuinal). 
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the  blood  level  of  amobarbital  was  0.45 
mg/100  ml,  and  of  secobarbital,  0.20  mg/ 
100  ml.  These  levels  rose  to  0.97  and  0.41 
mg/100  ml,  respectively,  providing  a total 
barbiturate  concentration  of  1 .38  mg/ 100 
ml.  Four  hours  after  toxicity,  the  blood  level 
had  remained  fairly  constant  with  the  total 
barbiturate  dropping  slightly  to  1.26  mg/ 
100  ml.  After  titration,  several  days  were 
required  to  stabilize  the  patient  on  amo- 
barbital and  secobarbital.  After  stabiliza- 
tion had  been  achieved,  the  drugs  were 
gradually  withdrawn  without  medical  com- 
plications (Fig  1).  Fie  was  discharged  from 
the  unit  on  his  fourth  drug-free  day,  24 
days  after  admission. 

Case  2.  Sedative/Flypnotic  Drugs:  Meth- 
aqualone:  A 20-year-old,  thin,  white  man 
requested  treatment  for  abuse  of  metha- 
qualone  (Quaalude).  Flis  drug  history  indi- 
cated generalized  polydrug  abuse  with  oc- 
casional use  of  secobarbital,  amobarbital 
and  secobarbital  combination,  LSD,  mesca- 
line, marijuana,  and  cocaine,  and  most 
recent  use  of  7 to  10  methaqualone  tablets 
(300  mg  each)  per  day,  ingested  with  large 
amounts  of  alcohol.  He  sought  voluntary 
detoxification  partly  as  the  result  of  being 
charged  with  assault  on  a policeman  while 
under  the  influence  of  drugs,  and  partly  be- 
cause he  had  been  treated  three  times  in 
the  previous  five  months  for  drug  overdose. 
The  patient  was  maintained  for  four  days 
on  300  mg  methaqualone  every  four  hours 
as  needed.  Duringthistime  his  daily  meth- 
aqualone intake  was  sporadic,  varyingfrom 
300  to  1 ,500  mg.  The  drug  was  not  detect- 
ed in  his  blood  or  urine  on  admission.  On 
the  fifth  day,  titration  with  methaqualone 
was  initiated  with  300  mg/hour  forfour 
hours,  then  450  mg/hourforthree  hours, 
and  finally  600  mg/hourforfour  more 
hours.  The  patient  was  remarkably  tolerant 
of  methaqualone  and  showed  no  signs  of 
intoxication  until  2,100  mg  of  methaqua- 
lone (seven  times  the  usual  hypnotic  dose) 


had  been  ingested,  at  which  point  he  show- 
ed horizontal  nystagmus  and  a reduction 
in  deep  tendon  reflexes.  He  was  ambula- 
tory and  actively  engaged  in  ward  activi- 
ties, includingtable  tennis,  during  most  of 
the  titration  period.  After  4,950  mg  of 
methaqualone  had  been  administered,  the 
titration  was  discontinued  even  though 
vertical  nystagmus  had  not  been  observed. 
The  blood  level  of  methaqualone  at  toxicity 
was  1.07  mg/100  ml.  Duringthe  four 
hours  that  blood  samples  were  collected, 
the  concentration  of  methaqualone  fluc- 
tuated from  a minimum  of  0.95  mg/100 
ml  toa  maximum  of  1.43  mg/100  ml.  The 
patient  did  not  request  any  methaqualone 
on  the  day  followingtitration,  and  stated 
his  intention  to  go  “cold  turkey.”  However, 
when  the  potential  dangers  of  abrupt  with- 
drawal had  been  thoroughly  explained,  he 
agreed  to  a withdrawal  schedule.  The  drug 
was  withdrawn  in  nine  days  (Fig  2).  He 
stayed  on  the  unit  14  days,  of  which  the 
last  3 were  drug  free. 

Case  3.  Tranquilizers:  Oxazepam:  A 37- 
year-old  white  woman  was  admitted  with  a 
recent  history  of  abuse  of  oxazepam 
(Serax).  She  said  that  she  took  approxi- 
mately 125  oxazepam  capsules  per  week. 
Her  previous  drug  use  included  depend- 
ence on  meprobamate,  which  had  resulted 
in  her  being  hospitalized  a year  earlier  for 
a medically  supervised  withdrawal.  She 
also  had  used  glutethimide,  chlordiaze- 
poxide,  diazepam,  and  propoxyphene.  All 
of  her  medications  were  acquired  through 
legal  prescriptions.  On  the  day  following 
admission,  the  patient  was  titrated  with 
oxazepam,  starting  with  30  mg/hour 
for  five  hours,  then  60  mg/hour  for 
eight  hours  for  a total  of  630  mg  over 
a period  of  14  hours.  The  patient  evidenc- 
ed none  of  the  usual  signs  of  toxicity  that 
occur  with  drug  intoxication  and  and  the 
titration  was  therefore  discontinued.  On 
the  two  days  subsequent  to  titration,  she 
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was  given  60  mg  and  240  mg  of  oxazepam, 
then  that  medication  was  discontinued  and 
a placebo  was  given  in  its  place.  Twenty- 
five  hours  and  30  minutes  after  the  discon- 
tinuance of  oxazepam,  the  patient  suffered 
a grand  mal  seizure  which  terminated 
spontaneously.  Medication  with  oxazepam 
was  reinitiated  and  diphenylhydantoin 
(Dilantin)  was  administered  concurrently 
to  reduce  the  possibility  of  further  sei- 
zures. Followingthe  convulsion,  the  patient 
revealed  that  she  had  had  a seizure  several 
years  earlier,  probably  at,  or  close  to,  the 
time  of  withdrawal  from  meprobamate.  An 
EEC  on  the  day  followingthe  convulsion 
showed  increased  fast  wave  activity  which 
was  probably  related  to  oxazepam;  other- 
wise the  EEG  was  within  normal  limits.  The 
patient  was  stabilized  on  180  mg  of  oxaze- 
pam/day,  then  the  dose  was  reduced  until, 
after  13  days,  the  oxazepam  was  discon- 
tinued. Diphenylhydantoin  was  administer- 
ed concurrently duringthis withdrawal  pe- 
riod. The  withdrawal  (Fig  3)  was  smooth 
and  uneventful,  and  the  patient  discharged 
from  the  unit  26  days  after  admission  and 
one  week  after  the  discontinuance  of 
oxazepam. 

Case4.  CNS  Stimulants;  Phenmetra- 
zine;  A 22-year-old  white  man  presented 
with  a nine-year  history  of  abuse  of  a 
variety  of  CNS  stimulants  including  meth- 
amphetamine  (Desoxyn),  amphetamine 
(Biphetamine),  cocaine,  and  phenmetra- 
zine  (Preludin).  Most  recently,  he  had  been 
intravenously  injecting  up  to  twenty-eight 
75-mg  crushed  phenmetrazine  tablets  a 
day  several  days  a week.  Since  this  drug  is 
not  available  in  an  injectable  form,  we  tried 
to  determine  the  patient’s  tolerance  by 
oral  administration.  Phenmetrazine  tab- 
lets, 25  mg  each,  were  slurried  in  warm 
orange  juice  before  administration  in  order 
to  assure  rapid  absorption.  The  dosage  was 
100  mg  the  first  hour,  200  mg  the  second 
hour,  400  mg  the  third  hour,  and  800  mg 


the  fourth  hour.  After  the  final  dose,  the 
patient  showed  some  nausea,  a pulse  rate 
of  144  beats/minute,  a blood  pressure  of 
120/90  mm  Hg,  increased  deep  tendon 
reflexes,  and  dilated  pupils.  Fie  complained 
of  occasional  mild  vertigo,  but  said  that  the 
effect  of  oral  phenmetrazine  was  in  no  way 
similartotheeffect  of  intravenous  admin- 
istration of  thedrug,  which  heclaimed  pro- 
duced an  orgasmic  type  rush  followed  by  a 
euphoric  period.  Duringthe  following  eight 
days  on  the  unit,  the  patient  asked  for 
phenmetrazine  only  occasionally,  and  on 
two  of  these  days  requested  no  drug  at  all. 

Case  5.  CNS  Stimulants:  Phenmetra- 
zine: A37-year-old  white  female  was  re- 

2.  Case  2.  Dosage  schedule  during  treatment  for 
methaqualone  dependency. 
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3.  Dosage  schedule  during  treatment  for  oxazepam 
dependency. 
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ferred  to  the  unit  by  a methadone  main- 
tenance clinic.  She  had  a drug  history  of 
20  + years  of  abuse  of  predominantly 
sedatives  and  heroin.  At  the  time  of  admis- 
sion, she  was  enrolled  in  a methadone 
maintenance  clinic  and  was  taking  50  mg 
of  methadone  a day.  Urine  screen  tests  at 
the  methadone  clinic  repeatedly  showed 
phenmetrazine.  When  confronted  with  this 
information,  the  patient  admitted  that  dur- 
ing the  previous  three  and  a half  months 
she  had  been  intravenously  injecting  ap- 
proximately twenty  75-mg  crushed  phen- 
metrazine tablets  per  day.  A combination 
of  factors,  including  the  possibility  of  be- 
ingdropped  from  the  methadone  clinic  and 
the  erractic  supply  situation  of  phenmetra- 
zine on  the  street,  led  to  her  request  for 
voluntary  detoxification.  The  patient  was 
maintained  one  day  on  oral  phenmetrazine, 
then  switched  to  a lactose  placebo.  She 
described  the  effects  of  the  placebo  as  be- 
ing those  of  a “downer,”  and  maintenance 
appeared  to  be  satisfactory  with  the  place- 
bo, with  no  evidence  of  any  psychological 
signs  of  withdrawal.  Since  titration  was  a 
routine  procedure  which  was  expected  by 
all  patients,  it  was  performed  as  usual,  ex- 
cept that  the  patient  received  only  a place- 
bo. She  was  given,  initially,  two  capsules 
per  hour  forthree  hours,  followed  by  four 
capsules  per  hourfor  two  hours.  At  the 
end  of  this  period,  she  was  somnolent, 
ataxic,  and  had  slurred  speech  and  com- 
plained that  the  drug  was  causing  her  to 
“nod  out.”  Neither  vertical  nor  lateral 
nystagmus  appeared  during  or  subsequent 
tothetitration  procedure.  Following  herti- 
tration,  the  patient  was  maintained  com- 
fortably on  the  placebo  plus  her  usual  50 
mg  dose  of  methadone.  At  the  end  of  13 
days  on  the  unit,  she  was  discharged  back 
to  the  methadone  clinic. 


Results  and  Discussion 

As  the  case  studies  illustrate,  the  titration 
procedure  to  determine  tolerance  is  most 
valuable  when  the  abused  drug  is  a seda- 
tive/hypnotic, and  is  least  valuable  in  tran- 
quilizer and  CNS  stimulant  abuse. 

With  the  sedative  drugs,  particularly  the 
barbiturates  and  methaqualone,  a wide 
range  of  tolerance  has  been  observed  in 
patients  who  describe  themselves  as  ad- 
dicts. In  the  case  of  methaqualone,  forex- 
ample,  the  dose  required  to  reach  toxicity 
has  varied  from  600  to  4,950  mg  in  pa- 
tients of  approximately  the  same  height 
and  weight.  Given  such  a wide  individual 
variation  in  tolerance,  the  titration  proce- 
dure becomes  extremely  helpful  in  deter- 
miningan  initial  maintenance  dose  which 
is  adequate  to  prevent  withdrawal  and  yet 
is  not  severely  intoxicating. 

The  titration  in  patients  taking  metha- 
qualone is  complicated  by  the  irregular 
absorption  of  the  drug  from  the  gastroin- 
testinal tract.®  With  large  oral  doses,  the 
blood  level  of  methaqualone  frequently 
reaches  its  maximum  value  one  to  two 
hours  after  the  appearance  of  both  lateral 
and  vertical  nystagmus.  The  absorption  of 
orally  administered  secobarbital  appears 
to  be  faster  and  more  uniform  than  the  ab- 
sorption of  methaqualone.  Intramuscular 
injection  of  secobarbital  has  been  used  in 
some  patients,  but,  while  the  onset  of  ac- 
tion is  rapid,  the  complete  absorption  of 
thedrugfrom  intramuscular  depots  ap- 
pears to  take  longer  than  absorption  from 
the  gastrointestinal  tract. 

Convulsions  have  occurred  twice  in  con- 
nection with  methaqualone  titration.  One 
was  in  the  early  stages  of  the  titration  and 
one  occurred  two  and  one-half  hours  after 
toxicity.  The  cause  of  the  seizures  is  not 
clear,  particularly  since  the  blood  level  of 
methaqualone  in  the  second  patient 
dropped  from  0.80  to  0.13  mg/100  ml  in 
the  hour  immediately  precedingthe 
seizure. 

Since  the  benzodiazepines  have  lowtoxi- 
city,  the  titration  of  patients  who  abuse 
these  tranquilizers  is  probably  more  useful 
in  determining  unusually  lowtolerance 
than  in  determining  the  upper  level  of  toler 
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ance.  As  case  3 illustrates,  massive 
amounts  of  oxazepam  have  been  ingested 
without  the  appearance  of  many  signs  of 
toxicity.  A more  recent  patient,  who  was  ti- 
trated on  diazepam,  required  580  mg  in 
eight  hours  before  slight  nystagmus  ap- 
peared. Single  doses  of  100-120  mg 
were  taken  without  observable  toxic  ef- 
fects. The  benefit  of  low  acute  toxicity 
should  not  be  confused  with  a low  poten- 
tial for  physiological  dependence,  as 
convulsions  are  not  uncommon  when  ben- 
zodiazepine, orforthat  matter,  meproba- 
mate, abuse  is  abruptly  terminated.  For 
this  reason,  withdrawal  from  tranquilizers 
should  followthe  same  type  of  reduction 
schedule  as  is  recommended  for  sedative 
drug  abuse. 

The  CNS  stimulants  present  the  greatest 
dilemma  in  selection  of  an  appropriate 
treatment  program.  While  some  college 
students  and  other  sporadic  users  still  take 
these  stimulants  orally,  the  majority  of  the 
regular,  heavy  abusers  prefer  intravenous 
administration  since  this  method  provides 
a heroin-like  orgasmic  rush  followed  by 
either  a warm  euphoric  period  (a  “nod")  or 
a hyperalert  state,  depending  on  the  in- 
dividual involved.  The  sensation  of  the  rush 
is  most  likely  caused  by  the  rapid  rate  of 
change  of  the  blood  level  of  the  drug  cou- 
pled with  the  maximum  blood  level  attain- 
ed. In  other  words,  not  only  a high  blood 
level  is  necessary,  but  the  drug  must  enter 
the  blood  stream  much  more  rapidly  than 
could  be  achieved  with  oral  administration. 
Phenmetrazine  abusers  generally  are  not 
satisfied  with  regular  oral  maintenance  and 
tend  to  take  the  drug  sporadically  even 
when  it  is  readily  available  to  them.  Abrupt 
cessation  of  medication  or  substitution  of  a 
placebo  has  been  tolerated  without  ill 
effects. 

In  case  5,  titration  with  a lactose  place- 
bo deserves  special  comment.  While  ataxia, 
slurred  speech,  and  somnolence  may  be 
signs  of  approaching  intoxication,  the  most 
reliable  indication  is  the  appearance  of 
nystagmus.  Interestingly,  in  some  cases 
where  patients  were  highly  competitive  in 
proving  their  tolerance  to  drugs,  nystag- 
mus was  the  first  sign  of  intoxication  to 
appear. 


In  conclusion,  our  initial  experience  in 
the  treatment  of  non-narcotic  drug  abusers 
has  indicated  that  the  procedure  of  titra- 
tion to  determine  tolerance,  followed  by 
gradual  withdrawal  duringeight  to  ten 
days,  appears  to  be  highly  successful  in  ef- 
fecting detoxification  from  the  commonly 
abused  sedative  drugs.  The  titration  step  is 
of  less  value  in  the  determination  of  toler- 
ance in  benzodiazepine  abusers.  However, 
to  prevent  medical  complications,  super- 
vised gradual  withdrawal  is  still  a recom- 
mended detoxification  procedure.  Probably 
neither  titration  nor  gradual  withdrawal  is 
physiologically  necessary  in  the  treatment 
of  abuse  of  CNS  stimulants.  The  psycholog- 
ical aspects  of  a consistent  treatment 
schedule  are  yet  to  be  evaluated. 
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Reporting  child  abuse 

Albert  I.  Hartley,  MSW;  Robert  Ginn,  PhD 

This  article  is  to  helpthe  physician  comply 
with  the  Texas  law  which  makes  the  report- 
ing of  abused  children  mandatory.  We 
studied  the  handling  procedures  in  22 
cases  of  sexually  abused  children  among 
189  physically  abused  youngsters  treated 
at  The  University  of  Texas  Medical  Branch 
Hospitals  duringthe  six-year  period  ending 
in  December  1973.  The  procedures  then 
were  re-evaluated  to  determine  if  they  had 
permitted  the  physician  to  meet  his  goal  of 
care  for  the  child,  to  observe  his  ethical 
standards,  and  to  satisfy  the  law.  We 
sought  an  organized  approach  that  would 
be  useful  to  other  physicians  duringtheir 
dramatic  and,  I hope,  rare,  encounters  with 
similar  cases. 

In  only  5 of  the  189  cases  was  a physi- 
cian called  upon  to  appear  in  court,  and  no 
reporting  physicians  were  subject  to  civil 
or  criminal  suits  arising  out  of  their  asso- 
ciations with  any  of  these  children.  Not 
once  was  it  necessary  that  a physician  ap- 
pear to  testify  in  an  instance  of  sexual 
abuseof  a child  dealt  with  underthis 
protocol. 

Background 

Deliberate  child  abuse  has  become  a prob- 
lem of  national  concern.  Federal  legislation 
enacted  this  year  is  a hallmark  of  that 
concern.^ 

Since thefirst  specific  law  relatingto the 
reporting  of  child  abuse,  the  trend  of  legis- 
lation in  Texas  is  an  expressive  chronicle 
of  the  growth  of  our  society’s  interest  in 
these youngvictims  (Fig  1). 

All  states  now  have  child  abuse  report- 
ing legislation.  Components  of  the  Califor- 
nia and  Texas  statutes  are  almost  inter- 
changeable.2  A civil  court  in  California  saw 
a suit  settled  in  October  1972  when  two 
physicians  who  had  treated  an  abused  child 


established  a $600,000  trust  fund  for  the 
victim.  An  element  in  that  suit  was  the  evi- 
dence that  the  physicians  had  not  complied 
with  the  mandatory  requirement  to  report 
child  abuse. ^ 

A guide  to  the  physician  at  the  time  of 
his  initial  involvement  with  a broader  prob- 
lem, rare,  was  published  by  the  American 
College  of  Obstetricians  and  Gynecologists 
in  1970.'*  Our  method  differs  in  that  it  is 
adapted  to  the  characteristics  of  care  for 
children,  and  provides  Texas  physicians 
with  results  based  on  experience  with  its 
use. 

Study  Population 

The  cases  enumerated  include  children 
who  were  victims  of  sexual  abuse  (Fig  2). 
When  someone  other  than  a family  mem- 
ber abuses  a child,  the  case  seldom  is 
questionable.®  Our  concern  here  is  with 
cases  not  presented  as  abuse. 

Various  forms  of  sexual  abuse  were  de- 
tected, and  the  victims  included  both  boys 
and  girls.  Any  sex  act  with  a child  was  con- 
sidered to  be  imposed  abuse.  No  minor 
may  consent  to  such  an  act.  Rape,  sex  play, 
and  consensual  homosexuality  between  an 
adult  and  a child  have  no  empirical  refer- 
ents and  were  excluded  as  meaningful 
categories. 

Identification 

Early  determination  that  sexual  abuse  has 
occurred  is  needed  to  provide  adequate 
care.  We  have  found  that  two  circum- 
stances are  decisive  in  identifying  the 
abused  child.  The  most  often  occurring  one 
is  that  the  physical  findings  are  not  reason- 
ably accounted  for  by  the  history  given. 

The  second  is  the  nature  of  the  physical 
findings  alone,  for  example,  acquired 
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1.  Legislation  in  Texas  relating  to  the  reporting  of  child  abuse. 


Legislature 

Nature  of  Report 

Immunity 

Persons  to  Report 

1965 

Permissive, 

nonaccusatorv 

Civil  and 
criminal 

Physicians 

1%9 

Permissive, 

nonaccusatorv 

Civil  and 
criminal 

Physicians  and  designated  others,  ie, 
social  workers 

1971 

Wlandatory, 

nonaccusatorv 

Civil  and 
criminal 

Any  person  with  cause  to  believe  abuse 
occurred 

1973 

Mandatory  and 
punitive,  non- 
accusatory 

Civil  and 
criminal 

Any  person  with  cause  to  believe  that 
abuse  or  neglect  has  occurred  or  will  occur 

Note:  Effective  Jan  1,  1974,  the  Texas  Family  Code  incorporated  the  reporting  of  child  abuse  as  chapter  34. 


venereal  disease,  human  bite  marks,  etc. 

As  with  many  working  diagnoses,  there 
are  varying  degrees  of  certainty  as  to 
cause.  The  parent  is  told  of  the  diagnosis, 
with  qualifications,  beginning  with  the  firm 
statements  that  what  is  seen  by  the  physi- 
cian can  be  accounted  for  only  by  imposed 
abuse,  and  continuing  along  a continuum 
to  the  observation  that  a possibility  exists 
that  the  child  was  abused.  The  physician 
must  be  careful  that  his  opinion  remains 
within  the  scope  of  his  expertise. 

When  any  child  is  the  patient,  the  ethics 
of  relationships  are  more  complicated  than 
usual.  The  responsibility  of  the  physician 
to  deliver  this  diagnosis  imposes  on  him  an 
unpleasant  task,  but  it  is  one  that  may  not 
be  abdicated.  A good  diagnosis  includes  a 
statement  of  what  is  wrong,  how  it  got  that 
way,  what  should  be  done,  and  what  must 
be  done.  A distinguishing  feature  of  these 
diagnoses  is  that  one  of  the  things  that  the 
physician  must  do  is  comply  with  the  re- 
porting law. 

Reporting 

A guide  to  the  reporting  of  child  abuse 
evolved.  The  one  illustrated  is  the  current 
revision  (Fig  3).  There  are  several  benefits 
of  an  outline.  It  does  organize  a data  base. 
The  findings  called  for  are  factual,  objec- 
tive, and  likely  would  be  in  agreement  with 
those  of  any  trained  person.  It  tends  to 
focus  attention  to  the  unique  contribution 
that  the  physician  can  make  to  the  purpose 
of  the  laws  for  the  protection  of  abused 
children. 

While  the  physician  is  not  expected  to 
have  direct  information  about  the  abuser, 
to  have  observed  the  incident,  or  to  act  for 
the  courts,  he  should  employ  judgment  in 
one  special  area  of  reporting  in  which  he 
has  discretion.  The  law  permits  the  report 


to  be  forwarded  to  one  or  several  agencies: 
the  county  welfare  unit,  or  the  county  agen- 
cy responsible  for  protection  of  juveniles, 
or  any  local  or  state  law  enforcement  agen- 
cy. The  knowledge  that  the  physician  has 
of  his  community,  his  views  of  a desirable 
response  to  his  report,  and  a sense  of  de- 
grees of  further  danger  to  the  child  can  be 
given  expression  in  addressing  the  report. 

A number  of  counties  in  Texas  have  no 
resident  child  welfare  units.  In  some  areas 
the  only  24-hour  agency  is  the  police. 
County  judges  have  some  authority  over  all 


2.  Patient  and  problem  classifications. 


Case 

Age 

(years) 

Sex 

Type  Abuse 

1 

8 

F 

Molestation 

2 

5 

F 

Molestation,  acquired  venereal  disease 

3 

8 

F 

Attempted  molestation,  emotional  trauma 

4 

6 

F 

Molestation 

5 

8 

F 

Coitus,  perineal  laceration 

6 

4 

F 

Coitus,  acquired  venereal  disease 

7 

13 

F 

Molestation 

8 

4 

F 

Coitus 

9 

5 

F 

Molestation 

10 

6 

IVI 

Anal  sodomy,  acquired  venereal  disease 

11 

7 

F 

Coitus,  acquired  venereal  disease 

12 

6 

F 

Coitus 

13 

13 

F 

Coitus 

14 

5 

F 

Molestation 

15 

3 

F 

Coitus?  Molestation?  Acquired  venereal 
disease 

16 

1 

F 

Molestation 

17 

11 

M 

Anal  sodomy 

18 

4 

M 

Anal  sodomy,  lacerated  rectum 

19 

3 

F 

Molestation,  drugged 

20 

6 

F 

Coitus,  lacerated  vagina 

21 

12 

F 

Coitus,  lacerated  vagina 

22 

10 

F 

Molestation,  human  bite  marks 

Volume  71,  February,  1975 


Child  abuse 


the  residents  in  their  jurisdictions.  Ourex- 
periences  have  been  that  a law  enforce- 
ment agency  will  likely  view  the  report  as 
requiring  immediate  visible  response,  and 
tend  to  emphasize  the  criminal  aspects  of 
the  act.  County  agencies  specifically  charg- 
ed with  the  protection  of  juveniles  are  more 
prone  to  considerthe  impact  of  the  inves- 
tigation and  their  activities  on  the  totality 
of  the  family’s  and  child’s  lives.  Where  the 
population  of  the  county  is  small  and  its 
resources  scant,  the  county  judge  probably 
knows  quite  well  the  conditions  of  the  com- 
munity, and  will  beamenableto  sound 
comment  by  the  professional  person.  Each 
of  our  254  counties  has  unique  character- 
istics that  are  known  to  the  local  practicing 
physicians. 

Child  abuse  untreated  is  a deadly  disor- 
der. Deaths  by  homicide  of  children  under 
1 year  of  age  exceeds  the  total  of  those  by 

i.  Reporting  guide. 


nephritis,  nephrosis,  ischemic  heart  dis- 
ease, diabetes  mellitus,  and  bacillary  dys- 
entery.® An  early  step  toward  adequate 
care  is  identification  of  the  problem.  The 
physician  can  contribute  beyond  his  medi- 
cal skill  area  to  the  protection  of  the  abus- 
ed child  by  calling  each  instance  to  the 
attention  of  an  appropriate  agency.  The 
physician  can  report  such  an  encounter  in 
a fashion  which  is  protective  of  the  child, 
the  society,  and  himself. 
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, Supervisor 

County  Child  Welfare  Unit 


. Texas 


District  Attorney 

County 

, Texas 


Re: 

UH# 

(W,  C)  (M,  F)  DOB. 

Dear  Sir: 


This  child  is  the  son/daughter/ward  of  Mr.  and  Mrs. , 

Street, , 

Texas.  He/ She  was  treated  medically  here  on . 

Pertinent  findings  were: 

1.  (Scars,  cuts,  apparent  burns,  bruises,  by  approximate  size,  location,  and  likely  incident  time) 

2.  X-ray  studies  revealed 

3.  Unusual  behavior  seen  included  (articulations  guardings) 

4.  Miscellaneous:  (guaiac  positive  stools,  hematuria,  abnormal  laboratory  result  if  applicable) 

In  my  professional  opinion  this  child  is  (possibly)  (likely)  (probably)  a victim  of  imposed  physical  abuse.  This  report  is  made 
under  the  provisions  of  Chapter  34,  Texas  Family  Code,  V.T.C.A.,  recognizing  the  immunities  granted  to  the  reporter  therein. 


cc:  Medical  Record 
Physician 


-,  M.D. 


*The  last  sentence  was  not  on  the  form  used  in  our  study,  but  will  be  incorporated  into  our  next  revision  of  the  report  form. 
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lumiiM  [dyphylline] 

prescribing,  please  review  complete  prod- 
uct inform^tfori^f  a summary  of  which  follows: 

Indications:  For  relief  of  acute  bronchial'^-^ma 
and  for  reversible  bronchospasm  associated  withs, 
chronic  bronchitis  and  emphysema. 

Precautions:  Exercise  caution  with  use-  in“the 
presence,  of  severe  cardiac  disease,  renal  or  .he- 
patic malfunction,  glaucoma,  hyperthyroidism, 
peptic  ulcer,  and  concomitant  use  of  other.xan- 
thine-containing  formulations  or  other  CNS  stim- 
ulating drugs. 


Adverse  Reactions:  May  cause  nausea,  headache, 
cardiac  palpitation  and  CNS  stimulation.  Post- 
prandial administration  may  help  to  avoid  gastric 
discapifort. 

How  Supplied: 

LUFYLLIN,  200  mg..  Tablets:  NDC  19-R521-92, 
bottle  of  100;  NDC  19-R521-97,  bottle  of  1000. 
LUFYLLIN  Elixir:  NDC  19-R515-68,  pint  bottle; 
NDC  19-R515-69,  gallon  bottle. 

LUFYLLIN  Injection:  NDC  19-R537-T2,  box  of  25 
X 2 rnii  ampuls. 


For  relief  of  acute  bronchial  asthma  and  for  reversible  bronchospasm 
associated  with  chronic  bronchitis  and  emphysema. 


Cdyphylline) 


...a  basic  need  for  the 
bronchospastic  patient. 


Tablets:  200  mg  dyphylline 
Elixir:  per  15  ml:  dyphylline  100  mg, 

alcohol  20%  v/v 


the  bronchodilator  with  a difference... dyphylline. 


EED  FOR  YOUR  PATIENT 


BECAUSE 

1.  ProvenTefflcacy 

2.  Little  to  no  CNS  stimulation 


3.  Little  to  no  gastric'upset 

4.  High  therapeutic*  blood  levels’’*^ 

5.  Effective  during  long-term 

6.  Only  1/5  the  toxicity  of 
theophylline  or  aminophylline"''®® 
(based  on  animal  studies) 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


- ^ 


not  if  the  vasodilator  is 

Vasodilan* 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease^  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  25.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows; 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less  than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration;  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions;  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 
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Legal  abortion  in  Bexar  County  Hospital 


C.  E.  Gibbs,  MD;  Paul  C.  Weinberg,  MD 

What  kind  of  patients  seek  legal  abortion? 
The  purpose  of  this  article  is  to  answerthat 
question  as  it  pertains  to  a group  of  women 
who  had  legal  terminations  of  pregnancy  at 
the  Bexar  County  Hospital  in  San  Antonio. 

It  is  often  alleged  that  the  majority  of  such 
patients  are  sexually  irresponsible  or  eco- 
nomically improvident  women  who  use 
abortion  as  a means  of  contraception.  It  is 
also  believed  by  many  that  teen-agers  are 
the  primary  users  of  abortion  services.  In- 
formation bearing  on  these  concepts  will  be 
presented. 

Materials  and  Methods 

By  and  large  the  patients  studied  were 
referred  to  the  Bexar  County  Hospital  Dis- 
trict orthe  Consultants’  Clinic  of  The  Uni- 
versity of  Texas  Medical  School  for  termin- 
ation of  pregnancy.  Each  patient  was 
accompanied  by  a letter  from  a physician 
indicatingthat  in  his  or  her  judgment  con- 
tinuation of  the  pregnancy  constituted  a 
threat  to  the  life  of  the  patient  and  recom- 
mending termination  of  the  pregnancy. 
Patients  were  interviewed  by  specially 
trained  problem  pregnancy  counselors, 
examined  by  a member  of  the  resident 
and/or  attending  staff  of  the  hospital,  and 
appropriate  decisions  made.  A departmen- 
tal committee  reviewed  each  case  and  ap- 
proval by  the  department  chairman  was 
required.  No  patient  was  aborted  who  had 
been  pregnant  longer  than  19  weeks  and  6 
days.  Post-abortion  follow-up  was  conduct- 
ed by  the  referring  physician  or  agency,  or 
by  the  hospital  district  staff.  Preoperative 
evaluation,  operative  techniques,  and  fol- 
low-up were  in  accordance  with  the  guide- 
lines suggested  by  the  American  College  of 
Obstetricians  and  Gynecologists^  and  the 
American  Public  Health  Association. ^ Ap- 
propriate data  from  the  interview  forms. 


and  the  hospital  course,  were  placed  on 
code  sheets  and  processed  by  punch  cards. 
These  data  were  then  extracted  and 
tabulated. 

Demographic  Data 

There  were  2,512  abortions  performed. 
Seventy  percent  of  the  patients  were  20 
years  of  age  or  older.  Fig  1 indicates  the 
marital  status;  7 1 % of  the  patients  were 
or  had  been  married.  Thirty-seven  percent 
of  the  patients  had  Spanish  surnames.  Fig 
2 gives  the  occupations  and  Fig  3 the 
source  of  financial  support  of  the  patients. 
Although  the  Bexar  County  Hospital  Dis- 
trict is  designed  to  care  primarily  for  medi- 
cally indigent  patients,  only  12%  of  the 
patients  were  receiving  any  kind  of  public 
assistance  funds.  Most  of  the  patients  did 
receive  reduction  in  hospital  charges  be- 
cause of  insufficient  income.  Four  out  of 
five  of  the  patients  were  either  self-sup- 
porting or  supported  by  their  spouse  or 
parents.  Of  those  patients  who  were  min- 
ors, 65%  came  from  homes  with  a persist- 
ing parental  marriage. 

Reproductive  Experience 

Fifty-six  percent  of  the  patients  had  had 
one  or  more  living  children.  Of  these  pa- 
tients, 82%  were  married  and  had  raised 
the  child  in  the  family  context.  Thirteen 
percent  had  been  single  at  the  birth  of  a 
previous  child,  but  had  kept  the  child  for 
rearing.  Only  102  (4%)  of  the  patients  had 
had  previous  induced  abortions,  about  half 
legal  and  half  illegal.  This  represents  a 
recurrence  rate  of  legal  abortions  of  only 
2%.  Perhaps  most  startlingwasthat71% 
of  the  2,512  patients  had  never  used  a 
medical  method  of  birth  control.  All  pa- 
tients were  counseled  in  family  planning  at 
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the  time  of  their  initial  pre-abortion  inter- 
view, and  thereafter,  with  96%  accepting 
a contraceptive  or  sterilization.  Of  the  mar- 
ried patients,  contraceptive  failure  was  as- 
sociated with  the  pregnancy  in  approxi- 
mately 40%.  It  could  not  be  determined 
whetherthis  was  method  or  patient  failure, 
however. 

Entry 

Patients  gained  entry  into  the  system  by 
referral  from  other  physicians.  Eighty-nine 
percent  of  the  patients  were  residents  of 
Bexar  County,  and  most  of  these  were 
referred  by  family  physicians,  obstetricians 
and  gynecologists,  psychiatrists,  and  other 
physicians  of  Bexar  County.  Only  6%  of 
the  patients  were  referred  by  other  Bexar 
County  Hospital  District  clinics.  Almost 
10%  were  referred  from  military  installa- 
tions in  the  county.  Thirty  percent  of  the 
patients  were  past  12  weeks  pregnant,  by 
menstrual  dates,  at  the  time  of  initial  con- 
tact. Precise  data  are  not  available,  but 
many  patients  were  further  along  when  ex- 
amined than  menstrual  dates  indicated. 
There  were  significant  delays  of  two  weeks 
or  so  imposed  by  the  need  for  consultation 
and  proof  of  pregnancy  prior  to  the  initial 
interview.  These  delays  often  resulted  in 
unnecessary  risk  for  the  patient  and  were 
counterproductive  because  they  occurred 
before  counseling  and  examination. 

Procedures 

It  is  not  the  intent  of  this  report  to  discuss 
the  operative  techniques  in  detail.  How- 
ever, about  45  % of  the  patients  were 
scheduled  for  suction  curettage,  about 
40%  for  amniocentesis  with  instillation  of 
a hypertonic  solution,  and  the  remainder 
for  surgical  procedures  usually  to  achieve 


sterilization  along  with  the  abortion.  Steril- 
ization was  performed  at  the  time  or  im- 
mediately following  the  abortion  in  286 
(1 1 %)  of  the  patients.  In  others  steriliza- 
tion was  to  be  performed  at  a later  date. 

There  were  no  deaths.  We  are  aware  of 
one  complication  of  hypertonic  saline  re- 
sulting in  permanent,  severe  disability. 
Follow-up  data  was  incomplete  for  many 


Status 

No. 

% 

Married 

1,173 

47 

Never  married 

744 

27 

Divorced 

365 

15 

Separated 

186 

7 

Widow 

36 

1.5 

Unknown 

8 

0.4 

1.  Marita!  status. 


Occupation 

No. 

% 

Housewife 

530 

21 

Student,  grades  1 through  12 

394 

16 

Student,  college  or  graduate  school 

235 

9 

Gainful  employment 

762 

30 

Unemployed,  prior  gainful  employment 

218 

9 

Unemployed,  no  prior  gainful  employment  321 

13 

Other 

5 

0.3 

Unknown 

56 

2.0 

2.  Occupation  of  patients. 


3.  Source  of  patients’  financial  support. 


Support 

No. 

% 

Self 

704 

28 

Spouse 

689 

27 

Parents 

643 

26 

Public  assistance  grants 

294 

12 

Divorced  with  alimony  and/or 
child  support 

26 

3 

Relatives  (not  parents) 

59 

1 

Friend 

30 

3 

Unknown 

67 
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patients.  Detailed  reports  concerning  tech- 
niques and  complications  of  the  various 
procedures  involved  have  been  or  will  be 
published  as  greater  data  are 
accumulated.^ 

Discussion 

Abortion  as  a solution  to  the  problem  of 
unwanted  pregnancy  is  sought  by  women 
of  all  ages,  ethnic  backgrounds,  and  mari- 
tal status.  Pregnancy  terminated  by  abor- 
tion or  birth  is  an  increasingly  familiar  ex- 
perience for  v/omen  of  junior  high  school 
and  high  school  age  in  Bexar  County.  For 
example,  1,141  births  to  women  17  years 
old  and  younger  were  recorded  in  Bexar 
County  in  1968.  In  1972  there  were 
1,542.'*  Difficulties  obtainingand  unwill- 
ingness to  use  an  effective  contraceptive, 
especially  by  younger  persons,  both  male 
and  female,  constitutes  a challenge  and  an 
opportunity  to  those  attempting  to  reduce 
the  numbers  of  unwanted  pregnancies.  In  a 
previous  study,-’  patients  receiving  mater- 
nity care  in  the  Bexar  County  Hospital  Dis- 
trict indicated  that  education  concerning 
safety,  technology,  and  availability  of  fami- 
ly planning  services  would  be  the  most  use- 
ful single  thingthat  could  be  done  to  make 
utilization  more  widespread.  This  study 
bears  that  out. 

This  study  indicates  that  the  patients  in 
this  group  are  by  and  large  responsible, 
self-supporting  persons.  The  percentage  of 
patients  receiving  public  assistance  funds 
is  much  the  same  as  for  those  delivering 
babies  in  this  hospital  district’s  facilities. 
Almost  all  who  had  had  a previous  oppor- 
tunity to  do  so  had  accepted  the  respon- 
sibility for  raising  their  children.  Almost 
three-fourths  of  the  patients  were  20  years 
of  age  or  older  and  had  been  married.  Few 
admitted  to  previous  induced  abortions  of 


any  kind.  Almost  all  accepted  family  plan- 
ning services  following  the  abortion.  We 
are  continuing  to  do  approximately  135 
pregnancy  terminations  a month  with  only 
about  5%  of  these  having  had  previous 
legal  abortions. 

In  the  hundreds  of  thousands  of  abor- 
tions that  have  been  reported  since  July 
1970  from  New  York  State,  it  has  become 
increasingly  clear  that  the  safety  of  abor- 
tion is  directly  related  to  the  period  of  ges- 
tation at  the  time  the  abortion  is  perform- 
ed. This  is  especially  true  when  the  preg- 
nancy has  progressed  to  the  point  where  a 
transabdominal  procedure  is  necessary. 
Because  of  this  it  is  imperative  that  those 
who  offer  abortion  services  make  these 
services  available  in  such  a fashion  that 
patients  can  be  cared  for  easily  and  quick- 
ly. Inexpensive,  accurate,  and  immediately 
available  pregnancy  diagnosis,  for  in- 
stance, is  required.  It  is  best  that  this  preg- 
nancy testing  not  involve  parental  consent 
and  all  of  the  paraphernalia  of  a pelvic  ex- 
amination by  a physician.  After  confirma- 
tion that  a pregnancy  exists,  informed  and 
nondirective  counseling  should  lead  the 
patient  to  an  appropriate  resolution  of  her 
problem,  either  by  registration  for  prena- 
tal care  or,  if  she  elects,  abortion.  Abortion 
services  must  be  made  easy  to  find,  non- 
punitive,  and  supportive  of  the  patient’s 
decisions. 

Unlike  maternity  patients,  many  abor- 
tion patients  often  do  not  return  to  the 
abortion  service  fortheir  postoperative  ex- 
amination, or  even  perhaps  for  the  treat- 
ment of  complications.  Because  of  this,  it 
seems  to  us  imperative  that  a simple  re- 
porting system  be  initiated  in  Texas  to  in- 
clude all  patients  having  induced  abor- 
tions, as  well  as  for  the  reporting  of  all 
significant  abortion  complications.  By  so 
doing,  accurate  data  can  be  assembled  and 
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disseminated  to  the  involved  institutions 
and  physicians.  That  this  has  important 
implication  can  be  seen  by  the  fact  that  in 
1972,  16,022  Texas  women  had  legal  abor- 
tions in  other  states.*^  It  can  be  anticipated 
from  the  experience  of  other  states  that  as 
many  as  100,000  abortions  will  be  done 
annually  in  Texas. 

Summary 

Data  from  2,512  legal  terminations  of 
pregnancy  in  one  hospital  indicate  that 
married  and /or  parous  women  of  20  and 
over  were  the  majority  users  of  the  abor- 
tion services.  Almost  all  who  had  had  chil- 
dren had  accepted  the  responsibility  for 
them.  Although  most  of  the  patients  had 
not  used  a medical  contraceptive  priorto 
the  abortion,  almost  all  accepted  family 
planning  thereafter.  The  need  for  easy  ac- 
cessibility and  reporting  is  discussed. 
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Folk  medicine  in  Southwest 


Believe  it  nor  not,  Texas  Doctor,  many  of 
your  patients,  to  one  extent  or  another,  be- 
lieve in  a form  of  folk  medicine.  Ridicu- 
lous? Not  at  all. 

According  to  psychiatrist  Dr.  George  G. 
Meyer,  who  has  had  extensive  experience 
workingwith  Indian  medicine  men  and 
Mexican  curanderos,  there  are  varying  de- 
grees of  overlap  among  modern  medicine, 
religion,  folk  medicine,  and  different  phi- 
losophies of  life. 

Since  folk  medicine  is  prevalent  in  the 
Southwest,  physicians  are  often  called 
upon  to  deal  with  the  conflicts  that  can  oc- 
cur when  folk  beliefs  and  scientific  medi- 
cine collide.  Dr.  Meyer  emphasized  the  im- 
portance of  the  physician’s  ability  to  cope 


Editor’s  note:  Dr.  George  G.  Meyer,  professor  of 
psychiatry,  The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio,  was  program  direc- 
tor for  the  recent  postgraduate  course  on  folk 
medicine  sponsored  by  UT.  A graduate  of  the 
University  of  Chicago  School  of  Medicine,  he 
once  served  as  a surgeon  with  the  US  Public 
Health  Service  and  retains  this  status  in  the  PHS 
inactive  reserve.  He  serves  as  consultant  to  vari- 
ous institutions  and  organizations  including  the 
PHS’s  Indian  Health  Service  and  the  regional  of- 
fice of  the  National  Institute  for  Mental  Health. 
His  present  positions  also  include  member.  Task 
Force  on  American  Indians,  American  Psychiatric 
Association;  medical  director,  mental  health  pro- 
grams, Mexican-American  Unity  Council,  San 
Antonio;  executive  board  member.  Crisis  Center, 
San  Antonio;  and  others.  His  professional  mem- 
berships and  honors  are  numerous.  In  addition. 
Dr.  Meyer  has  authored  or  co-authored  more  than 
45  articles,  many  of  which  deal  with  aspects  of 
folk  medicine. 

He  and  his  colleague.  Dr.  Cervando  Martinez,  as- 
sistant professor  of  psychiatry  at  UT  San  Antonio, 
have  extensive  experience  in  the  area  of  folk 
medicine. 


with  and  respect  folk  medical 
practices. 

Often  viewed  as  an  intruding  or  competing 
brand  of  medicine,  folk  medicine  was  de- 
scribed by  Dr.  Meyer  as  merely  reflecting 
a parallel  way  of  life  that  is  “different,  and 
overlapping.’’ 

Although  utilized  more  by  the  lower  middle 
and  poor  income  classes.  Dr.  Meyer  said 
that  all  cultural  groups  find  some  forms  of 
folk  belief  fashionable.  In  the  suburbs 
these  beliefs  may  be  reflected  by  grand- 
ma’s chicken  soup,  yoga,  daily  jogging,  fad 
foods,  or  astrology.  Persons  view  these 
practices  as  ways  of  conquering  ills  and 
remaininghealthy. 

Dr.  Meyer  also  cited  faith  healing  and  “lay- 
ing on  of  hands’’  as  being  a very  real  phe- 
nomenon in  Texas  as  well  as  anotherex- 
ample  of  a basic  form  of  folk  medicine. 

Folk  practices  in  today’s  society 

Why  does  folk  medicine  still  exist?  Dr. 
Meyer  said  that  wherever  modern  scientific 
medicine  is  available,  accessible,  and  af- 
fordable, folk  medicine  ultimately  is  replac- 
ed. He  pointed  out  that  the  services  offered 
by  faith  healers  and  curanderos  (the  com- 
monly used  term  for  Mexican-American 
folk  healers)  are  available,  affordable,  have 
no  barriers,  no  waiting  lists.  Most  practi- 
tioners don’t  collect  money  because  the 
treatment  is  viewed  as  coming  from  God. 

Dr.  Meyer  estimated  that  60-70%  of  folk 
healers  are  curanderos. 

On  the  other  hand,  physicians  may  some- 
times be  priced  out  of  range  for  the  poor. 
Another  disadvantage  is  that  people  some- 
times feel  isolated  from  and  cannot  relate 
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to  medical  doctors.  To  these  people,  physi- 
cians use  strange  instruments  and  speak  a 
strange  language.  Such  patients  feel  even 
more  distant  from  specialists  v\/ho  treat 
only  a part  of  the  person.  Dr.  Meyer  said 
that  people  instinctively  want  a doctor  who 
knows  everything.  When  the  curandero 
says,  “This  spirit  is  workingon  you,’’  the 
patient  feels  his  entire  being  is  being  cared 
for. 

According  to  Dr.  Meyer,  many  people  uti- 


lize both  scientific  and  folk  medical  sys- 
tems. Forthis  reason  in  particular  physi- 
cians need  to  be  aware  of  and  tolerant  of 
folk  practices  orthe  patient  is  likely  to 
keep  these  beliefs  from  the  physician.  Dr. 
Meyer  explained  that  patients  feel  guilty 
admitting  such  practices,  and  only  the 
physician  can  reassure  the  patient,  and 
help  him  utilize  the  best  of  both 
approaches. 

Dr.  Meyer  likened  folk  beliefs  to  the  “child’’ 


The  curing  of  "bad  air,”  shown  here  on  painted  ceramic,  is  a practice  carried  over  from  Aztec  medicine  to  the 
present.  (Photo  courtesy  of  The  University  of  Texas  Health  Science  Center  at  San  Antonio.) 
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At  top,  the  yarn  painting  depicts  the  ritual  search  for  the 
sacred  place  where  peyote  may  be  found.  The  painting 
directly  above  represents  “Wirikuta,”  a ritual  search  for 
the  sacred  place  of  growing  peyote  with  yarn  interpreta- 
tions of  the  peyote  and  the  hunter.  (Photos  courtesy  of 
The  University  of  Texas  Health  Science  Center  at  San 
Antonio.) 


living  inside  a person.  The  “child”  remem- 
bers the  family’s  elders,  theirwisdom,  and 
their  caringforthe  sick.  Especially  under 
stress  will  a person  revert  to  childhood  be- 
liefs and  practices,  the  psychiatrist 
said. 

Dr.  Meyer  described  curanderos  as  knowl- 
edgeable, dedicated,  and  generally  harm- 
less to  the  patient.  Curanderos  are  very  re- 
spected within  the  community  and,  be- 
cause they  thrive  on  their  reputation,  are 
very  successful.  This  success  might  in  part 
be  due  to  the  fact  that  curanderos  are 
aware  of  the  capabilities  of  modern  medi- 
cine and  at  times  refer  patients  to  medical 
doctors  for  treatment.  This  referral  sys- 
tem, however,  is  strictly  one-way  as  medi- 
cal doctors  do  not  refer  patients  to  curan- 
deros. In  contrast  to  this  situation.  Dr. 
Meyer  pointed  out  that  on  Indian  reserva- 
tions out  West,  it  is  not  unusual  to  find  an 
Indian  medicine  man  as  a consultant  on 
the  staff  of  an  Indian  hospital.  In  fact.  Dr. 
Meyeradded  that  in  orderto  perpetuate 
tradition  and  easetransition  to  modern 
medical  practices,  a school  for  medicine 
men  has  been  started  on  the  Navajo  reser- 
vation. Plans  are  concurrently  under  way 
for  a medical  school  on  the  reservation. 

Types  of  folk  practitioners 

Dr.  Meyer  described  four  basic  categories 
of  folk  practitioners.  One  is  the  family  folk 
practitioner,  often  the  grandmotherto 
whom  problems  and  ills  are  traditionally 
taken  for  relief.  The  second  type  is  the 
neighborhood  resource.  This  person  is 
looked  to  by  the  entire  neighborhood  for 
remedies.  Another  category  includes  the 
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practitioners  who  feel  they  have  a calling. 
Sometimes  they  inherit  the  position  or  per- 
haps they  have  served  apprenticeships  to 
acquire  the  healing  skills.  These  practition- 
ers view  their  work  as  a religious  mission, 
and  will  only  accept  offerings  for  their  serv- 
ices. Thefinal  category  is  the  fulltime  folk 
practitioner.  These  professionals  may  ride 
a circuit  or  establish  a church,  office,  or 
clinic.  They  charge  patients  per  visit  with 
fees  ranging  from  $1  to  $7  depending 
upon  the  status  and  fame  of  the 
practitioner. 

Dr.  Meyer  said  that  Mexican-American  cur- 
anderismo  is  descended  from  Aztec  medi- 
cine which  is  acknowledged  for  its  advanc- 
ed scientific  methods  and  legendary  for 
saving  Cortez  and  his  crew  from  fevers  and 
dysentery.  And  although  Mexican  curan- 
derismo  was  closely  tied  to  religion,  in  its 
early  days  Spanish  medicine  declared  itto 
be  superstition  and  the  Catholic  Church 
attempted  to  drive  it  underground  as 
heresy. 

Today  also,  modern  society  tends  to  drive 
such  beliefs  underground  and  depreciate 
their  values.  But,  as  has  happened  over 
many  generations,  folk  beliefs  are  redis- 
covered and  revered. 

Perhaps  a clueto  the  high  regard  in  which 
curanderos  are  held  lies  in  the  background 
and  training  of  such  a practitioner.  Dr. 
Meyer  explained  that  a curandero  under- 
goes a very  long  apprenticeship.  The  prac- 
titioner is  in  his  40s,  and  more  often  his 
50s,  before  establishing  his  own  practice. 
The  community  must  respect  a curandero 
as  a person  before  it  is  willing  to  respect 
him  as  a healer. 

Information  about  a curandero  is  passed 


strictly  by  word  of  mouth.  Dr.  Meyer  said  it 
would  be  difficult  for  an  outsider  to  learn 
about  the  curanderos  in  a community.  The 
knowledge  is  kept  as  closely  and  as  sacred 
as  a secret. 

Public  exploitation  by  a curandero  is  rare 
as  the  system  of  training  and  acceptance 
mediates  against  it.  A true  curandero  never 
advertises.  Dr.  Meyer  stated.  He  warned 
that  neon  lights  usually  meant  a “rip-off” 
forthe  patient. 

Dr.  Meyer  contrasted  curanderos  with 
“brujos,”  male  witches,  who  often  charge 
for  “dewitching.”  While  the  curandero  is 
embraced  by  a community,  a brujo  is  usu- 
ally isolated  from  the  mainstream  of  socie- 
ty, claimingto  have  the  devil  on  his 
side. 

What  would  drive  a patient  to  such  a prac- 
titioner? Dr.  Meyer  said  that  when  scienti- 
fic medicine  fails,  a distressed  patient  may 
seek  other  forms  of  assistance.  Under 
these  circumstances  a patient  is  more  like- 
ly to  end  up  with  a charlatan  than  a person 
referred  to  a curandero  through  a stable 
community  contact. 

Folk  medicine  disappearing? 

Although  true  folk  medicine  survives  in 
pockets,  it  is  a casualty  of  change  and  is 
dying  out  according  to  Dr.  Meyer.  There 
are  conflicting  data  on  this,  depending  on 
the  area.  The  younger  ethnic  generation  to- 
day is  interested  in  folk  practices  and  polit- 
ical activists,  especially,  embrace  the  be- 
liefs as  part  of  their  cultural  heritage.  But 
the  number  of  apprentices  is  rapidly  dimin- 
ishing. In  the  past  ten  years  there  has  been 
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little  replacement  of  folk  healers. 
Physicians  may  find  folk  beliefs  threaten- 
ing and  tend  to  depreciate  their  value.  Dr. 
Meyer  said  that  a physician  with  a back- 
ground in  philosophy  and  religion  usually 
finds  it  easier  to  acknowledge  the  rele- 
vance of  folk  medicine.  Dr.  Meyer  stressed 
the  importance  of  a physician’s  ability  to 
speak  comfortably  about  folk  beliefs  with 
patients. 

The  growing  interest  of  Texas  physicians  in 
folk  practices  was  evidenced  last  fall  by  the 
overwhelming  registration  of  more  than 
350  persons  fora  postgraduate  course  on 
folk  medicine  sponsored  by  The  University 
of  Texas  Health  Science  Center  at  San  An- 
tonio. The  course  was  part  of  the  three-day 
International  Film  Festival  on  Culture  and 
Psychiatry  which  focused  on  the  “Mexican 
Culture  and  the  Healing  Arts.’’ 

For  physicians  interested  in  pursuing  the 
topic  of  folk  medicine,  Dr.  Meyer  suggest- 
ed the  following: 

Kiev,  Ari.  Curanderismo:  Mexican- American 
Folk  Psychiatry.  New  York:  The  Free  Press, 
1968.  (in  TMA  library) 

Martinez,  Cervando,  and  Martin,  Harry  W. 
“Folk  Diseases  Among  Urban  Mexican- 
Americans.’’  The  Journal  of  The  American 
Medical  Association,  Vol  196,  No  2 (April 
11,  1966),  pp  147-150. 

Steiger,  Brad.  Medicine  Power:  The  Ameri- 
can Indian’s  Revival  of  His  Spiritual  Heritage 
and  Its  Relevance  for  Modern  Man.  Double- 
day, 1974. 

Torrey,  E.  Fuller.  The  Mind  Game:  Witch- 
doctors and  Psychiatrists.  New  York:  Bantam 
Psychology,  1972. 
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“All  physicians  are  concerned  about  the 
way  practice  is  delivered — and  the  way 
practice  is  delivered  is  very  important  to 
the  future  of  this  country. 

“I  think  it  is  important  to  the  health  of  the 
American  people.  The  whole  purpose  of  the 
AMA,  in  either  the  scientific  or  socioeco- 
nomic area,  is  to  insure  better  patient 
care. 

“The  orientation  toward  the  patient  should 
never  get  lost  in  the  organizational 
problems.” 

So  says  Dr.  Max  H.  Parrott,  president-elect 
of  the  American  Medical  Association.  In  a 
recent  interview.  Dr.  Parrott  also  touched 
on  areas  such  as  computers,  legislation, 
and  medical  goals. 

Dr.  Parrott  believes  that  the  AMA  is  much 
more  than  what  many  persons,  including 
many  physicians,  believe  it  is. 

To  the  outsider,  ortothe  physician  who  is 
not  a member  of  the  AMA,  it  may  appear 
that  the  association’s  main  interests  are  in 
the  fields  of  legislation  and  socioeconom- 
ics. But,  Dr.  Parrott  said,  fully  80%  of  the 
AMA’s  activities  are  in  areas  such  as  scien- 
tific publication,  education,  and  scientific 
activities. 

Because  of  its  diversity.  Dr.  Parrott  said  he 
likes  to  refer  to  the  AMA  as  an  “umbrella 
organization”  which  represents  many  per- 


Editor's  note:  Dr.  Max  H.  Parrott  spoke  to  the 
1974  Texas  Medical  Association  Conference  on 
Medical  Service  and  Practice  Management  on  the 
topic,  "An  Objective  Look  at  Health  Maintenance 
Organizations.”  The  Canadian-born  physician  was 
raised  and  educated  in  Portland,  Ore.  He  is  a 
graduate  of  Oregon  State  College  and  Oregon 
Medical  School.  During  World  War  II  he  served 
in  the  Army  Medical  Corps.  Following  the  com- 
pletion of  an  obstetrics-gynecology  residency  in 
Michigan,  he  established  his  practice  in  Portland 
in  1949. 


sons,  but  especially  physicians,  whether 
they  belong  or  not.  He  pointed  out  that 
many  physicians  receive  benefit  of  AMA 
activities  for  which  they  are  not  paying. 

Continuing  education 

On  the  subject  of  continuing  education.  Dr. 
Parrott  suggested  establishment  of  an  in- 
stitute for  such  studies. 

Investigation  of  such  an  institute,  he  said, 
will  be  a primary  concern  during  his  tenure 
as  president  of  the  AMA. 

The  AMA,  he  said,  has  been  considering 
such  an  institute  since  1962,  but  the  Board 
of  T rustees  has  been  forced  to  turn  it  down 
because  of  monetary  considerations.  Dr. 
Parrott  pointed  out  that  physician  ac- 
ceptance of  and  demand  for  courses,  cou- 
pled with  the  AMA’s  accreditation  of  some 
5,000  continuing  education  programs,  evi- 
dences a definite  need  for  some  sort  of 
coordination. 

Finances  for  such  a program.  Dr.  Parrott 
said,  could  be  generated  as  such  an  insti- 
tute develops,  provided  it  is  handled 
properly. 

“I  think  the  AMA  is  the  only  unit  in  the 
country,  otherthan  government,  which  is 
able  to  coordinate  the  courses  that  are 
produced  by  specialty  societies,  hospital 
staffs,  state  and  county  societies,  volun- 
tary health  agencies  and  government  agen- 
cies,” he  said. 

Hopefully,  he  commented,  such  a program 
would  avoid  need  for  relicensure,  although 
he  added  that  he  does  anticipate  some 
form  of  recertification  procedure  in  the 
future. 

Dr.  Parrott  suggested  implementation  of 
computerized  information  on  continuing 
education  so  that  physicians  who  enroll  in 
courses  would  have  little  problem  docu- 
menting their  activities. 


Dr.  Parrott 
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Using  computers  in  continuing  education 
documentation  is  only  one  way  in  which 
such  machines  can  help  medicine,  accord- 
ing to  Dr.  Parrott. 

Computers  in  medicine 

An  interest  in  computers  both  profession- 
ally and  personally  has  led  Dr.  Parrott  to 
use  such  a system  in  his  own  practice  for 
billing  purposes. 

Computers  are  expensive,  however.  Dr. 
Parrott  indicated  that  his  OB-GYN  group 
spends  about  $900  a month  to  computer- 
ize billing,  but  adds  the  group  used  to 
spend  about  two-thirds  of  that  amount  to 
perform  billing  functions  previously.  He 
now  sees  the  possibility  of  expansion  of  his 
computer  program  to  cover  professional 
standards  review  ©rganization  (PSRO) 
concepts. 

“We  have  the  write-out  and  descriptors,” 
he  said.  “If  the  PSRO  people  come  into  the 
office,  all  we  have  to  do  is  show  them  what 
the  computer  does  on  day-to-day 
basis.” 

Dr.  Parrott  mentioned  that  he  believes 
there  is  a need  for  amendments  to  the 
PSRO  law  to  protect  patient 
confidentiality. 

As  the  law  presently  stands,  he  said,  PSRO 
amounts  to  an  interposition  between  the 
physician  and  the  patient,  which  will  con- 


tribute to  administrative  overhead.  The 
cost-benefit  ratio  of  the  overhead,  he  pre- 
dicted, will  “be  nothing  short  of 
horrendous.” 

Confidentiality  an  issue 

He  agreed  that  there  will  be  some  benefits 
to  the  PSRO  program,  however,  so  long  as 
confidentiality  does  not  become  an  issue. 
Because  of  this,  the  AMA  supports  regional 
data  bank  information  centers  for  PSRO, 
rather  than  one  national  repository  of  in- 
formation. That,  he  said,  “will  give  us  one 
more  opportunity  to  preserve  the  confi- 
dentiality of  our  patients’  records.” 

He  added  that  some  physicians  have  ex- 
pressed the  idea  that  the  AMA  should  han- 
dle access  to  PSRO's  medical  information. 
He  said,  however,  he  does  not  believe  any 
organization  is  large  enough  to  do  so  by 
itself,  another  point  in  favor  of  regional 
data  centers. 

Dr.  Parrott  pointed  out  that  PSRO  is  one  of 
the  issues  of  public  interest  which  has 
been  the  concern  of  the  AMA  in  recent 
years. 

“Such  activities  as  PSRO,  our  efforts  in  na- 
tional health  insurance,  and  the  expansion 
of  the  Keogh  pension  plan  bring  about  far- 
ranging  benefits  for  physicians,  other  pro- 
fessionals, and  the  public,”  he  said. 
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FEATURING 


48  GUEST  SPEAKERS 

plus  350  special  and  TMA-member  speakers 

19  SECTION  PROGRAMS 

Allergy,  Digestive  Diseases,  Diseases  of  the  Chest, 
Family  Practice,  Internal  Medicine,  Neurology,  Neu- 
rological Surgery,  Nuclear  Medicine,  Obstetrics  and 
Gynecology,  Ophthalmology,  Otolaryngology,  Path- 
ology, Pediatrics,  Physical  Medicine  and  Rehabilita- 
tion, Psychiatry,  Public  Health,  Radiology,  Surgery, 
Urology. 


AMA  POSTGRADUATE  COURSES 

Courses  to  be  scheduled  Sunday,  May  4,  and  will  be 
acceptable  for  credit  hours  under  Category  I of  the 
AMA's  Physicians'  Recognition  Award. 

Basic  Electrocardiology 


Office  Gynecology 


21  CURBSTONE  CONSULTATIONS  Office  Orthopaedics 

Person-to-person  conversational  discussions  of  cases 
and  problems  of  general  medical  interest. 

Dermatology  for  Nondermatologists 


15  CONTINENTAL  BREAKFAST  PRESENTATIONS 

Have  breakfast  with  a guest  speaker  on  Friday  and 
Saturday  mornings.  Enjoy  coffee  and  rolls  while  the 
speaker  presents  a 15  to  20  minute  lecture.  Then 
participate  in  the  informal  35-minute  open  forum 
that  will  follow. 


36  SPECIALTY  SOCIETY  PROGRAMS 


6 SPECIAL  COMMITTEE  SYMPOSIUMS 


175  SCIENTIFIC  AND  TECHNICAL  EXHIBITS 


FORUM  OF  ORIGINAL  RESEARCH 


PHYSICIANS'  AND  SPOUSES'  ART  EXHIBITION 


SPORTS/ENTERTAINMENT 

Golf,  Tennis,  Fraternity  and  Alumni  Parties,  Class 
Reunions  and  TMA's  Saturday  Night  Fiesta,  featur- 
ing cocktails,  dinner,  dancing,  entertainment. 


MAKE  YOUR  HOTEL 
RESERVATIONS 

Reservations  not  accepted  by  tele- 
phone. Select  your  first,  second  and 
third  choice  of  hotel  or  motel  from 
the  list  below;  complete  the  housing 
request  form  and  mail  it  to  the  San 
Antonio  Convention  and  Visitors  Bu- 
reau. Preferences  will  be  honored  as 
far  as  possible,  and  confirmation  of 
reservations  will  be  sent  directly  to 
you  from  the  hotel  or  motel. 

La  Mansion  Motor  Hotel  will  serve 
as  Woman's  Auxiliary  Headquarters. 

1 —  Convention  Center 

Scientific  Sessions 
House  of  Delegates  and 
Exhibits 

2 —  Hilton  Palacio  del  Rio  Hotel 

Scientific  Sessions  Headquarters 

3 —  St.  Anthony  Hotel 

Business  Sessions  Headquarters 

5 —  Menger  Hotel  and  Motor  Inn 

Scientific  Sessions 
Co-Headquarters 

6 —  La  Quinta  Motor  Inn 

7 —  Gunter  Hotel 

8 —  Crockett  Motor  Inn 

9 —  El  Tropicano  Motor  Hotel 

10 —  Holiday  Inn — Downtown 

11 —  TraveLodge — Court  House 

Square 

1 2 —  T raveLodge — Alamo 

13 —  Granada  Inn 


ADVANCE  REGISTRATION 
FORM— FILL  OUT  BOTH  SIDES 
AND  MAIL  TODAY 

Save  time  and  effort  by  reg- 
istering in  advance.  Fill  out  the 
card  at  right,  mail  it  to  TMA, 
and  your  registration  packet 
will  be  waiting  for  you.  There 
is  no  registration  fee  for  TMA 
members. 

A form  for  ordering  tickets  to 
the  General  Meeting  Lunch- 
eon, Saturday  Night  Fiesta, 
and  other  events  is  located  on 
the  back  of  this  Advance  Reg- 
istration card.  Save  even  more 
time  by  ordering  your  tickets 
now. 


REQUEST  FOR  HOTEL  OR  MOTEL  RESERVATIONS 
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TO  SAVE  TIME  AND  ASSURE  YOUR  TICKET  RESERVATION,  — ' I 

USE  ADVANCE  TICKET  ORDER  FORM  ON  OTHER  SIDE.  TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION  MAY  1-4  SAN  ANTONIO 


MAIL  TO;  TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR,  AUSTIN,  TEXAS  78701 
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USE  THESE  FORMS 
TO  REGISTER  IN  ADVANCE, 
BUY  TICKETS  AND 
MAKE  HOTEL  RESERVATIONS 


HAVE  YOUR  TICKETS  READY  FOR 
YOU  WHEN  YOU  GET  TO  SAN 
ANTONIO 

Avoid  the  lines,  the  last  minute  rush, 
and  the  possibility  of  missing  out  on 
the  TMA  functions  listed  below.  Fill 
out  the  advance  ticket  order  form, 
mail  it  to  TMA  with  your  check,  and 
your  tickets  will  be  waiting  for  you. 


GENERAL  MEETING  LUNCHEON 

Friday,  May  2,  12:30  p.m..  Conven- 
tion Center.  Featured  speaker  will  be 
Malcolm  C.  Todd,  M.D.,  President, 
American  Medical  Association,  Long 
Beach,  California. 


SATURDAY  NIGHT  FIESTA 

A fun  Saturday  featuring  cocktails, 
dinner,  dancing,  entertainment.  Sat- 
urday, May  3,  7:00  p.m..  Convention 
Center. 
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CONTINENTAL  BREAKFAST 
PRESENTATIONS 

Friday,  May  2 and  Saturday,  May  3, 
8:15-9:30  a.m.  Convention  Center. 
There  is  no  charge,  but  attendance 
is  limited  and  tickets  necessary.  Have 
coffee  and  rolls  with  a guest  speaker, 
then  participate  in  an  informal  dis- 
cussion period. 
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ANNUAL  SESSION 
SAN  ANTONIO 
MAY  1-4, 1975 


48  GUEST  SPEAKERS  plus  350  special  and  TMA-member  speakers 


ROBERT  M.  BLAESE,  M.D. 

Belhesda,  Md. 

internal  medicine;  pediatrics 

lAMES  W.  BURKS,  M.D. 

New  Orleans,  La.,  dermatology 

DONALD  L.  COOPER,  M.D. 

Stillwater,  Okla.,  sports  medicine 

HENRY  V.  CROCK,  M.D. 

Melbourne,  Vic.,  Australia 
orthopaedic  surgery 

WILLIAM  A.  DANIEL,  |R.,  M.D. 
Birmingham,  Ala.,  pediatrics 

JOHN  DONNELLY,  M.D. 

Hartford,  Conn.,  psychiatry 

GILBERT  C.  EADE,  M.D. 

Seattle,  Wash.,  plastic  surgery 

lAMES  B.  FIELD,  M.D. 

Pittsburgh,  Pa.,  internal  medicine 
(endocrinology) 

ERIC  W.  FONKALSRUD,  M.D. 

Los  Angeles,  Calif.,  pediatric  surgery 

BEN  I.  FRIEDMAN,  M.D. 

Memphis,  Tenn.,  nuclear  medicine 

lAMES  L.  GERMAN,  M.D. 

New  York,  N.Y.,  internal  medicine; 
human  genetics 

MICHAEL  E.  GLASSOCK,  III,  M.D. 
Nashville,  Tenn.,  otology  and 
neuro-otology 

MORTON  G.  GLICKMAN,  M.D, 

New  Haven,  Conn.,  diagnostic  radiology 


lOSEPH  DE  LAY  GODFREY,  M.D. 

Buffalo,  N.Y.,  sports  medicine 

MANUEL  R.  GOMEZ,  M.D. 

Rochester,  Minn.,  pediatric  neurology 

ROBERT  B.  GREENBLATT,  M.D. 

Augusta,  Ga.,  obstetrics  and  gynecology 

PATRICK  H.  HANLEY,  M.D. 

New  Orleans,  La.,  colon  and  rectal  surgery 

D.  F.  N.  HARRISON,  M.D. 

London,  England,  otolaryngology 

EUGENE  M.  HELVESTON,  M.D. 
Indianapolis,  Ind.,  ophthalmology 

GEORGE  T.  HOFFMANN,  M.D. 

Phoenix,  Ariz.,  neurological  surgery 

EDWARD  H.  HON,  M.D. 

Los  Angeles,  Calif.,  obstretrics  and 
gynecology 

)OHN  C.  HUME,  M.D. 

Baltimore,  Md.,  public  health 

LOUIS  ).  IGNARRO,  Ph.D. 

New  Orleans,  La.,  pharmacology 

GEORGE  H.  KRAFT,  M.D. 

Seattle,  Wash.,  physical  medicine 
and  rehabilitation 

CARROLL  M.  LEEVY,  M.D. 

Newark,  N.J.,  internal  medicine 
(digestive  diseases) 

EDWARD  A.  NALEBUFF,  M.D. 

Brookline,  Mass.,  orthopaedic  surgery 

ALAN  B.  P.  NG,  M.D. 

Cleveland,  Ohio,  pathology 


BERCEIN  F.  OVERHOLT,  M.D. 

Knoxville,  Tenn.,  gastroenterology 

STANLEY  F.  PATTEN,  )R.,  M.D. 
Rochester,  N.Y.,  pathology 

HOMER  B.  C.  REED,  Ph.D. 

Boston,  Mass.,  psychology 

DAVID  R.  SANDERSON,  M.D. 

Rochester,  Minn.,  internal  medicine 
(pulmonary  diseases) 

JOSEPH  D.  SARGENT,  M.D. 

Topeka,  Kan.,  internal  medicine 
(psychosomatics) 

PERITZ  SCHEINBERG,  M.D. 

Miami,  Fla.,  neurology 

RICHARD  D.  STEWART,  M.D. 
Milwaukee,  Wis.,  occupational  medicine 

ELBERT  P.  TUTTLE,  JR.,  M.D. 

Atlanta,  Ca.,  internal  medicine 
(cardiovascular  diseases) 

JOHN  P,  UTZ,  M.D. 

Washington,  D.C.,  internaJ  medicine 
(infectious  diseases) 

RICHARD  C.  WEBSTER,  M.D. 

Brookline,  Mass.,  plastic  surgery 

LAWRENCE  A.  WINOGRAD,  M.D. 
Denver,  Colo.,  ophthalmology  (surgery) 


GENERAL  MEETING 
LUNCHEON  SPEAKER 

MALCOLM  C.  TODD,  M.D. 

President,  American  Medical  Association 
Long  Beach,  Calif. 


CONTINENTAL  BREAKFAST  PRESENTATIONS 


Friday,  May  2,  8:15-9:30  a.m. 

1.  TECHNIQUES  FOR  MINIMIZING  SURGICAL 
SCARS 

Gilbert  C.  Fade,  M.D. 

Seattle,  Washington 

2.  WHEN  AND  HOW  TO  MANAGE  CHEST  WALL 
DEFORMITIES 

Eric  W.  Fonkalsrud,  M.D. 

Los  Angeles,  California 

3.  OBSTETRICS/CYNECOLOCY  TOPIC 
Robert  B.  Creenblatt,  M.D. 

Augusta,  Georgia 

4.  DIAGNOSIS  AND  TREATMENT  OF  COLON 
LESIONS 

Patrick  H.  Hanley,  M.D. 

New  Orleans,  Louisiana 
and 

Bergein  F.  Overholt,  M.D. 

Knoxville,  Tennessee 

5.  BEWARE  OF  THE  SPRAINED  FINGER 
Edward  A.  Nalebuff,  M.D. 

Brookline,  Massachusetts 

6.  INFECTIONS  IN  PATIENTS  WITH  IMPAIRED 
IMMUNOLOGICAL  DEFENSES 

|ohn  P.  Utz,  M.D. 

Washington,  D.  C. 


Saturday,  May  3,  8:15-9:30  a.m. 

7.  PICTORIAL  VIEW  OF  ADOLESCENT  PROBLEMS 
William  A.  Daniel,  Jr.,  M.D. 

Birmingham,  Alabama 

8.  DIFFERENTIAL  DIAGNOSIS  OF  HYPOGLYCEMIA 
James  B.  Field,  M.D. 

Pittsburgh,  Pennsylvania 

9.  TUMOR  LOCALIZATION  WITH 
RADIONUCLIDES 

Ben  I.  Friedman,  M.D. 

Memphis,  Tennessee 

10.  PEDIATRIC  OPHTHALMOLOGY  POTPOURRI 
Eugene  M.  Helveston,  M.D. 

Indianapolis,  Indiana 

11.  LIVER  AND  DRUG  METABOLISM 
Carroll  M.  Leevy,  M.D. 

Newark,  New  Jersey 

12.  CERVICAL  DYSPLASIA 
Stanley  F.  Patten,  Jr.,  M.D. 

Rochester,  New  York 

13.  USE  OF  BIOFEEDBACK  IN  THE  TREATMENT 
OF  HEADACHE  PROBLEMS 

Joseph  D.  Sargent,  M.D. 

Topeka,  Kansas 


LEGAL  PROTECTION:  FACTS  YOU  SHOULD  KNOW 

Sam  V.  Stone,  Jr. 

TMA  Office  of  General  Counsel 

THE  MD  AS  A DEFENDANT— OR  WHAT  TO  DO  WHEN  THE  SUBPOENA  COMES 


The  most  recent  Texas  Medical  Association 
poll  on  malpractice  reveals  that  about  one 
in  five  Texas  physicians  may  be  sued  or 
seriously  threatened  with  suit  alleging 
medical  malpractice  during  his  profession- 
al career.  This  fact  comes  as  no  surprise 
to  physicians  who  have  recently  experi- 
enced increased  professional  liability  insur- 
ance premiums  or  faced  the  out-right 
cancellation  of  their  malpractice 
coverage. 

In  the  event  that  you  are  sued  for  mal- 
practice, it  is  well  to  recognize  that  certain 
common  sense  “do’s”  and  "don’ts”  may 
hasten  a brighter  day  and  lessen  the 
chance  of  a recovery  against  you.  For  in- 
stance, don’t  rush  home  and  take  it  out  on 
your  spouse — community  property  settle- 
ments are  not  covered  under  your  profes- 
sional liability  insurance  policy.  Likewise, 
don’t  beat  your  children — mandatory  re- 
porting of  child  abuse  is  now  the  law  in 
Texas. 

DON’Ts 

1.  Don’t  alter  or  rewrite  your  medical 
records. 

2.  Don’t  talk  with  the  attorney  for  the 
plaintiff  or  the  plaintiff  about  the  law  suit 
or  make  any  statement  to  any  person  ex- 
cept on  the  advice  of  your  attorney. 

3.  Don’t  delay  in  immediately  contact- 
ing your  insurance  company  and  providing 
them  with  a copy  of  the  petition  served 
upon  you.  (Delay  may  waive  coverage  un- 
der the  policy.  Best  advice:  call  them  im- 
mediately and  then  send  the  notice  and  the 
petition  by  registered  mail  with  a cover 
letter  a copy  of  which  you  retain  in  your 
files.) 

4.  Don’t  expect  the  matter  to  be  han- 
dled by  your  lawyer  and  your  insurance 
company  without  your  participation  in  the 
preparation  of  the  defense  and  without  an 
expenditure  of  your  time,  energy,  and 
thoughts  in  preparation. 

5.  Don’t  fail  to  retain  an  attorney  of 


your  own  choosing  for  personal  consulta- 
tion in  addition  to  the  attorney  retained  by 
the  insurance  company,  if  you  feel  the  in- 
surance lawyer  is  not  acting  in  your  best 
interest. 

6.  Don’t  allow  your  office  personnel  to 
discuss  the  matter  with  any  person  con- 
nected with  the  law  suit  except  with  your 
approval  and  that  of  your  attorney. 

7.  Don’t  become  offended  by  close  and 
hard  questioning  by  your  own  defense 
counsel  in  preparation  for  trial,  since  it  is 
his  job  to  be  the  devil’s  advocate  and  ex- 
plore with  you  the  negative  as  well  as  posi- 
tive aspects  of  your  case. 

DOS 

1.  Do  instruct  your  nurse  and  office  per- 
sonnel to  notify  you  immediately  when  any 
legal  papers  are  delivered  to  the  office  and 
make  sure  that  they  are  properly  mailed  to 
your  insurance  carrier. 

2.  Do  insist  on  your  insurance  com- 
pany’s notifying  you  almost  immediately  of 
the  name  and  address  of  the  attorney  as- 
signed to  handle  your  defense.  (You  are 
entitled  to  a complete  and  competent  legal 
defense  of  the  claim  made  against  you, 
and  you  should  not  be  indifferent  to  this 
fact  if  your  case  is  being  handled  by  a 
junior  assistant  without  defense 
experience.) 

3.  Do  insist  upon  an  early  meeting  with 
your  attorney  to  develop  all  the  facts  sur- 
rounding the  incident  so  that  the  attorney 
may  interview  the  defendant  and  all  po- 
tential witnesses  at  the  earliest  stages  of 
the  claim  or  suit.  (Your  attorney  will  proba- 
bly want  to  interview  nurses,  secretaries, 
lab  technicians,  residents,  interns,  and 
others  involved  with  the  case.) 

4.  Do  keep  your  attorney  posted  on  bits 
of  information  and  rumors  relating  to  the 
patient,  his  relatives,  subsequent  physi- 
cians, other  hospitalizations,  and  so  forth, 
but  be  discreet  in  this  regard. 

5.  Do  allot  sufficient  time  to  work  with 
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your  defense  counsel  in  order  that  you  both 
are  able  to  carefully  review  your  office  rec- 
ords, hospital  charts,  and  any  other  medi- 
cal records  bearing  on  the  claim  or  suit. 

6.  Do  pull  together  in  an  organized  and 
chronological  sequence  your  medical  bills 
to  the  plaintiff  patient,  your  correspond- 
ence with  the  patient,  and  correspondence 
dr  reports  from  physician  consultants 
which  you  utilized.  (Even  your  checkbook 
and  business  records  may  be  of  particular 
importance  in  any  given  situation,  and 
these  should  be  made  available  if  your 
defense  counsel  requests.) 

7.  Do  not  hesitate  to  do  medical  re- 
search on  your  own  and  provide  your  de- 
fense counsel  with  the  results  of  your  re- 
search as  it  may  have  a bearing  on  the  in- 
cident which  is  the  subject  of  the  alleged 
negligence. 

8.  Do  spend  adequate  time  and  research 
prior  to  answering  any  interrogatories  serv- 
ed upon  you,  and  have  your  attorney  review 
the  interrogatories  prior  to  returning  them. 

9.  Do  set  aside  sufficient  time  for 
several  hours’  review  of  your  medical  rec- 
ords and  conference  with  your  attorney 
prior  to  the  taking  of  your  oral  deposition. 

10.  Do  recommend  other  physicians  in 
the  community  or  recognized  experts  out- 
side of  the  community  to  serve  as  expert 
witnesses  in  the  trial  of  your  case. 

11.  In  the  weeks  before  trial,  do  “clear 
the  decks”  at  your  office  so  that  you  will 
be  able  to  spend  the  time  required  with 
your  attorney,  away  from  telephone  and 
patient  interruptions,  in  order  that  the  most 
complete  defense  can  be  constructed. 

12.  Do  recognize  that  a proper  defense 
in  a malpractice  action  can  only  be  a team 
effort  between  the  physician  and  his  de- 
fense counsel. 

While  a malpractice  suit  is  a traumatic 
event  in  your  persona!  and  professional  life, 
one  should  guard  against  the  attitude  that 
"I  did  nothing  wrong  and  therefore  my 
lawyer,  if  he  is  any  good,  will  be  able  to  pro- 
tect me  without  my  help.”  For  this  reason, 
guard  against  falling  into  a state  of  protec- 
tive shock  which  renders  you  less  than  ef- 
fective as  a physician  and  of  little  help  to 
your  defense  counsel  in  preparation  for 
108  trial. 


MEDICINE  AND  THE  LAW 

VACCINE  LIABILITY  RULING  CALLED 
IMMUNITY  THREAT 

A recent  Fifth  Circuit  Court  ruling  held  that 
in  relation  to  an  unavoidably  unsafe  pre- 
scription drug  which  poses  certain,  though 
small,  risks  throughout  the  population, 
there  must  be  either  a “meaningful  and 
complete”  warning  or  an  individualized 
medical  judgment  that  the  treatment  or 
medication  is  necessary  and  desirable  for 
the  patient.  In  this  case,  the  defendant 
pharmaceutical  manufacturer  was  held 
liable  for  the  consequences  of  its  failure  to 
mark  Sabin  oral  polio  vaccine  as  an  un- 
avoidably unsafe  product  in  such  a way  as 
to  warn  of  its  unreasonably  dangerous 
condition. 


FACTS:  In  1970  the  daughter  of  the  plain- 
tiffs was  given  two  drops  of  Sabin  oral  polio 
vaccine  at  the  Hidalgo  County  Department 
of  Health  clinic  by  a registered  nurse.  No 
doctor  was  present.  The  mother  testified 
that  she  was  not  warned  of  any  possible 
danger  involved  in  her  daughter’s  taking 
the  vaccine.  She  did  sign  a form  releasing 
the  state  from  “all  liability  in  connection 
with  immunization,”  however,  the  release 
contained  no  warning.  It  was  apparent  from 
her  testimony  that  she  either  did  not  read 
the  form  or  lacked  the  linguistic  ability  to 
understand  its  significance.  Fourteen  days 
later  the  child  was  admitted  to  the  hospital 
where  her  disease  was  diagnosed  as  Type 
1,  Paralytic  Poliomyelitis. 

The  vaccine  given  to  the  child  was  part  of  a 
lot  prepared  by  the  defendant  drug  com- 
pany and  delivered  to  the  Texas  State  De- 
partment of  Health  which  in  turn  trans- 
ferred 400  vials  to  the  county  health  de- 
partment. Included  with  every  vial  was  a 
packaged  circular  intended  to  warn  doc- 
tors, hospitals,  or  other  purchasers  of  po- 
tential dangers  of  the  vaccine.  The  nurse 
said  she  had  read  the  directions  on  the 
packet  insert,  but  that  it  was  not  the  prac- 
tice of  the  nurses  at  the  clinic  to  warn 
patients. 

The  suit  was  tried  on  the  theory  of  strict 


TEXAS  MEDICINE 


products  liability.  The  plaintiffs  alleged 
that  the  child  contracted  polio  from  the 
live  virus  from  the  vaccine  and  that  the  de- 
fendant drug  company’s  failure  to  warn  of 
risks  rendered  it  liableforthe  injuries  of 
the  child.  The  defendant’s  main  line  of  de- 
fense was  that  thechild’s  polio  was  not 
vaccine  induced  atall  but  was  “wild,” 
especially  sincetherewas  an  epidemic  in 
the  county  at  the  time.  In  effect,  the  jury 
rejected  these  theories  in  rendering  a ver- 
dict for  the  plaintiff.^ 

HOLDINGS:  The  court  held  that  in  the  case 
of  a prescription  drug  which  is  “unavoid- 
ably unsafe,”  and  to  which  there  is  a cer- 
tain, though  small,  risk  throughout  the 
population,  there  must  be  either  a warning 
— meaningful  and  complete  so  as  to  be  un- 
derstood by  the  recipient — or  an  individu- 
alized medical  judgment  that  this  treatment 
or  medication  is  necessary  and  desirable 
forthe  patient. 

DISCUSSION:  The  court  said  the  seller  or 
manufacturer  of  a product  sold  in  an  unrea- 
sonably dangerous  defective  condition  is 
liable  to  an  ultimate  user  or  consumer 
whose  person  or  property  is  physically 
harmed  by  the  product.  Moreover,  one  who 
places  defective  goods  in  the  stream  of 
commerce  will  be  liable  “to  the  user  or 
consumer  even  though  he  has  exercised 
all  possible  care  in  the  preparation  and  sale 
of  the  product.”  Yet,  the  imposition  of  lia- 
bility is  by  no  means  automatic.  The  plain- 
tiff must  prove  that:  1)  the  product  in  ques- 
tion was  defective,  2)  the  defect  existed  at 
the  time  the  product  left  the  hands  of  the 
defendant,  3)  because  of  the  defect  the  pro- 
duct was  unreasonably  dangerous  to  the 
user  or  consumer,  4)  that  the  consumer 
was  injured  or  suffered  damages  and  5) 
that  the  defect  (if  proved)  was  the  proxi- 
mate cause  of  the  injuries  suffered. 

In  this  casethe  justice  stated  that  the  ap- 
plicable points  to  determine  were  1)  wheth- 
er the  vaccine  was  unreasonably  danger- 
ous, and  2)  whether  the  showing  of  proxi- 
mate causation  was  sufficient  under  Texas 
law. 


Although  the  living  virus  in  the  vaccine  does 
not  make  the  vaccine  defective,  it  does 
make  the  vaccine  an  “unavoidably  unsafe 
product,”  one  which  cannot  be  made 
“safe”  no  matter  how  carefully  it  is  manu- 
factured. The  court  stated  that  in  evalua- 
ting a manufacturer’s  possible  liability  for 
injuries  caused  by  his  inevitably  hazardous 
product,  a two  step  analysis  is  required  to 
determine  first,  whether  the  product  is  so 
unsafe  that  marketing  it  at  all  is  unreason- 
ably dangerous  per  se,  and  if  not,  whether 
the  product  has  been  introduced  into  the 
stream  of  commerce  without  sufficient 
safeguards  and  is  thereby  unreasonably 
dangerous  as  marketed. 

The  court  concluded  that  Sabin  vaccine  was 
not  unreasonably  dangerous  per  se  so  it 
looked  to  the  second  step  of  its  analysis  to 
determine  whether  the  vaccine  was  “un- 
reasonably dangerous  as  marketed.”  The 
court  stated  that  in  the  case  of  a product 
such  as  Sabin  oral  polio  vaccine,  the  manu- 
facturer has  a duty  to  provide  proper  warn- 
ings in  sellingthe  product.  Failure  to  give 
such  a warning  will  itself  present  a “de- 
fect” in  the  product  and  cause  the  product 
to  be  “unreasonably  dangerous  as 
marketed.” 

The  defendant  did  not  deny  that  its  vaccine 
was  unavoidably  unsafe,  or  contend  that 
it  was  unaware  of  the  danger.  Rather,  the 
drug  company  contended  that  if  it  had  a 
duty  to  warn  at  all,  that  duty  was  discharg- 
ed by  the  warning  contained  on  the  package 
insert  because  the  vaccine  was  a prescrip- 
tion drug  and  those  who  prepare  such 
drugs  are  not  required  to  warn  the  ultimate 
consumer. 

The  court  did  not  quarrel  with  this  general 
proposition.  However,  the  court  stated  that 
Wyeth  knew  or  had  reason  to  know  that  the 
vaccine  would  not  be  administered  as  a 
prescription  drug.  Therefore,  the  company 
was  required  to  warn  foreseeable  users,  or 
see  that  the  health  department  warned 
them.  Wyeth’s  failure  to  warn  was  a breach 
of  its  duty  and  made  the  vaccine  defective 
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hence,  unreasonably  dangerous  as 
marketed. 

In  response  tothe  proximate  cause  issue, 
the  court  said  that  in  such  a case  as  this  a 
rebuttable  presumption  will  arise  that  the 
consumer  would  have  read  any  warning 
provided  by  the  manufacturer,  and  acted  so 
as  to  minimize  the  risk.  In  the  absence  of 
evidence  rebutting  the  presumption,  a 
jury’s  findingthatthe  defendant’s  product 
was  the  producing  cause  of  the  plaintiff’s 
injury  would  be  sufficient  to  hold  the  de- 
fendant liable.  The  court  stated  it  must  as- 
sume, in  the  absence  of  evidence  to  the 
contrary,  that  the  plaintiffs  would  have  act- 
ed on  a warning  had  it  been  given.  Perhaps 
this  warning  would  have  prevented  the 
daughter’s  polio;  it  unquestionably  would 
have  avoided  defendant’s  liability. 

The  court  agreed  that  there  was  conflicting 
testimony  as  to  the  cause  of  the  polio.  But 
the  jury  found,  despite  the  testimony  of 
expert  witnesses  to  the  contrary,  that  the 
polio  was  vaccine  induced. 

The  court  also  commented  on  the  impor- 
tant policy  considerations  raised  in  the 
briefs  of  the  American  Academy  of  Pedia- 
trics and  the  Conference  of  State  and  Ter- 
ritorial Epidemiologists.  Both  insisted  that 
the  holdingwasdangeroustothe  nation’s 
preventive  medicine  program  and  con- 
travened a strong  public  policy  favoring 
large  scale  participation  in  the  immuniza- 
tion efforts  to  combat  infectious  diseases. 
The  court  stated  that  such  public  health 
policy  questions  cut  across  the  law,  citing 
a recent  Texas  statute  which  required  that 
all  Texas  school  children  receive  polio  vac- 
cine. The  AAP  insisted  that  this  statute 
renders  any  warning  feudal.  The  court  re- 
plied that  this  argument  assumes  that  the 
only  options  available  are  to  ingest  the 
oral  vaccine  at  a clinic  or  to  eschew  imme- 
diately. Obviously,  one  can  choose  to  be 
inoculated  with  killed  virus  Salk 
vaccine. 

The  AAP  also  insisted  that  the  warnings 
would  be  so  complex  and  misleading  as  to 


confuse  and  frighten  potential  vaccinees. 
The  court  conceded  this  is  possible  yet  be- 
lieved that  it  would  not  be  terrifying  or  con- 
fusingtoadvisea  clinic  patron  of  the  rela- 
tive risk  of  contracting  polio  from  a wild 
source  against  a slight  chance  of  contact- 
ing it  from  the  vaccine. 

The  court  stated  that  contrary  to  the  as- 
sertions of  AAP  and  CSTE,  it  felt  strongly 
that  its  holding  was  in  accord  with  public 
policy  considerations. 

CONCLUSIONS:  In  spite  of  cries  that  this 
decision  may  adversely  affect  the  future  of 
mass  immunization,  the  US  Supreme  Court 
refused  to  accept  an  appeal.  This  means 
that  any  immunization  by  live  vaccines 
should  only  be  done  under  the  direction  of 
a physician  or  each  patient  or  his  parents 
should  be  given  a warning  by  the  drug 
manufacturerwhich  is  “meaningful  and 
complete’’  so  as  to  be  understood  by  the 
recipient. 

TMA  Office  of  General  Counsel 

Ace  Pickens 

1.  Reyes  vs  Wyeth  Laboratories^  498  F 2d  1264  (5th 
Cir  1974);  No  74*501  Wyeth  vs  Reyes,  December  23,  1974 
certiorari  denied  by  US  Supreme  Court. 
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most  wiaeiy  usea 
stool  softener. 


k" 


GOIAGE 

dioctyl  sodium  sulfosuccinate 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 

COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


LABOR  ATO  R I E S 


The  rectal  thermometer  & 
NEOPAP 
SUPPRETTES 

(acetaminophen  suppositories) 


a rational 
regimen  for 
childhood  fever. 


NEWSgr  STRENGTH 

Antipyretic  for  children 

• No  salicylate  side  effects 

• Store  without  refrigeration 

• Convenient  rectal  administration 

• Available  only  by  prescription 

• Grooved  for  one-half  suppository  administration 


Description:  NEOPAP  SUPPRETTES  are  available  for 
rectal  administration  in  potencies  of  2 gr  or  5 gr  of 
acetaminophen  in  NEOCERA®  Base  (a  unique  blend 
of  water-soluble  Carbowaxes*). 

Indications:  For  management  of  fever  associated  with 
common  childhood  infections. 

Contraindications: Sensitivity  to  acetaminophen  or  the 
suppository  base. 

Warnings:  Not  for  use  in  children  under  three  years  of 
age.  Should  not  be  administered  repeatedly  to  patients 
with  pulmonary,  cardiac,  renal,  or  hepatic  disease. 
Precautions:  Prolonged  administration  may  result  in 
such  withdrawal  symptoms  as  restlessness  and  excite- 
ment when  the  drug  is  discontinued. 

Adverse  Reactions:  No  significant  adverse  reactions 
have  been  reported  with  NEOPAP  (acetaminophen) 
SUPPRETTES.  However,  adverse  reactions  associated 
with  administration  (usually  chronic)  of  this  drug  have 
included  the  following: 


BloodiCyanosis,  methemoglobinemia,  sulfhemo- 
globinemia,  and  hemolytic  anemia:  neutro- 
penia, leukopenia,  and  pancytopenia. 
Allergic:Skin  eruptions,  urticaria,  fever. 

Other:  Hypoglycemia,  CNS  stimulation,  jaundice. 
Dosage  and  Administration:  Children  3 to  6 years  of 
age:  One  2 gr  suppository  rectally  3 or  4 times  daily; 
not  to  exceed  8 grains  per  day. 

Children  6 to  12  years  of  age:  One  5 gr  suppository 
rectally  3 or  4 times  daily;  not  to  exceed  20  grains 
per  day. 

*Trademark  Union  Carbide. 
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Medical  Newsmakers 


DR.  JOHN  A.  WIGGINS  was  recently  pre- 
sented Tarrant  County  Medical  Society’s 
highest  honor,  the  gold  headed  cane.  The 
pulmonary  disease  specialist  has  practiced 
in  Fort  Worth  since  1941. 

Haskell  County  family  physician,  DR. 
FRANK  CADENHEAD,  has  received  the 
Keeter  Award,  from  Hardin-Simmons  Uni- 
versity. The  award  is  given  to  an  alumnus 
who  has  performed  distinguished  service 
to  his  alma  mater. 

DR.  JOHN  B.  GUNN,  Dallas  orthopedic  sur- 
geon, has  been  appointed  chairman  of  the 
Committee  on  Health  and  Physical  Fitness 
for  the  Texas  Sports  Hall  of  Fame.  Other 
members  of  the  committee  include  two 
physicians.  They  are  DRS.  KENNETH 
COOPER  and  JERE  MITCHELL,  both  of 
Dallas. 

DR.  CHESTER  R.  BURNS,  James  Wade 
Rockwell  assistant  professor  of  the  history 
of  medicine.  Institute  for  the  Medical  Hu- 
manities, The  University  of  Texas  Medical 
Branch,  was  recently  designated  president- 
elect of  the  Society  for  Health  and  Human 
Values.  The  society  is  composed  of  more 
than  200  educators  throughout  the  nation 
who  are  interested  in  dealing  with  all  hu- 
man value  questions  that  arise  in  health 
professional  research,  education,  and  pa- 
tient services. 

A Baylor  College  of  Medicine  professor  of 
surgery,  DR.  ARTHUR  C.  BEALL,  JR.,  has 
been  elected  president  of  the  American 
College  of  Chest  Physicians. 

Paris  radiologist,  DR.  J.  CRAIG  STEPHENS, 
has  been  elected  president  of  the  Paris 
Chamber  of  Commerce.  The  physician  will 
serve  in  that  capacity  for  a one  year  term. 

A grant  of  $20,900  from  the  National 


Foundation-March  of  Dimes  was  recently 
awarded  to  DR.  DON  R.  BARNETT,  assist- 
ant professor  in  the  department  of  Human 
Biological  Chemistry  and  Genetics  at  The 
University  of  Texas  Medical  Branch.  The 
grant  will  partially  support  research  to  at- 
tempt to  develop  immunological  methods 
for  identifying  cystic  fibrosis  patients  and 
carriers.  The  research  will  also  attempt  to 
establish  any  genetic  linkage  to  other  pro- 
teins which  can  be  identified. 

A Dallas  medical  scientist,  DR.  P.  O’B. 
MONTGOMERY,  has  been  elected  presi- 
dent of  the  board  of  directors  of  the  Damon 
Runyon-Walter  Winchell  Cancer  Fund.  Dr. 
Montgomery  is  a professor  of  pathology  at 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas. 

DR.  WILLIAM  B.  BEAN,  director.  Institute 
forthe  Medical  Humanities,  and  professor 
of  internal  medicine.  The  University  of 
Texas  Medical  Branch,  recently  appeared 
on  the  cover  of  Archives  of  Internal  Medi- 
cine, November  issue,  in  dedication  to  “The 
William  B.  Bean  Festschrift,”  feast-writing. 
A special  section  of  the  journal  honors  Dr. 
Bean’s  career  as  a physician,  humanist, 
and  writer  through  various  articles  from 
many  of  his  past  associates. 

DRS.  MARIO  RAMIREZ  and  FORREST 
FITCH  were  named  president-elect  and 
treasurer,  respectively,  of  the  Texas  Aca- 
demy of  Family  Physicians  at  the  group’s 
recent  annual  convention.  Dr.  Ramirez 
practices  in  Roma;  Dr.  Fitch,  McAllen. 

The  Texas  T ree  Farm  Committee  has  nam- 
ed DR.  WILLIAM  F.  ROSS  as  the  Outstand- 
ingTexasTree  Farmer  of  1974.  A San 
Benito  physician  who  left  his  native  East 
Texas,  Dr.  Ross  continues  to  maintain  a 
430-acre  tree  farm  near  Mt.  Enterprise. 


Dr.  Burns 


Dr.  Beall 


Dr.  Montgomery 
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Introduction  to  Clinical  Allergy,  Ben  F. 

Feingold,  Springfield,  III,  Charles  C.  Thom- 
as Publisher,  1973,  380  pp,  illus,  $26.50. 

The  allergist  will  gain  little  new  information 
in  readingthis  book  and  the  practitioner 
who  sees  occasional  allergy  patients  must 
be  careful  of  misinformation  scattered 
throughout,  especially  in  treatment 
recommendations. 

While  describing  the  various  forms  of  hy- 
persensitivities, the  author  lists  his  treat- 
ment of  systemic  anaphylaxis  on  p 30  as 
“epinephrine  HCl  1-1000  by  hypodermic” 
neglectingto  say  whetherthe  solution 
should  be  aqueous  and  be  given  intramus- 
cularly or  subcutaneously.  On  p31  for 
hypotension  with  anaphylaxis  he  gives  . . 
intravenous  fluids;  5 per  cent  glucose  in 
water.  To  the  intravenous  solution  add: 
Solu-Cortef  50  mg  or  prednisone  100  mg  or 
dexamethasone  4-20  mg.”  The  delayed  on- 
set of  action  of  corticosteroids  is  such  that 
it  can  hardly  be  used  to  correct  hypotension 
and  shock  initially.  Furthermore  the  doses 
are  wrong.  Five  mg  of  prednisone  is  equi- 
valent to  20  mg  of  hydrocortisone  (Solu 
Cortef)  sothat  12.5  mg,  instead  of  100  mg 
of  prednisone,  would  be  the  equivalent. 
However,  these  amounts  are  usually  not 
adequate  and  1 have  never  seen  intravenous 
used.  Perhaps  prednisolone  was 
intended. 

Another  error  is  the  recommended  dosage 
of  intravenous  aminophylline  in  asthma  on 
p 248.  The  dose  of  25  mg  in  20  ml  is  much 
too  low  to  be  of  value.  Body  surface  area 
should  be  used  to  calculate  theophylline 
derivatives. 

The  caution  on  p 249that  “aminophylline 
is  not  recommended  for  children  three 


years  of  age  or  under”  is  not  shared  by 
many  pediatric  allergists. 

The  author  would  have  benefited  by  having 
a pulmonary  disease  specialist  review  his 
presentation  of  chronic  obstructive  lung 
disease  and  pulmonary  function.  In  fact, 
the  entire  book  should  be  carefully  review- 
ed and  the  many  errors  corrected. 

JAMES  B.  CARTER,  MD 
Austin 
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IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more  than 
10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500  films  each 
year  to  physicians,  students,  and  to  those  seeking  information  related  to 
medicine  and  health  care.  The  resources  of  the  Library  include  60,000 
volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than  1,300 
professional  journals  are  received  monthly.  Services  are  provided  without 
charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $. 


. Given  in  Memory  of. 


Please  send  remembrance  card  to: 

Name 

Address 

City  and  State 


Donor  Information; 

Name 

Address 

City  and  State  _ 
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Recent  deaths 


Dr.  W.  L Marr,  Jr. 

Dr.  William  Lewis  Marr,  Jr.,  clinical  profes- 
sor of  internal  medicine  at  The  University 
of  Texas  Medical  Branch  at  Galveston,  died 
Sept  20, 1974  at  the  age  of  71, 

The  noted  allergist  was  responsible  for  the 
establishment  of  UTMB’s  programs  in  al- 
lergy and  in  hematology.  Born  in  Asper- 
mont,  Tex,  Dr.  Marr  attended  The  Univer- 
sity of  Texas  at  Austin  from  1922-1924 
and  in  1929  was  graduated  from  UTMB. 

He  served  an  internship  at  Henry  Ford  Hos- 
pital in  1930,  then  returned  to  the  Medical 
Branch  as  an  instructor  in  medicine.  Dr. 
Marr  was  also  in  private  practice  until  his 
retirement  in  November  1973. 

He  served  as  sec retary-trea surer  of  the 
Galveston  County  Medical  Society  in  1942 
and  president  in  1943. 

The  physician’s  memberships  also  includ- 
ed the  Texas  Medical  Association  and  the 
American  Medical  Association.  He  was  a 
fellow,  American  College  of  Physicians, 
and  board  certified  in  internal  medicine. 

He  was  also  a fellow,  American  Society  of 
Clinical  Pathologists,  fellow,  American  Col- 
lege of  Allergists,  and  a past  president  and 
member  of  the  Texas  Club  of  Internists  and 
the  Texas  Society  of  Internal 
Medicine. 

Survivors  include  his  wife,  Carol  Irene  Wil- 
lits  Marr,  Galveston;  one  daughter,  Mrs. 
Carol  Molina,  Galveston;  and  one  son. 

Dr.  William  L.  Marr,  III,  Galveston;  four 
sisters,  Mrs.  Velma  Bryant,  Harlingen, 

Mrs.  Myrtle  Post,  Ozona,  Mrs.  Lona  Rich- 
ards, Glendale,  Calif,  and  Mrs.  Marjorie 
Willits  Blum,  Galveston;  five  grandchildren, 
and  two  great  grandsons. 


Dr.  G.  L.  Powers 

Dr.  George  L.  Powers,  an  Amarillo  physician 
for  45  years,  died  Oct  25,  1974  at  the  age 
of  80. 

The  family  practitioner  was  a native  of 
North  Zulch  in  Central  Texas.  He  graduated 
from  Baylor  Col  lege  of  Medicine  in  1925. 
After  a brief  practice  in  Chillicothe,  he 
moved  to  Amarillo  in  1929,  setting  up  a 
practice  which  continued  to  his  retirement 
in  1965. 

Dr.  Powers’  professional  memberships  in- 
cluded theTexas  Medical  Association,  the 
Potter-Randall  County  Medical  Society,  and 
the  American  Medical  Association. 

The  physician  is  survived  by  two  brothers, 
Jim  Powers  and  Newman  Powers,  both  of 
Cleveland;  and  two  sisters,  Mrs.  Lizzie 
Coleman,  Madisonville;  and  Mrs.  Otho 
Lee  Moore,  Cleburne. 

Dr.  C.  F.  Jordan 

Dr.  Carl  F.  Jordan,  retired  Fort  Worth  pub- 
lic health  physician,  died  Nov  20, 1974  of 
cancer  of  the  prostate. 

Born  in  Burlington,  Iowa  in  1890,  Dr.  Jor- 
dan was  a graduate  of  the  University  of 
Iowa  and  Johns  Hopkins  University  School 
of  Medicine.  From  1919-1926  he  served  as 
a medical  missionary  in  China  where  he 
also  met  and  married  his  wife.  After  return- 
ing to  the  United  States  he  received  a de- 
gree in  public  health  from  Johns  Hopkins 
and  served  as  epidemiologist  for  the  State 
of  Iowa  and  later  as  County  Public  Health 
Officer  for  Tarrant  County  in  Fort  Worth. 

He  retired  from  that  position  in  1962. 

The  physician  was  a former  member  of  the 


Dr.  Jordan 
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Texas  Medical  Association,  Tarrant  County 
Medical  Society,  and  the  American  Medical 
Association. 

He  is  survived  by  his  wife,  Eva  Sullivan 
Jordan,  Fort  Worth;  four  sons,  Carl  F.  Jor- 
dan, Jr.,  Blue  Ridge,  Summit,  Pa,  Dr.  Chris 
Jordan,  Dallas,  Dr.  Curtis  Jordan,  Pales- 
tine, and  Dr.  Ray  Jordan,  Lake  Jackson;  a 
brother.  Rude  Jordan,  and  a sister,  Mrs. 
LollieZenk,  both  of  Burlington,  Iowa;  and 
13  grandchildren. 

Dr.  A.  C.  Rogers 

Dr.  Albert  Clarence  Rogers  died  Aug  7, 
1974.  The  84-year-old  family  physician 
had  practiced  in  Wilbarger  County  since 
1915. 

A native  of  Alabama,  Dr.  Rogers  received 
his  MD  degree  from  Southern  Methodist 
University  Medical  Department,  Dallas,  in 
1915.  Upon  graduation,  he  established  a 
medical  practice  in  Fargo,  where  he  re- 
mained until  1918  when  he  joined  the  US 
Army  Medical  Corps  for  World  War  I duty. 
After  discharge  from  the  service.  Dr.  Ro- 
gers practiced  for  a short  time  in  Odell 
before  moving  to  Vernon  where  he  remain- 
ed until  his  death.  He  delivered  over  5,000 
babies  in  his  career.  Dr.  Rogers  served  as 
health  officer  in  Wilbarger  County  for  six 
years. 

He  was  president  of  Wilbarger  County  Med- 
ical Society  in  1930  and  again  in  1935. 

He  was  also  a member  of  Texas  Medical 


Association  for  over  50  years. 

Survivors  include  his  wife,  Anna  Madge 
Hall  Rogers,  Vernon;  two  sons,  Joe  Hall 
Rogers,  Vernon,  and  William  Albert  Rogers, 
Houston;  and  one  grandchild. 

Dr.  W.  S.  Lorimer,  Sr. 

Dr.  Wishard  Speer  Lorimer,  Sr.,  retired  Fort 
Worth  general  surgeon,  died  Sept  14, 

1974.  Cause  of  death  was  carcinoma  of 
the  prostate  with  metastases. 

The  90-year-old  doctor  was  born  in  Olathe, 
Kan.  He  attended  the  University  of  Kansas 
and  Northwestern  Medical  School  in  Chi- 
cago. He  did  graduate  work  at  Harvard 
University.  In  1912,  he  opened  a practice 
in  Handley  which  was  interrupted  by  serv- 
ice in  the  Army  Medical  Corps  during 
World  War  I.  He  re-established  his  office 
in  Fort  Worth  in  1919  and  actively  prac- 
ticed medicine  until  his  retirement  in  1955. 
In  1960,  he  was  presented  a Golden  Re- 
union Certificate  by  the  Northwestern 
University  Alumni. 

Dr.  Lorimerwas  a member  of  theTexas 
Medical  Association,  Life  Fellow,  American 
College  of  Surgeons,  Life  Fellow,  American 
Medical  Association  and  the  Southwestern 
Surgical  Congress,  and  Tarrant  County 
Medical  Society. 

The  doctor  is  survived  by  his  wife,  Estelle 
Bryan  Lorimer,  Fort  Worth;  a daughter, 

Mrs.  B.  T.  Goldbeck,  Fort  Worth;  and  two 
sons.  Dr.  James  W.  Lorimer  and  Dr.  W.  S. 
Lorimer,  Jr.,  Fort  Worth. 
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Dr.  J.  M.  Allison 

Long-time  family  practitioner,  Dr.  Joe  M. 
Allison,  died  in  a Dallas  hospital  Oct  11, 
1974. 

The  71-year-old  physician  graduated  from 
Baylor  Medical  College  (located  in  Dallas) 
in  1936.  Following  an  internship  at  Meth- 
odist Hospital  in  Dallas,  he  served  resi- 
dencies in  surgery  at  the  Sealy  Hospital, 
Santa  Ana,  Tex,  and  the  Wichita  General 
Hospital,  Wichita  Falls.  He  also  had  post- 
graduate training  at  Tulane  University 
School  of  Medicine  and  The  University  of 
Texas  Southwestern  Medical  School  at 
Dallas. 

The  physician  first  began  private  practice 
in  Grapevine,  Tex,  in  1937.  He  also  prac- 
ticed in  Emory,  Tex,  from  1940  to  1941, 
prior  to  entering  military  service  during 
World  War  II.  He  returned  to  Texas  to  prac- 
tice in  Dallas  and  Grapevine. 

In  1973,  Dr.  Allison  was  elected  to  inactive 
membership  in  the  Dallas  County  Medical 
Society,  Texas  Medical  Association,  and  the 
American  Medical  Asociation,  when  he  be- 
gan semi-retirement  due  to  ill  health.  He 
was  also  a member  of  the  Dallas  Chapter, 
American  Academy  of  Family 
Physicians. 

Survivors  include  his  wife,  Rosa  Gahagan 
Thornhill  Allison,  Grapevine;  three  daugh- 
ters, Mrs.  Richard  Buell,  Carrollton,  Mrs. 
John  P.  Eberts,  Temple,  and  Mrs.  Milton 
Court,  Denton;  a sister,  Mrs.  Mary  Barr, 
Dallas;  and  six  grandchildren. 


Dr.  C.  B.  Johnson 

Dr.  Craig  B.  Johnson,  74,  a former  Houston 
ophthalmologist,  died  Sept  24,  1974  in 
Dallas  of  cardiac  and  pulmonary  failure. 

Dr.  Johnson  received  his  AB  and  BS  de- 
grees from  the  University  of  Missouri  and 
his  MD  degree  from  Washington  University, 
St.  Louis,  in  1929.  He  served  in  the  Medical 
Corps  of  the  US  Navy  for  25  years,  and 
retired  a Rear  Admiral.  He  served  through- 
out the  United  States,  in  the  Pacific,  At- 
lantic, Panama  Canal  Zone,  and  Europe. 
During  World  War  II  he  served  as  medical 
officer  forthe  Mediterranean  Fleet,  being 
decorated  for  exceptionally  meritorious 
combat  duty. 

Dr.  Johnson  established  his  Houston  prac- 
tice in  1954.  He  was  a 50-year  member  of 
Acacia  Masonic  Lodge,  Columbia,  Mo,  and 
a St.  Grael  Commandry  Knight  Templar. 

His  medical  memberships  included  the 
Texas  Medical  Association,  the  Harris 
County  Medical  Society,  the  American 
Medical  Association,  the  American  and  Tex- 
as Associations  of  Ophthalmology,  Ameri- 
can Academy  of  Ophthalmology,  a member 
emeritus  of  the  Houston  Ophthalmological 
Society,  and  a faculty  member  of  Baylor 
College  of  Medicine. 

The  physician  is  survived  by  his  wife,  Bea- 
trice Kehr  Johnson,  Dallas;  a daughter, 

Mrs.  Harold  L.  Mayer,  Jr.,  Dallas;  one  sis- 
ter, Mrs.  R.  H.  Eubank,  Liberty,  Mo;  and 
two  grandchildren. 


\ 


Dr.  Allison 


Dr.  Johnson 
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Dr.  L.  C.  Colwell 

Dr,  Leslie  Charles  Colwell,  54,  Buchanan 
Dam  gynecologist,  died  Sept  17, 1974  in 
the  Burnet  Hospital. 

A graduate  of  the  University  of  Texas  and 
the  University  of  Arkansas  Medical  School, 
Dr,  Colwell  held  internships  at  Bracken- 
ridge  Hospital  in  Austin  and  the  Graduate 
Hospital  of  the  University  of  Pennsylvania, 
Philadelphia.  He  also  served  a residency 
in  gynecology  in  Philadelphia  as  well  as  an 
obstetrics  residency  at  the  Massachusetts 
Memorial  Hospital  in  Boston.  He  practiced 
in  Austin  from  1950-1969. 

Dr.  Colwell’s  professional  memberships  in- 
cluded the  Lampasas-Burnet-Llano  Coun- 
ties Medical  Society,  the  Texas  Medical 
Association,  the  American  Medical  Associa- 
tion, American  College  of  Obstetrics  and 
Gynecology,  American  College  of  Surgeons, 
and  the  Texas  Association  of  Obstetricians 
and  Gynecologists. 

Survivors  include  his  wife,  Hettie  McCor- 
mick Colwell,  Buchanan  Dam;  and  a son, 
Lawson  E.  Colwell,  Buchanan  Dam. 

Dr.  M.  M.  Stephens,  Jr. 

Dr.  Milton  Mosely  Stephens,  Jr.,  along  with 
his  wife,  Mary,  and  daughters,  Charlotte 
and  Sharon,  died  Aug  16, 1974,  when  their 
private  plane  crashed  in  a wooded  area  of 
the  Ozark  Mountains  in  Arkansas.  Dr. 
Stephens  had  been  an  orthopedic  surgeon 
in  Amarillo  since  1969. 


A graduate  of  Baylor  University,  Waco,  Dr. 
Stephens  earned  his  MD  degree  from  The 
University  of  Texas  Southwestern  Medical 
School  at  Dallas  in  1962.  He  served  an  in- 
ternship at  Emory  University  VA  Hospital, 
Atlanta,  and  residencies  in  general  surgery 
and  orthopedic  surgery  at  Grady  Memorial 
Hospital,  Atlanta,  and  Duke  University 
Medical  Center,  Durham,  NC.  He  served  as 
a lieutenant  commander  in  the  US  Navy 
from  1967  to  1969,  when  he  moved  to 
Amarillo  to  establish  a private  practice. 

Dr.  Stephens  was  a member  of  American 
Academy  of  Orthopaedic  Surgeons,  Pied- 
mont Orthopaedic  Society,  Potter-Randall 
County  Medical  Society,  Texas  Medical  As- 
sociation, and  American  Medical  Associa- 
tion. He  was  certified  by  American  Board 
of  Orthopaedic  Surgery  in  1969. 

He  is  survived  by  his  father.  Dr.  M.  M. 
Stephens,  Sr.,  Borger;  sister,  Mrs.  Harris 
Hampton,  Canyon;  and  brother,  John 
Stephens,  Hereford. 


TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
I N PATI ENT-OUTPATI  ENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 


A Private  115  bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay,  M.D. 


PSYCHOLOGY 


George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph  D. 


Fred  H.  Jordan,  M.D. 
John  T.  Holbrook,  M.D. 


Tom  I.  Payton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 


BUSINESS  MANAGER 


Daphne  Burrows 


COURTESY  STAFF 


O.T.  AND  R.T.  THERAPY 

(Acting  Director) 

Jeanette  Boothe 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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Effective  relief  of  low  back  discomfort 


The  addition  of  Soma  350 
(carisoprodol)  to  bed  rest, 
moist  heat  and  exercise  can 
help  restore  range  of  motion 
by  relieving  discomfort 
associated  with  acute,  painful 
musculo-skeletal  conditions. 

Economically... with  only  one 
tablet  qA.d. 

Measure  the  results  yourself. 
(Wallace  will  even  send  you 
a complimentary  goniometer.) 

Indications:  Carisoprodol  is  indicated  as  an  adjunct  to  rest, 
physical  therapy,  and  other  measures  for  the  relief  of  discomfort 
associated  with  acute,  painful  musculo-skeletal  conditions. 
Contraindications:  Acute  intermittent  porphyria  and  allergic 
or  idiosyncratic  reactions  to  carisoprodol  or  related  compounds 
such  as  meprobamate,  mebutamate,  tybamate. 

Warnings:  Idiosyncratic  Reactions:  Rarely,  extreme  weakness, 
transient  quadriplegia,  dizziness,  ataxia,  temporary  vision  loss, 
diplopia,  mydriasis,'  dysarthria,  agitation,  euphoria,  confusion 
and  disorientation  have  appeared  within  minutes  or  hours  of  the 
first  dose.  These  usually  subside  in  several  hours  but  supportive 
and  symptomatic  therapy,  including  hospitalization,  may  be 
necessary. 

Pregnancy  and  Lactation:  Safe  use  not  established;  weigh 
potential  benefits  against  potential  hazards  in  pregnancy,  nursing 
mothers  (concentrations  in  breast  milk  are  two  to  four  times  that 
in  plasma),  or  women  of  childbearing  potential. 


Children  Under  Twelve:  Not  recommended. 

Potentially  Hazardous  Tasks:  Driving  a motor  vehicle  or 
operating  machinery. 

Additive  Effects:  Effects  of  carisoprodol  and  alcohol,  other 
CNS  depressants  or  psychotropic  drugs  may  be  additive. 

Drug  Dependence:  Use  cautiously  in  addiction-prone  patients. 
Precautions:  To  avoid  excess  accumulation,  use  caution  in 
patients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System:  Drowsiness, 
dizziness,  vertigo,  ataxia,  tremor,  agitation,  irritability,  headache, 
depressive  reactions,  syncope,  insomnia,  idiosyncratic  reaction 
(see  “Warnings”). 

Allergic  or  Idiosyncratic:  In  previously  unexposed  patients, 
these  are  usually  seen  after  1-4  doses  and  include  rash,  erythema 
multiforme,  pruritus,  eosinophilia,  fixed  drug  eruption  with  cross 
reaction  to  meprobamate.  Asthmatic  episodes,  fever,  weakness, 
dizziness,  angioneurotic  edema,  smarting  eyes,  hypotension  and 
anaphylactoid  shock  may  be  manifestations  of  severe  reactions. 
In  such  cases,  stop  carisoprodol  and  initiate  appropriate 
treatment  (e.g.,  epinephrine,  antihistamines,  corticosteroids). 

Card/ouascu/ar  Tachycardia,  postural  hypotension,  facial 
flushing. 

Gastrointestinal:  Nausea,  vomiting,  hiccup,  epigastric  distress. 

Hematologic:  Leukopenia  and  pancytopenia  (on  carisoprodol 
plus  other  drugs). 

Usual  Adult  Dosage:  One  350  mg  tablet  three  times  daily 
and  at  bedtime. 

Overdosage:  Has  produced  stupor,  coma,  shock,  respiratory 
depression,  and,  very  rarely,  death.  The  effects  of  an  overdosage 
of  carisoprodol  and  alcohol  or  other  CNS  depressants  or 
psychotropic  agents  can  be  additive  even  when  one  of  the  drugs 
has  been  taken  in  the  usual  recommended  dosage.  Empty 
stomach,  treat  symptomatically;  cautiously  give  respiratory 
assistance,  CNS  stimulants,  pressor  agents  as  needed. 
Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been  used  successfully  with 
related  drug  meprobamate.  Carefully  monitor  urinary  output; 
avoid  overhydration;  observe  for  possible  relapse  due  to 
incomplete  gastric  emptying  and  delayed  absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR 
information.  Rev.  8/74 

WALLACE  LABORATORIES,  Cranbury,  N.J.  08512  ^ 


Som^  J50  its  power  ma 

(carisoprodol)  350  mg  tablets 


e measured  in  movement 


OFFERING  COMPLETE  PRIVATE 
PSYCHIATRIC  SERVICES  USING 
THE  THERAPEUTIC  COMMUNITY 
APPROACH  IN  AN  OPEN  SETTING. 


Fully  Accredited 
60  Beds 


Mrs.  Billie  Speck,  Administrator 


MEDiCENTER  PSYCHIATRIC  HOSPITAL 

1505  EIGHTH  WICHITA  FALLS,  TEXAS  76301 


Services  Available 

• Psychotherapy  Individual  and  Group 

• Chemotherapy 

• Recreational  Therapy 

• Occupational  Therapy 

• Psychological  Testing 

• Psychiatric  Social  Worker  Services 

• Neurological  Consultation 

• Electro-Convulsive  Therapy 

• Clinical  Laboratory 

• X-ray 

• Pharmacy 

• Physical  Therapy 

• Medical  Consultations 
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TEXAS  MEDICINE 


A FULL  SERVICE  PSYCHIATRIC  HOSPITAL 

With  separate  comprehensive  units  for  adults  and  adolescents 


COMPREHENSIVE  mental  health 
services  for  the  treatment  of  all  types 
of  emotional  disorders,  with  separate 
facilities  for  adults  and  adolescents. 


AN  OPEN  STAFF  42-bed  fully 
equipped  private  psychiatric  hospital. 


LICENSED  BY  Texas  State  Department 
of  Mental  Health  and  Mental  Retardation. 


ACCREDITED  BY  Joint  Commission  on 
Accreditation  of  Hospitals;  Medicare 
certified  and  CHAMPUS  approved 


OFFERING 

Biological  Treatments 
Psychopharmacotherapy 
Individual  and  Family  Therapy 
Drug  and  Alcohol  Rehabilitation 
Therapeutic  Community 
[Milieu  Therapy] 

Psychosomatic  and  Geriatric  Research 
Psychodrama  and  Movement  Therapy 
Psychological  Testing  and 
Neurological  Evaluations 
Job  Rehabilitation  and 
Vocational  Counseling 
Crisis  Intervention  and 

Psychiatric  Emergency  Services 
Group  Psychotherapy;  Including  Transac- 
tional Analysis  and  Gestalt  Techniques 


Psychiatric  lr|stitu[e  of  port  Worthj 


815  Eighth  Avenue 


Fort  Worth,  Texas  76104 


Phone  817-335-1400 


J.  Paul  Smith 
Administrator 


Virgil  M.  Cox,  Jr.,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


James  D.  Malone,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


Blaine  E.  McLaughlin,  M.D. 
F.A.P.A.,  F.A.C.P.,  Diplomate, 
American  Board  of  Psychiatry 
and  Neurology 


Richard  D.  Yentis,  M.D. 
F.A.A.C.P.;  Diplomate, 
American  Board  of 
Psychiatry  and  Neurology 


lOSth  Annual  Session 
of  the 

Texas  Medical 
Association 

May  1-4,  1975 
San  Antonio 


PLAN  NOW  TO  ATTEND 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D. 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


• DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M,D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.A.C.R. 
Jack  G.  Brooks,  M.D.,  M.A.C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Warren  L.  McFarland,  M.D.,  M.A.C.R. 


Preston  W.  Nash,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 
J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 336-8681  800  Eighth  Avenue  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 
2700  Tibbets,  Bedford,  Texas  76021  — 283-6363 


General  Surgery: 

TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

J.  C.  Rucker,  M.D, 

R.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  D.  Crawford,  M.D. 

R.  W.  Baggett,  M.D, 

J.  T.  Scogin,  M.D. 

Orthopedic  Surgery: 

J.  H.  PesnelL  M.D. 

Mary  A.  Bone,  M.D. 

M.  L.  Gray,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong,  M.D. 

Radiology  and  Radioactive  Isotopes: 

D.  B.  Turner,  M.D. 

I>.  W.  Ralston,  M.D. 

Urology: 

G.  T.  Kimmel,  M.D. 

J.  W.  Fischer,  M.D. 

H.  F.  Rives.  M.D. 

Pathology: 

J.  G.  Casey 

Harbert  Davenport,  Jr.,  M.D, 

Business  Manager  of  Travis  Clinic 

Anesthesiology : 

S.  J.  Biltz 

W.  T.  Witt.  M.D. 

Adm  of  Travis  Clinic  Foundation 
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TEXAS  MEDICINE 


lexas  Physicians’  Directory 


Allergy 


Cardiovascular  Disease 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Loula  Paateur  Drive,  San  Antonio,  Texas  78229 

Phone  512-696-4405  or  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  Md.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Qarrldo,  M.D.  (Certified  American  Board  of  Pediatrics) 
O.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston  Texas  77025,  526-8931 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Lawrence  G.  Thorne,  M.D. 

Theodore  J.  Haywood,  M.D.  K.  Venugopalan,  M.D. 

Orville  C.  Thomas,  M.D.  Joel  T.  Appleton,  M.D. 

Joseph  T.  Queng,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  713  661-1444 


HARRIS  HOSEN,  M.D.,  F.A.C.A. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street  Port  Arthur,  Texas 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


JOE  D.  GOLDSTRICH,  M.D. 

Diplomats  American  Board  of  Internal  Medicine 
Practice  Limited  to  Cardiology 

Maximum  Exercise  Stress  Testing  Available  by  Referral 

Presbyterian  Professional  Building 

8210  Walnut  Hill  Lane,  Suite  608 

Dallas,  Texas  75231,  214  361-9006  (24  hours) 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 

M.  D.  Knight,  M.D.,  Surgery 

W.  H.  Brauns,  M.D.,  Internal  Medicine 

Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surge^ 

A.  Price  Burdine,  M.O., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  In  Radlolc^ — 
John  E.  Ballard,  M.D. 

John  (1.  Bolen,  M.D. 
William  T.  Gordon,  M.D. 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnall,  M.D. 

Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 


MEDICINE 

STUART  A.  MASON,  M.D.  Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy  Ed  Etier,  Jr.,  M.D. 

Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases  general  practice 

Donald  S.  Gibbs,  M.D. 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answen  924-4231  RADIOLOGY 

Otto  H.  Grunow,  M.D. 


ALLERGY  AND  IMMUNOLOGY 


Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


CHARLES  A.  RUSH,  JR.,  M.D. 

Diplomate/American  Board  of  Allergy  & Immunology 

Northeast  Medical  & Surgical  Clinic  Association 
7601  Glenview  Drive,  Fort  Worth,  Texas  76118 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $10  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  Section  headings  are  limited  to 
those  specialties  in  which  there  is  an  American  Medical  Asso- 
ciation recognized  specialty  board  and/or  an  AMA  approved 
residency  program.  A list  of  these  specialties  is  available  upon 
request.  New  listings,  changes,  or  cancellations  should  be  sent 
to  Advertising  Assistant,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month 
preceding  publication  month. 
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THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christ!,  Texas  78404 


Telephone  883-7411 

FAMILY  MEDICINE 

Travis  B.  Phelps,  M.O,  FJULF.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D-  A.B.F.P. 

C.  1_  Vemor,  M.D. 

T.  L.  Glenn,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Phillip  Kassner,  M.D. 

OPHTHALMOLOGY 
L David  Wright,  M.D.,  F.A.C.S. 


ORTHOPEDICS 

C.  M.  Yanez,  MJ}..  FJLC.S. 

RADIOLOGY 

Crysup  ^ry,  M.D. 

ADMINISTRATOR 
Gena  Hybner 
DIRECTOR  OF  NURSES 
Cllnlo— Pat  Parker 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 
C.  H.  “Ham”  Rugeley 
Malcolm  D.  Rugeley 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 


OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 


THE  JOHN  BUIST  CHESTER  HOSPITAL  & 

THE  CHESTER  CLINICS 

3330  S.  Lancaster  Road,  Dallas,  Texas 

Telephone  214-376-5411 

John  B.  Chester,  M.D.  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  F.A.C.C.,  Cardiology 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  General  Surgery 

Dojrie  L.  Sharp,  M.D.,  General  Surgery 

Rudolph  M.  Flasdick,  M.D.,  Diagnosis  & Internal  Medicine 

Robert  B.  Curry,  M.D.,  Internal  Medicine 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S,  Orthopedic  Surgery 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 

Jose  Newman,  M.D.,  Internal  Medicine 

Alfrodo  Zevallos,  M.D.,  OJLB.O.G.,  Obstetrics  & Gynecology 

Souren  Chakmakiian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Munir  F.  Bishara,  M.D.,  D.A.B.P.,  Pediatrics  & Infectious  Diseases 

Mehdi  Sheikholeslam,  M.D.,  Orthopedic  Surgery  & Arthritis 

Geeffrey  Kalham,  M.D.,  DA.B.R.,  Radiology  & Nuclear  Medicina 

Gerard  Noteboom,  M.D.,  D.A.B.P.,  Consultant  in  Pathology 

EllzabeUi  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  D.A.B.F.P.,  Family  Practice 

Miles  W.  Davis,  M.D.,  Famllv  Practice 

Robert  L.  Howe,  M.D.,  Family  Practice 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224>11S1 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 

DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
J.  A.  Harris,  M.D.,  Family  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 


Telephone  713  948-8521 

Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 


DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D, 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  ModelskI,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 


ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 
R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 


GERIATRICS 

Frederick  G.  Dorsey,  M.D. 


GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.D. 


HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddeil,  Jr.,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 
ira  Doneson,  M.D. 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 


ADMINISTRATION 
Robert  B.  Hall, 
Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 
OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.  B.  AUensworth,  M.D. 

GENERAL  SURGERY 
J.  E.  Ho<;an,  M.D.,  FJLC.S. 

C.  B.  Marcum,  M.D«  FJLC.G. 

J.  E.  Mathews,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

B.  Williams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 


H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
OBSTETRICS  AND  GYNECOLOGY  Jarrett  E.  Williams,  M.D. 

M.  A.  Porter,  M.D.  B.  B.  Trotter,  M.D. 

J.  W.  Kuykendall,  M.D.  ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 
Charles  N.  Butts,  Asst.  Clinic  Manager 


Do  your  patients 
understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an 
invitation  for  patients  to  discuss  medical 
costs  with  you.  It  shows  you  care  and  helps 
prevent  doctor-patient  misunderstanding. 

Send  $2.40  to:  Order  Department,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  III.  60610. 
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CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 


INTERNAL  MEDICINE 
WllUain  C.  FranMIn.  M.D. 

Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goes,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


MEDICAL  AND  SURGICAL  CLINIC  ASSOCIATION 

1200  Summit  Avenue,  Fort  Worth,  Texas  817  338-4747 


GENERAL  SURGERY 

Robert  C.  Barker,  M.D.  ‘Thomas  E.  Simons,  M.D. 

‘Henry  V.  Birdwell,  Jr.,  M.D. 

‘Diplomate  of  American  Board  of  Surgery 


INTERNAL  MEDICINE 
DIAGNOSIS 

•John  B.  Fershtand,  M.D.  ‘James  W.  Tunstill,  M.D. 

Edwin  B.  Wilson,  Jr.,  M.D.  Cornelius  C.  Davis,  M.D. 

PULMONARY  DISEASE 

‘Diplomate  of  American  Board  of  Medicine 


INDUSTRIAL  MEDICINE 
Mark  N.  Hattarki,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE  CONSULTANTS 
‘Harry  W.  Banker,  M.D.  ‘Samuel  Jagoda,  Jr.,  M.D. 

‘E.  E.  Holt,  M.D.  Samuel  Jagoda,  M.D. 

‘Diplomate  of  American  Board  of  Radiology 


PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


Duodenoscopy 
Colonoscopy 
Colonoscopic  Snare 
Polypectomy 
Arteriography 
Treadmill  Stress  Testing 


ADMINISTRATOR 
Bryan  Charles 


Colon  & Rectal  Surgery 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 


3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 
Dermatology 

Treatment  of  Skin  Malignancies 


7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


JOHN  C.  WILKINSON,  M.D.,  P.A. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


GERALD  A.  CASID,  M.D. 

Dermatology  and  Hair  Transplantation 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  272-5451 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


TEXAS  MEDICINE  regularly  lists  highlights  of  more 
than  100  Texas  and  national  meetings.  It  is,  in  fact, 
the  only  major  source  of  medical  meeting  information 
in  the  state.  Keep  informed  by  being  a regular  reader 
of  the  “COMING  MEETINGS’’  section. 


TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies 
under  the  Keogh  Act  and  is  approved  by  IRS.  For 
full  information,  write:  TMA  Members’  Retirement 
Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Eye,  Ear,  Nose,  Throat 


DRS.  CANON,  NALLE,  ELLSASSER  AND  MEHDIABADI 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  FJV.C.S.,  F.I.C.S. 

Rustam  J.  Mehdtabadi,  M.D.,  DAB, 
Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


Family  & General  Practice 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.- 
GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Dlplomate  American  Board  of  Family  Practice 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 


THE  NEDERLAND  FAMILY  PRACTICE  CLINIC 

2420  Nederland  Avenue 
Nederland,  Texas  77627 
Tel.  (713)  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKLM.D.* 

*Diplomate  American  Board  of  Family  Practice 


Gastroenterology 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


Considering  a new  practice  opportunity? 

Let  TMA  Help  You! 

We  will  circulate  your  biographical  sketch 
and  job  preferences  to  communities  and  to 
medical  groups  looking  for  associates.  No 
service  fee  is  involved. 

Contact: 

Physician's  Placement  Service 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S 
Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


BURT  B.  SMITH,  M.D. 

Surge|7 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 
Telephone  915-533-2508 


Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

Alfred  V.  Persson,  M.D.,  FJLC.S. 

DRS.  THOMPSON,  PATMAN  & PERSSON 
Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


PLAN  NOW  TO  ATTEND  THESE  MEETINGS 
OF  THE  TEXAS  MEDICAL  ASSOCIATION; 

108th  Annual  Session 
May  1-4, 1975  — San  Antonio 

Conference  on  Practice  Management 
October  4, 1975  — Austin 

Conference  on  Legislation 
January  17, 1976  — Austin 

Watch  future  issues  for  details. 
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Internal  Medicine 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363*5535 
8226  Douglas  Avenue.  Dallas,  Texas  75225 


Neurological  Surgery 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas  Texas  75231,  363-8524 


Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D.  Morris  Sanders,  M.D. 

Jack  Woolf,  M.D.,  Consultant 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Suite  557,  Locke  Medical  Buildirig 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


EL  PASO  NEUROLOGICAL  INSTITUTE 

A Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

william  J.  Nelson,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology  and  Electrodiagnosis 

Allan  L.  Naarden,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214-661-7676 


Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.O.,  Director,  526-1501 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Boverie,  Black,  Clayton,  White,  McGee, 

Behike,  Seaman,  Reed,  Block,  Berry  and  Wilson 

Nuclear  Medicine  F,  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

R.  S.  Clayton,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D.  E.  D.  Seaman,  M.D. 

Diplomates,  American  Board  of  Nuclear  Medicine 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 

Administration:  Melvin  A.  Lyons,  B.A.,  R.T.,  M.S.H.A. 

Ei  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Obstetrics  & Gynecology 


HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology 

Colposcopy 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  817  335-4393 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D.,  F.A.C.S. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S. 

Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 

Jeffrey  D.  Lanier,  M.D. 

Maple  L.  Avery,  M.D. 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Ajpar,  M.D.  M,,^h  B.  Currie,  M.D 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo.  Texas 

TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 
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ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  7480958 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 

Parkway  Towers  Professional  Building,  150  West  Parker  Road, 

Houston,  Texas  77022,  691-3905 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

Robert  O.  Bateman,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

BRUCE  C.  TAYLOR,  M.D. 

Diseases  & Surgery  of  the  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
(214)  521-1153 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77025 
(713)  529-7321,  529-5828 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713-781-2882 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 

CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853-7319 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

DIplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Ariington,  Texas  76012,  817  261-8284 

Orthopedic  Surgery 

BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 

Dallas,  Texas  75214 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

George  M.  Boswell,  Jr.,  M.O.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

1300  N.  Stanton  Street,  El  Paso  79902 

Telephone  915  544-3831 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

ARTHUR  LORBER,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr^  M.D. 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

515  South  Summit 

Fort  Worth,  Texas  76104 

Telephone  817-336-4019 

SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 

4849  W.  Lawther  Dr.,  Suite  101 

Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 

ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Otolaryngology 
800  Rfth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


MEDICAL  CENTER  EAR,  NOSE  & THROAT 
ASSOCIATES 

W.  Leonard  Draper,  M.D.,  Otolaryngology,  Otology  and  Nasal  Allergy 
John  W.  Herndon,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 
Richard  M.  Turney,  M.D.,  Otolaryngology 

Jorge  A.  DeCardenas,  M.O.,  Otolaryngology  and  Micro-Laryngeal  Surgery 
Charles  A.  Van  Wart,  M.D.,  Otolaryngology,  Otology  and  Nasal  Plastic 
Surgery 

Melton  J.  Horwitz,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 

DIplomates  American  Board  of  Otolaryngology 

Olaf  Haug,  Ph.D. 

Paul  M.  Baccaro,  M.A. 

Joy  O’Neal,  M.F.A. 

Audiology,  Speech  Pathology,  Vestibular  Testing,  Hearing  Aid  Evaluation 

540  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77025,  713  524-8351 


Pathology 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Raul  M.  Gutierrez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  WIttstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  WILKENFELD,  M.D. 

Diplomats,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Boverie,  Black,  Clayton,  White,  McGee, 

Behike,  Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

Diplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Melvin  A.  Lyons,  B.A.,  R.T.,  M.S.H.A. 

Ei  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andufar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES, 
PATHOLOGISTS 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytolo^  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  RE(}UEST 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 


3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


John  H.  Childers,  M.D.  E.  P.  Jenevein,  M.D. 

R.  R.  Rember,  M.D.  Garry  F.  RusL  M.D. 

W.  L.  Crofford,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serolon, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
E.  MONTGOMERY  SMITH,  M.D.,  Medical  Director 
WILLIAM  E.  HISEY,  Administrator 


ROBERTO  G.ROLFINI,  M.D. 

Dipiomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

Villa  Rosa  Professional  Building 

2727  Babcock  Road,  Suite  F,  San  Antonio,  Texas  78229 


“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 
— Theodore  Roosevelt 


Take  an  active  role  in  TMA  and  your  county  society. 
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Plastic  Surgery 


THOMAS  O.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  FJV.C.S. 

DIplomates  American  Board  of  Plastic  Surgery 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78Z29 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchanga  227-6331 


PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 


508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomate  of  American  Board  of  Piastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnuut  Hill  Lane,  Dallas,  Texas  75231 
369-6511 


Psychiatry 


PLASTIC  SURGERY  ASSOCIATES 

Shnon  Fredricks,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastc  Surgery 

Charles  W.  Bailey,  Jr.,  M.D. 

Kenneth  R.  Tucker,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Perry  C.  Talking^on,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  1.  Carson,  M.D. 

Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

Donald  N.  Offutt,  M.D. 

Claude  R.  Nichols,  M.D. 

Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 

Charles  M.  Smith,  M.D. 

Gregory  G.  DImiJian,  M.D. 

Linda  R.  Hughes,  M.D. 

Larrie  W.  Arnold,  M.D. 

Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 

Sandra  Steinbach,  M.D. 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 

practice  limited  to 

PSYCHIATRY 

CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 

4645  Samuell  Blvd.,  Dallas,  Texas 

Timberlawn  Psychiatric  Hospital 

4600  Samuell  Blvd.,  Dallas,  Texas 

Telephone  381-7181 

VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 

KENNETH  WETCHER,  M.D.,  P.A. 

General  Psychiatry  and  Industrial  Consultation 

Clear  Lake  Towers 

16902  El  Camino  Real,  Houston,  Texas,  488-1703 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 

Houston,  Texas  77025,  713  524-8496 

WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

CHARLES  B.  COVERT,  M.D. 

Psychiatry 

San  Felipe  Green  Professional  Building 

1900  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 

TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 

SEAT  BELTS  DO  SAVE  LIVES— 

USE  THEM! 
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H.  HARLAN  CRANK,  M.D.,  LFAPA, 

Member,  American  Psychoanalytic  Association 

announces  the  relocation  of  his  office  for  the  restricted  practice  of 

Psychoanalysis  and  Psychiatry 

October  1,  1974 
By  appointment  only 

Office:  (512)  451-6116,  Res:  (512)  451-3526 
5511  Parkcrest,  Suite  202,  Austin,  Texas  78731 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.O. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

'Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey.  M.D. 

Wayne  F.  Keller,  M.D. 

•Len  Dan  Kerr,  Jr.,  M.D. 

Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Abe  Hauser,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.O. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomate  American  Board  of  Psychiatry  and  Neurology 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 
Fort  Worth,  Texas  76104 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  O.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D.,  D.A.B.R. 

Thomas  V.  Hinkle,  M.D,  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 

James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 
JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  SL,  P.O.  Box  100,  Paris,  Texas  75460,  214-784-4624 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Boverie,  Black,  Clayton,  White,  McGee, 

Behike,  Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  j.  E.  White,  M.D. 

R.  F.  Boverie,  M.D.  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

R.  S.  Clayton,  M.D.  W.  R.  Berry,  M.D. 

Diplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Melvin  A.  Lyons,  B.A.,  R.T.,  M.S.H.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Richard  E.  Wood,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D.  Maruf  A.  Razzuk,  M.D. 

DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.  Dallas,  Texas  75246,  826-5184 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


ROBERTN.  McGEHEE,  M.D. 

Thoracic,  Cardiac  and  Peripheral  Vascular  Surgery 

532  Medical  Plaza,  800  Eighth  Ave.,  Fort  Worth,  Texas  76104,  332-2720 


TMA  Physicians’  Placement  Service 

. . . Another  service  of  your  association 
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Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 
FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 
GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Grant  F.  Begley,  M.D,,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


JOHN  B.TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 


DONALDJ.NEESE,M.D. 

DONALD  E.  FUERST,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713-521-9538 

400  Medical  Center  Blvd.,  Suite  207 

Webster,  Texas  77598,  Telephone;  713-332-2466 


VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


Present  your  ideas 
in  Texas  Medicine 

For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors.” 
Mrs.  Marilyn  Baker,  Managing  Editor 
TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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When  serum  cholesterol 
demeinds  ^ttention.» 

patients  may  need . . . • Diet  control 

• A proven  cholesterol-lowering 
adjutlict  to  diet* 

• Corty^fiient  oned-a-day  dosage* 


An  agent  for  low  density  lipoproteins 


non-cardiac  patients. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC, 

Deerfield,  Illinois  eoois 


Choloxir 


(sodium  dextrothyroxine) 


The  Lipid-Lowering  Agent  with 
Once-A-Day  Dosage 

Four  strengths  ...  1,2,4,  and  6 mg are  available  making 

the  scored  tablet  regimen  a flexible  dosage  system.  And,  for 
most  patients,  CHOLOXIN  tablets  offer  once-a-day  dosage. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle- 
rosis or  coronary  heart  disease.  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question. 


CHOLOXIN®  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 

See  prescribing  information  in  package  insert  reproduced  below. 


Starting 

Increased 

Usual 

Maximal 

Dosage 

Monthly  by 

Maintenance 

Recommended 

Adult  Hypercholesterolemic 

1 .0-2.0  mg. 

1. 0-2.0  mg. 

4.0-8. 0 mg. 

4. 0-8.0  mg. 

Pediatric  Hypercholesterolemic 

0.05  mg. /kg.  body  weight 

0.05  mg. /kg. 

0.1  mg. /kg.  body  weight 

4.0  mg. 

Hypothyroid  Cardiac 

0.5-1 .0  mg. 

1 .0  mg. 

4.0  mg. 

4.0  mg. 

Choloxir 

(sodium  dextrothyroxine) 

Description 

CHOLOXIN  (sodium  dextrothyroxine)  is 
the  sodium  salt  of  the  dextrorotatory 
isomer  of  thyroxine.  It  is  chemically 
described  as  D-3,5,3',5'-tetraiodothyro- 
nine  sodium  salt. 

Actions 

The  predominant  effect  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  the  reduc- 
tion of  serum  cholesterol  levels  in 
hyperlipidemic  patients.  Beta  lipopro- 
tein and  triglyceride  fractions  may 
also  be  reduced  from  previously  ele- 
vated levels. 

Most  of  the  available  evidence  indi- 
cates that  CHOLOXIN  stimulates  the 
liver  to  increase  catabolism  and  excre- 
tion of  cholesterol  and  its  degradation 
products  via  the  biliary  route  into  the 
feces.  Cholesterol  synthesis  is  not  in- 
hibited and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the 
blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict 
attention  should  be  paid  to  the  indica- 
tions and  contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is 
an  antilipidemic  agent  used  as  an  ad- 
junct to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cho- 
lesterol (low  density  lipoproteins)  in 
euthyroid  patients  with  no  known  evi- 
dence of  organic  heart  disease. 

The  drug  is  also  indicated  in  the  treat- 
ment of  hypothyroidism  in  patients 
with  cardiac  disease  who  cannot  toler- 
ate other  types  of  thyroid  medication. 
Before  prescribing,  note  the  following; 
Results  from  a randomized  clinical 
study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  is  administered 
to  a patient  receiving  a digitalis  prep- 
aration. There  may  be  an  additive 
effect.  This  additive  effect  may  possi- 
bly stimulate  the  myocardium  exces- 
sively in  patients  with  significant 
myocardial  impairment.  CHOLOXIN  dos- 
age should  not  exceed  4 mg  per  day 
when  the  patient  is  receiving  a digitalis 
preparation  concomitantly.  Careful 
monitoring  of  the  total  effect  of  both 
drugs  is  important. 

It  has  not  been  established  whether 
the  drug-induced  lowering  of  serum 
cholesterol  or  lipid  levels  has  a detri- 
mental, beneficial,  or  no  effect  on  the 
morbidity  or  mortality  due  to  athero- 
sclerosis or  coronary  heart  disease. 
Several  years  will  be  required  before 
current  investigations  will  yield  an 
answer  to  this  question. 

Contraindications 

The  administration  of  CHOLOXIN  (so- 
dium dextrothyroxine)  to  euthyroid 
patients  with  one  or  more  of  the  fol- 
lowing conditions  is  contraindicated: 

1.  Known  organic  heart  disease,  in- 
cluding angina  pectoris;  history  of 
myocardial  infarction;  cardiac  ar- 
rhythmia or  tachycardia,  either 
active  or  in  patients  with  demon- 
strated propensity  for  arrhyth- 
mias; rheumatic  heart  disease; 
history  of  congestive  heart  fail- 
ure; and  decompensated  or  bor- 
derline compensated  cardiac 
status. 

2.  Hypertensive  states  (other  than 
mild,  labile  systolic  hypertension). 


3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine) 
may  potentiate  the  effects  of  antico- 
agulants on  prothrombin  time.  Reduc- 
tions of  anticoagulant  dosage  by  as 
much  as  30%  have  been  required  in 
some  patients.  Consequently,  the  dos- 
age of  anticoagulants  should  be  re- 
duced by  one-third  upon  initiation  of 
CHOLOXIN  therapy  and  the  dosage  sub- 
sequently readjusted  on  the  basis  of 
prothrombin  time.  The  prothrombin 
time  of  patients  receiving  anticoagu- 
lant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as 
frequently  as  necessary,  but  at  least 
weekly,  during  the  first  few  weeks  of 
treatment. 

In  the  surgical  patient,  it  is  wise  to 
consider  withdrawal  of  the  drug  two 
weeks  prior  to  surgery  if  the  use  of 
anticoagulants  during  surgery  is  con- 
templated. 

When  CHOLOXIN  is  used  as  thyroid 
replacement  therapy  in  hypothyroid 
patients  with  concomitant  coronary 
artery  disease  (especially  those  with  a 
history  of  angina  pectoris  or  myocar- 
dial infarction)  or  other  cardiac  dis- 
ease, treatment  should  be  initiated 
with  care.  Special  consideration  of  the 
dosage  schedule  of  CHOLOXIN  is  re- 
quired. This  drug  may  increase  the 
oxygen  requirements  of  the  myocar- 
dium, especially  at  high  dosage  levels. 
Treated  subjects  with  coronary  artery 
disease  must  be  seen  at  frequent  in- 
tervals. If  aggravation  of  angina  or 
increased  myocardial  ischemia,  cardiac 
failure,  or  clinically  significant  ar- 
rhythmia develops  during  the  treatment 
of  hypothyroid  patients,  the  dosage 
should  be  reduced  or  the  drug  discon- 
tinued. 

Special  consideration  must  be  given  to 
the  dosage  of  other  thyroid  medications 
used  concomitantly  with  CHOLOXIN.  As 
with  all  thyroactive  drugs,  hypothyroid 
patients  are  more  sensitive  to  a given 
dose  of  CHOLOXIN  than  euthyroid  pa- 
tients. 

Epinephrine  injection  in  patients  with 
coronary  artery  disease  may  precipi- 
tate an  episode  of  coronary  insuffi- 
ciency. This  condition  may  be  enhanced 
in  patients  receiving  thyroid  analogues. 
These  phenomena  should  be  kept  in 
mind  when  catecholamine  injections 
are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery 
disease. 

Since  the  possibility  of  precipitating 
cardiac  arrhythmias  during  surgery 
may  be  greater  in  patients  treated 
with  thyroid  hormones,  it  may  be 
wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks 
prior  to  an  elective  operation.  During 
emergency  surgery  in  euthyroid  pa- 
tients, and  in  surgery  in  hypothyroid 
patients  in  whom  it  may  be  advisable 
to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextro- 
thyroxine in  diabetic  patients  is  capa- 
ble of  increasing  blood  sugar  levels 
with  a resultant  increase  in  require- 
ments of  insulin  or  oral  hypoglycemic 
agents.  Special  attention  should  be 
paid  to  parameters  necessary  for  good 
control  of  the  diabetic  state  in  dextro- 
thyroxine-treated  subjects  and  to 
dosage  requirements  of  insulin  or  other 


antidiabetic  drugs.  If  sodium  dextro- 
thyroxine is  later  withdrawn  from 
patients  who  had  required  an  increase 
of  insulin  (or  oral  hypoglycemic  agents) 
dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be 
reduced  and  adjusted  to  maintain  good 
control  of  the  diabetic  state. 

When  either  or  both  impaired  liver  or 
kidney  function  are  present,  the  advan- 
tages of  CHOLOXIN  therapy  must  be 
weighed  against  the  possibility  of  del- 
eterious results. 

Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  famil- 
ial hypercholesterolemia  or  hyperlipe- 
mia should  not  be  deprived  of  the  use 
of  this  drug;  it  can  be  given  to  those 
patients  exercising  strict  birth  control 
procedures.  Since  pregnancy  may  occur 
despite  the  use  of  birth  control  pro- 
cedures, administration  of  CHOLOXIN 
(sodium  dextrothyroxine)  to  women  of 
this  age  group  should  be  undertaken 
only  after  weighing  the  possible  risk 
to  the  fetus  against  the  possible  bene- 
fits to  the  mother.  Teratogenic  studies 
in  two  animal  species  have  resulted  in 
no  abnormalities  in  the  offspring. 
Precautions 

It  is  expected  that  patients  on  dextro- 
thyroxine therapy  will  show  greatly 
increased  serum  protein-bound-iodine 
levels.  These  increased  serum  PBI 
values  are  evidence  of  absorption  and 
transport  of  the  drug,  and  should  NOT 
be  interpreted  as  evidence  of  hyper- 
metabolism; similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of 
CHOLOXIN  (sodium  dextrothyroxine). 
PBI  values  in  the  range  of  10  to  25 
mcg%  in  treated  patients  are  common. 
It  signs  or  symptoms  of  iodism  develop 
during  CHOLOXIN  therapy,  the  drug 
should  be  discontinued. 

A few  children  with  familial  hypercho- 
lesterolemia have  been  treated  with 
CHOLOXIN  for  periods  of  one  year  or 
longer  with  no  adverse  effects  on 
growth.  However,  it  is  recommended 
that  the  drug  be  continued  in  patients 
in  this  age  group  only  if  a significant 
serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextro- 
thyroxine therapy  are,  for  the  most 
part,  due  to  increased  metabolism,  and 
may  be  minimized  by  following  the 
recommended  dosage  schedule.  Ad- 
verse effects  are  least  commonly  seen 
in  euthyroid  patients  with  no  signs  or 
symptoms  of  organic  heart  disease;  the 
incidence  of  adverse  effects  is  in- 
creased in  hypothyroid  patients,  and  is 
highest  in  those  patients  with  organic 
heart  disease  superimposed  on  the 
hypothyroid  state. 

In  the  absence  of  known  organic  heart 
disease,  some  cardiac  changes  may  be 
precipitated  during  sodium  dextrothy- 
roxine therapy.  In  addition  to  angina 
pectoris,  arrhythmia  consisting  of 
extrasystoles,  ectopic  beats,  or  supra- 
ventricular tachycardia,  EC(j  evidence 
of  ischemic  myocardial  changes  and 
increase  in  heart  size  have  been  ob- 
served. Myocardial  infarctions,  both 
fatal  and  non-fatal,  have  occurred,  but 
these  are  not  unexpected  in  untreated 
patients  in  the  age  groups  studied.  It 
is  not  known  whether  any  of  these  in- 
farcts were  drug  related. 

Changes  in  clinical  status  that  may  be 
related  to  the  metabolic  action  of  the 
drug  include  the  development  of  in- 
somnia, nervousness,  palpitations. 


tremors,  loss  of  weight,  lid  lag,  sweat- 
ing, flushing,  hyperthermia,  hair  loss, 
diuresis,  and  menstrual  irregularities. 
Gastrointestinal  complaints  during 
therapy  have  included  dyspepsia,  nau- 
sea and  vomiting,  constipation,  diar- 
rhea, and  decrease  in  appetite. 

Other  side  effects  reported  to  be 
associated  with  CHOLOXIN  (sodium 
dextrothyroxine)  therapy  include  the 
development  of  headache,  changes  in 
libido  (increase  or  decrease),  hoarse- 
ness, tinnitus,  dizziness,  peripheral 
edema,  malaise,  tiredness,  visual  dis- 
turbances, psychic  changes,  paresthe- 
sia, muscle  pain,  and  various  bizarre 
subjective  complaints.  Skin  rashes,  in- 
cluding a few  which  appeared  to  be 
due  to  iodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some 
investigators.  Gallstones  have  been 
discovered  in  occasional  dextrothyrox- 
ine-treated  patients  and  cholestatic 
jaundice  has  occurred  in  one  patient, 
although  its  relationship  to  CHOLOXIN 
therapy  was  not  established. 

In  several  instances,  the  previously 
existing  conditions  of  the  patient  ap- 
peared to  continue  or  progress  during 
the  administration  of  CHOLOXIN;  a 
worsening  of  peripheral  vascular  dis- 
ease, sensorium,  exophthalmos,  and 
retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of 
anticoagulants,  such  as  warfarin  or 
Dicumarol,  on  prothrombin  time,  thus 
indicating  a decrease  in  the  dosage 
requirements  of  the  anticoagulants.  On 
the  other  hand,  dosage  requirements 
of  antidiabetic  drugs  have  been  re- 
ported to  be  increased  during  dextro- 
thyroxine therapy  (see  WARNINGS 
section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterol- 
emic  patients,  the  recommended  main- 
tenance dose  of  CHOLOXIN  (sodium 
dextrothyroxine)  is  4 to  8 mg  per  day. 
The  initial  daily  dose  should  be  1 to  2 
mg  to  be  increased  in  1 to  2 mg  incre- 
ments at  intervals  of  not  less  than  one 
month  to  a maximum  level  of  4 to  8 
mg  daily,  if  that  dosage  level  is  indi- 
cated to  effect  the  desired  lowering  of 
serum  cholesterol. 

When  used  as  partial  or  complete  sub- 
stitution therapy  for  levothyroxine  in 
hypothyroid  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types 
of  thyroid  medication,  the  initial  daily 
dose  should  be  1 mg  to  be  increased 
in  1 mg  increments  at  intervals  of  not 
less  than  one  month  to  a maximum 
level  of  4 to  8 mg  daily,  preferably  the 
lower  dosage.  The  maximum  in  patients 
receiving  digitalis  therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  pa- 
tients, the  recommended  maintenance 
dose  of  CHOLOXIN  is  approximately  0.1 
mg  per  kilogram.  The  initial  daily  dos- 
age should  be  approximately  0.05  mg 
per  kilogram  to  be  increased  in  up  to 
0.05  mg  per  kilogram  increments  at 
monthly  intervals.  The  recommended 
maximal  dose  is  4 mg  daily,  if  that 
dosage  is  indicated  to  effect  the  de- 
sired lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac 
disease  develop  during  the  treatment 
period,  the  drug  should  be  withdrawn. 
How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is 
supplied  in  prescription  packages  of 
scored  1,  2,  4,  and  6 mg  tablets. 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP*8  needed  by  19  doctor  ^roup, 
lOd-bed  fully  accredited  hospital.  Salary  open.  Pull  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  76216. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a four 
man  ffroup  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
loeaUon  u one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  btdldinjt  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $36,000 
•"“7  for  first  year  and  full  partnership  after  one  or  two  years.  All 
oliiM  mciienses  paid.  Visiting  & relocation  expenses  paid.  Please  reply 
to  Ad-801,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


EMraCENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS:  Average  earn- 
Ings  $46,000  with  guarantee.  Pull  department  status.  Maintain  free  prac- 
SJ?,  “I  “ep'one.  Work  for  patient  on  fee-for-service  basis.  Call  1-612-663- 
Ad-417,  Texas  Medicine.  1801  North  Lamar  Blvd.,  Austin, 

/ o7Ul* 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  to  join  a three  man  group 
doing  general  practice.  New  community  hospital  and  new  clinic  building 
under  constraction  now,  modem  golf  course,  large  lake,  excellent  hunting, 
m^llent  schTOls  wito  no  busing  and  no  integration  problems.  90  minutes 
from  Dallas-Fort  Worth.  No  investment  necessary.  Salary  first  year 
negoti^le,  with  partnership  after  one  or  two  years  if  desired.  Contact 
817^2^71'^’  Nocona,  Texas  76266.  AC 


GENERAL  SURGEON  AND  GEN- 
PRACTITIONER  in  small  town.  Privately  owned  clinic  and  hos- 
SlvT  Sjut  Guaranteed  salary.  Prefer  family  practice  specialist. 

S contact  M.  A.  Childress,  M.D.,  P.O. 

Box  289,  Goldthwaite,  Texas  76844;  Phone  916-648-2212. 


°^®'’  practitioners.  Two  hospl- 

Ws  ^th  660  beds  ^thin  fifteen  minute,  4 lane  drive.  Progressive  Cen- 
^ Texas  immunity  of  4,860  population.  Community  void  of  problems 

(PJ>P-  102.000):  100  miles  to  Dallas, 
u”?  Au^h"  Good  schools  (no  bussing),  churches,  country 
club  with  18  hole  golf  course,  three  nearby  lakes,  recreational  facilities. 
An  excellent  place  to  raise  a family.  New  associate  would  be  on  salary 
first  year;  partnership  in  association  later.  Exchange  calls  and  week- 
two  other  ph^iclans.  Contact  R.  Dean  Elliott.  Administrator, 
414  Johnson  Drive,  McGregor,  Texas  76667.  AC817-840-8281. 

A BETTER  PLACE  ^TO  PRACTICE  MEDICINE.  Enjoy  practicing 
^iciM  in  a warn  climate,  and  with  the  friendly  people  in  Wichita 
Ii^ls,  Texas.  Our  brand  new  66,000  square  foot  clinic  building  has  new 
offlen  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
\®*ty  of  100,000  people  in  North  Central  Texas— close  to 
evolving— but  away  from  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3661,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 


TEXAS,  SAN  ANTONIO:  EMERGENCY  PHYSICIANS  NEEDED  for 
new  group  serving  three  hospitals;  65,000  ER  visits  a year.  Fee-for-serv- 
ice.  Departmental  status.  Past  earning  history  $48,000  plus  additional 
income  for  optional  participation  in  employee  health  service.  Write  or 
call  George  Pruett.  M.D.,  P.O.  Box  6530,  San  Antonio,  Texas  78209. 
Telephone  512-653-5356  or  512-222-0746. 


ENNIS.  ELLIS  COUNTY:  OPPORTUNITY  for  family  practice  in 
community  of  12.000.  serving  a trade  area  of  20,000.  Five  physicians  in 

enT'F°R®  °P®."  35  miles  from  Dallas.  No  week- 

end _E.  R.  call,  covered  by  hospital  based  physicians.  City  of  Ennis  em- 
ploying  physicians  on  contract  basis,  office  supplied,  nurse  supplied 
^d  vacation,  etc.  Contact  Ron- 

P^aS  Enn1s^T^a™'7m9  ’ ® Municipal  Hospital,  803  West  Lam- 


PEDIATRICIAN  TO  JOIN  three  board  certified  pediatric  group  in 
liberal  salary  and  fringe  benefits:  new  pediatric 
®P™P'?ted  in  October  is  located  next  to  teaching 
Childrens  Hospitel;  beautiful  city  by  the  sea,  warm  year  round  climate 
784(U^*'°"  ‘details  write  Box  3154,  Corpus  Christi,  Texas 


OWNED  AND  MANAGED  HOSPITAL,  168  beds,  has 
opening  for  two  general  practitioners  who  are  interested  in 
Thooi  r,  • oriented  community  with  guaranteed  success. 

1?"''?^®  practice  opportunities.  Only  two  offices  remaining  in  a 
new  and  beautiful  medical  complex  next  to  the  hospital.  The  hospital 
Tf  SS  success  by  offering  a six  months  cash  guarantee 

J month  in  addition  to  six  months  free  rent.  This  is  a rare 
^®P®  practice  physicians  who  would  like  to  work  in  a 
Pasadena,  Texas  is  a progressive  city  of  100,000  located 
rn^Uofi  “ ^ Houston,  Texas,  near  the  Manned  Space  Craft  Center: 

m^ical  community  enjoys  high  per  capita  earnings,  open  staff  policies, 
and  unlimited  medical  opportunities.  For  additional  information  write  or 


G®  P®  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
mmpatamlity.  eranomics  and  environment  personally  with  wife  and 

^-G-  G®’'  Trinity.  Texas.  713- 

694-8596  for  Barnes*  Colwell  or  Cook* 


NEEDED  IMMEDIATELY:  FAMILY  PRACTITIONER.  The  communi- 
ty  Has  three  family  practitioners,  one  will  retire  shortly.  The  communi- 
ty  and  pounding  counti®s  serve  over  16,000.  The  hospital  has  77  beds 
and  JCAH  approv^.  The  medical  community  is  harmonious  and  stable. 

S'  Glark,  713-348-2631,  Madison  County  Hospital,  Box 
698,  Madisonville,  Texas  77864. 


FAMILY  PRACTICE — OR  SPECIALIST  willing  to  practice  some  fam- 
ily medicine.  Solo  or  associate  with  established  doctor.  Excellent  poten- 
tial of  establishing  as  large  a practice  as  desired.  New,  well-equipped, 
pro^essive  hospital.  Can  assure  excellent  income.  Ample  office  space 
available.  Will  consider  constructing  new  clinic.  Please  reply  to  Ad-624, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $22,600  to  $29,600  with  usual 
state  benefits.  Texas  license  or  reciprocity  required.  Contact  the  Recruit- 
ing Specialist,  Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol 
Station,  Austin,  Texas  78711.  612-464-3761.  An  equal  opportunity /affir- 
mative action  employer. 

CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
adult  psychiatry  training.  Academic  program  in  child  development,  fami- 
ly therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psycho-pharmacology  and  ethology.  Basic  clinical  orientation  in 
child  development  with  intensive  individual  supervision  in  psychoanalytic 
and  eclectic  modalities,  and  pediatric  neurology.  Research  opportunities 
in  genetic  and  metabolic  disorders,  child  development,  linguistic  anthro- 
pology, community  services  and  other  fields.  Excellent  opportunities  in 
teaching,  administration,  inpatient  and  outpatient  clinical  programs. 
New  60-bed  inpatient  unit  for  children.  Liaison  with  graduate  schools, 
medical  school,  and  community  programs.  Stipends:  First  year,  $13,000; 
second  year,  $14,000;  third  year,  $16,000;  fourth  year,  $16,000.  Contact 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  & Research,  Austin 
State  Hospital,  4110  Guadalupe,  Austin,  Texas  78751. 

PSYCHIATRIC  RESIDENCY  in  approved  3-year  program.  Effective 
connections  with  universities,  medical  schools,  private  clinics,  and  com- 
munity centers.  Outstanding  faculty  and  programs.  Stipends  with  Texas 
license  are  $13,000,  $14,000,  and  $16,000  per  year.  In  addition,  now 
offering  residency  in  child  psychiatry.  For  full  information  write  to: 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  & Research,  Austin 
State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78751. 


SWEETWATER.  TWO  GENERAL  FAMILY  PRACTICES,  solo  _ or 
associate.  $6,000  per  month  minimum  collection  guarantee  beginning 
first  month.  Not  a loan.  No  investment.  Minimum  practice  expense  first 
year.  No  crime,  no  pollution.  Good  schools  for  your  children.  Oil  and 
cattle  land  available  for  investing  your  financial  surplus.  New  hospital- 
medical  center  complex  by  summer  1976.  Not  an  employment  agency. 
Call  or  write  with  CV  to  Sanford  Smith.  Director  of  Physician  Plan- 
ning, Hospital  Management  Corporation,  12421  East  Freeway,  P.O.  Box 
9836,  Houston,  Texas  77015.  713-455-1761. 

WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
East  Central  Texas.  New  joint  commission  approved  30  bed  hospital.  190 
nursing  home  beds.  Airport.  New  junior-senior  high  complex.  Railroad 
division  point.  Small  industry.  Primary  income  ranching.  Three  fishing 
lakes.  Deer,  quail,  dove  hunting.  Country  club.  No  initial  investment 
necessary.  Contact  Drs.  Gage,  Cox  or  Halbert,  316  Main  Street,  Teague, 
Texas  75860. 

BOARD  ELIGIBLE  PSYCHIATRIST  for  out-patient  clinic.  General 
physician  or  physician  with  special  interest  in  mental  retardation.  Liber- 
al vacation  and  sick  leave,  partial  payment  for  excellent  hospitalization 
and  life  insurance,  affiliation  with  Texas  Tech  University  Medical 
School.  Must  have  Texas  license.  Call  or  write  Preston  Harrison.  M.D., 
Superintendent.  P.O.  Box  231,  Big  Spring.  Tx  79720.  915-267-8216. 

INTERNISTS,  ORTHOPEDISTS.  FAMILY  PRACTITIONERS.  Pedia- 
tricians. Otolaryngologists  and  Obstetrician-Gynecologists.  Private  prac- 
tices in  Houston,  Dallas,  Hillsboro,  Sweetwater,  Tomball,  Conroe  and  Bay- 
town.  Not  an  employment  agency.  We  will  put  you  in  touch  with  phy- 
sicians requesting  these  fields  as  badly  needed  in  their  community. 
Group,  associate  and  solo  openings.  No  cost  or  obligation  to  interest^ 
or  requesting  physicians.  Write  with  C.V.  and  preferences  to  Sanford 
Smith.  Director  of  Physician  Planning.  Hospital  Management  Corpora- 
tion, 12421  East  Freeway,  P.O.  Box  9836,  Houston,  Texas  77015.  (713) 
465-1761. 

PHYSICIANS — 715  bed  hospital  with  active  medical,  surgical,  psychia- 
tric services,  is  in  need  of  an  internist,  orthopedist,  and  urologist,  pre- 
ferably with  certification.  Excellent  consultation,  library,  and  continuing 
medical  education.  Close  affiliation  with  Scott  and  White  Hospital  in 
education  of  house  staff.  New  site  for  medical  school.  Salary  competitive, 
ample  vacation  and  sick  leave,  and  fringe  benefits.  Equal  employment 
opportunity  agency.  Apply  Chief  of  Staff,  VA  Center,  Temple,  Texas 
76501. 

INTERNIST-GENERAL  PRACTITIONER:  Clinic,  including  lab  and 
x-ray.  .loin  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  siibsenuent  partnership  offered.  Contact  Ribelles 
Clinic  Association,  9801  Katv  Freeway,  Houston,  Texas  77024, 

GENERAL  SURGERY.  FAMILY  PRACTICE  affluent  county  seat  farm 

commjinitv.  Good  schools,  churches,  hunting,  fishing,  unique  private 
country  club,  all  facilities.  Avoid  comnlexities  of  city.  Be  kind  to  yourself 
and  family.  Rear  children  in  peaceful,  small  town  atmosphere.  Enjoy 
being  part  of  total  community  activities.  28  bed  JCAH  hospital.  Please 
reply  to  Ad-541,  Terns  Medicine.  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  or  phone  806-447-2521  collect. 


CLASSIFfFD  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED:  GENERAL  PRACTITIONER  primarily  interested  in  medi- 
cal practice  with  minor  office  surgery  and  no  obstetrics;  join  profes- 
sional association  with  four  internists,  two  surgeons  and  four  general 
practitioners  in  beautiful  Tyler,  Texas.  Tyler  is  the  medical  center  of 
East  Texas  with  all  specialties  represented,  along  with  fine  medical  at- 
mosphere and  outstanding  facilities.  Contact  Carroll  McCrary,  Adminis- 
trator of  Medical  & Surgical  Clinic  Professional  Association,  Box  3026, 
Tyler,  Texas  75701. 

PSYCHIATRIST  OR  PHYSICIAN  INTERESTED  in  unique  psychiatric 
therapeutic  opportunity  as  program  chief  to  lead  mental  health  team  in 
adolescent,  geriatric,  behavior  modification,  forensic  or  general  psychiatry 
program.  Requires  motivation  and  ability  to  assume  responsibility,  exer- 
cise authority,  plan  and  direct  innovative  programs.  Beautiful  small  town 
living  near  metropolitan  areas,  many  colleges.  Housing  available.  Texas 
license  required.  Psychiatrist  $27,500-$30,000.  Physician  $24,000-$27,500. 
Immediate  openings.  Call  collect  or  write:  Robert  B.  Sheldon,  M.D.,  Super- 
intendent, Rusk  State  Hospital,  P.O.  Box  318,  Rusk,  Texas  75785. 
(214)  683-5481.  An  equal  employment  opportunity-affirmative  action 

employer. 

FACULTY  POSITION  AVAILABLE — The  University  of  Texas  Medical 
School  at  Houston  has  full-time  and  part-time  faculty  positions  in  family 
practice  open  to  board  eligible  or  board  certified  physicians  with  practice 
experience.  Duties  include  undergraduate  and  graduate  teaching  in  family 
medicine  with  patient  care  supervision  in  Model  Office  and  in  hospital. 
Send  curriculum  vitae  to  Jack  Haley,  M.D.,  Program  Director,  Family 
Practice,  Memorial  Hospital  Central,  1100  Louisiana,  Houston,  Texas 
77002. 

PHYSICIAN  WANTED  FOR  GENERAL  PRACTICE  in  fine  small  town 
within  easy  distance  of  three  large  cities.  Complete  hosnital.  Office  space 
available.  Substantial  citizenry,  good  place  to  raise  children,  good  hunting 
and  fishing.  Hill  Country.  W.  Grote,  Administrator,  Mason  Memorial 
Hospital,  Box  207,  Mason,  Texas  76856.  (915)  347-6345. 

WANTED:  YOUNG  GENERAL  PRACTITIONER  to  take  over  huge 
practice  in  San  Angelo,  Texas.  Physician  is  retiring.  Write  P.O.  Box 
406 6.  San  Angelo,  Texas  76901. 

PHYSICIANS  WANTED  for  care  of  mentally  retarded  at  Travis  State 
School,  Austin,  Texas  78767.  Salary  attractive.  Write  or  phone  the  Super- 
intendent or  Medical  Director,  P.O.  Box  430,  Austin,  Texas  78767;  Phone 
512-926-2410.  An  equal  opportunity  employer. 

POSITION  AVAILABLE:  Beginning  faculty  members.  Department  of 
Community  Medicine.  Specific  patient  care  responsibilities  in  student  and 
employee  health  services  with  emphasis  on  prospective  medicine  and  these 
health  maintenance  programs  as  teaching  and  research  models.  Salary 
competitive.  Inquire  Student  Health  Service,  c/o  Dean’s  Office,  The  Uni- 
versity of  Texas  Medical  School  at  Houston,  Texas  Medical  Center,  6400 
West  Cullen  Street,  Houston,  Texas  77025. 


Situations  Wanted 


SITUATION  WANTED:  EXECUTIVE  MEDICINE,  MEDICAL  DIREC- 
TOR: Board  qualified  general  surgeon  MSS,  MHA,  nominee  ACHA,  7 
years  medical  director /commander  military  hospitals.  10  years  chief,  de- 
partment of  surgery.  Special  training  in  medical  audit/accreditation  sur- 
veys. PSRO  and  medical  staff  organization/committees.  Personal  inter- 
views. curriculum  vitae  on  request.  Available  Sept.  1.  1975.  Please  reply 
to  Ad-627,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

OB-GYN,  30  board  eligible,  university  training.  Solo,  associate  or  group 
will  be  considered.  Please  reply  to  Ad-542,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

SEEKING  LOCATION:  30,  married.  Completing  OB/GYN  university 
residency  June  1975.  Desire  solo,  associate  or  group  opportunity  in  Hous- 
ton area.  Please  reply  to  Ad-544,  Texas  Medicine,  1801  North  Lamar 
Blvd..  Austin,  Texas  78701. 

PHYSICIANS  AVAILABLE  to  cover  general  practice,  emergency  rooms 
or  small  clinics  in  the  Austin  area  evenings  or  weekends.  Write  Ad-545. 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

FAMILY  PHYSICIAN — young,  experienced  GP  wishes  to  locate  in 
Dallas-Fort  Worth  area  this  summer.  Prefer  high  quality  GP  group. 
Please  reply  to  Ad-546,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

GENERAL  SURGEON — FACS  and  AB  surgery,  good  references,  wishes 
to  relocate  from  depressed  area.  Near  good  hospital,  will  share  office  or 
solo  practice.  Available  in  60  days.  Married.  Texas  license.  Please  reply 
to  Clifton  E.  Lowry,  M.D.,  1001  Center  Street,  Owensboro,  Kentucky 
42301. 


For  Sale  or  For  Rent 


FOR  RENT:  HILL  COUNTRY  RETREAT.  Modern  furnished  cabin 
overlooking  beautiful  Llano  River.  Located  on  private  ranch  with  miles 
of  undeveloped  river  frontage.  Fishing  and  some  hunting  available.  The 
perfect  place  to  escape  the  city  on  weekends.  See  to  appreciate.  Eugene 
Zesch,  Fbg.  Rt.  Box  20,  Mason,  Texas  76856.  (916)  347-5531. 

FOR  SALE:  311  acre  ranch  five  miles  northeast  of  Burnet,  Texas. 
Spring  fed  creek,  bottom  and  pasture  land,  well  with  electric  pump, 
barns,  live  oak  trees  and  lots  of  game.  All  mineral  rights  included  at 
$1000  per  acre.  Jack  S.  Mallett,  owner,  1012  West  6th  Street,  Austin, 
Texas  78703,  (512)  477-8415. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  resi- 
dential and  non-residential  program  with  medical  care  and  counselling  for 
the  exi>ectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78706.  Phone  612-472-9261. 

OLAF  WIEGHORST  Limited  Edition  Western  Art  Prints  in  full  color. 
Signed  by  Artist  and  numbered.  These  collector  prints  are  sold  in  sets  or 
singly.  Satisfaction  guaranteed.  For  color  brcclnire  write  or  call:  Words  on 
Walls  and  Things,  Inc.,  Dept.  TM.  3508  Highland,  Manhattan  Beach, 
California  90266  (213)  645-3577. 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Metlical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas,  Texas  75218. 

FOR  SALE:  286  acres  land,  5 room  modern  home,  3 barns,  corral. 

Lake,  plenty  deer,  fresh  water.  7 miles  west  Rusk,  Texas,  paved  FM  road 
1248.  $650  per  acre.  $400  per  acre  cash  down.  Owner  finance  balance  at 
6%  interest.  No  minerals.  Write  Merl  Odom,  206  Poinsettia,  Highlands, 
Texas,  or  call  214-795-2475. 

VICTORIA,  TEXAS  has  immediate  need  for  pediatrician  and  general 
practitioner  to  establish  their  practice  in  the  Village  Office  Complex. 
Other  doctors  are  overloaded  here  and  are  seeking  new  MDs.  Office  avail- 
able containing  1,000  square  feet.  Write  Village  Office  Complex,  Box 
3365,  Victoria,  Texas  77901  or  call  1-512-575-1662. 

FOR  SALE — Large  modern  Medical  Office  Building  in  the  brightest 
spot  in  Northeast  Texas — Greenville.  Near  new  four  story  Hill-Burton 
hospital.  Clinic  has  four  doctors’  suites  each  containing  two  examining 
rooms  and  office.  Also  large  modern  waiting  room,  business  office,  lab- 
oratory, x-ray  room  and  equipment.  This  is  your  opportunity  to  form  a 
team  in  the  fastest  growing  town  in  Northeast  Texas.  Doctors  are  in 
great  demand  because  of  recent  and  continuing  growth.  Available  for 
inspection.  Contact  Ken  Hale  Realtors,  4005  Weslev.  Greenville,  Texas 
75401,  (214)  455-2813.  Direct  Dallas  phone  (214)  226-7676. 


MULTI-SPECIALTY  CLINIC 


Soon  to  be  in  new  clinic  building  adjacent  to  new 
hospital.  Fringe  benefits;  good  climate;  a good 
place  to  live  and  raise  a family.  Rapid  advance- 
ment to  full  association.  Seeking  physicians  in 
the  following  specialties; 

Diagnostic  Radiologist  and  Nuclear  Medi- 
cine / General  Internist  / Internists  with 
subspecialty  in  pulmonary  disease,  gastroen- 
terology, rheumatology,  cardiology  / OB- 
GYN  / Ophthalmology  / Orthopedic  Sur- 
gery / Anesthesiology  / Family  Practice 

For  additional  information  contact: 

J.  E.  Hogan,  M.D.,  Medical  Director 
Malone  and  Hogan  Clinic,  An  Association 
901  Moin  Street,  Big  Spring,  Texas  79720 
AC  915  267-6361 


FOR  SALE 

INCOME  PRODUCING  PROPERTIES 

New  Strip  Shopping  Centers 

Cash  Equities  ranging  from 
$25,000  to  $360,000 
1 1 % Return  on  Cash 
If  desired.  Management  Available 

For  Information,  Write 

Ad-540,  Texas  Medicine,  1801  North  Lamar  Blvd, 
Austin,  Texas  78701 

Attention:  Mrs.  G.  Wallace,  Pilgrim  Realty  Co. 


BEN  H.  QUINNEY  M.D. 

Announces  the  opening  of  his 
office  for  the  practice  of 

HEMATOLOGY 

AND 

MEDICAL  ONCOLOGY 


865  Margaret  Place 
By  Appointment  Only 


Suite  320  Shreveport,  La.  71101 
Phone  (318)  222-1008 
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SOMETHING  TO  CROW  ABOUT! 


AUDIO  CASSETTE  TAPES 
OF  TMA's  1975 
CONFERENCE  ON  LEGISLATION 


NOW  AVAILABLE:  90-minute  cassette  tapes  highlight- 
ing the  very  best  of  TMA’s  Conference  on  Legislation. 
You’ll  hear  the  very  latest  on  state  and  national  legis- 
lation by  such  well-known  speakers  as  Lt  Gov  Wm  P 
Hobby;  Dr  James  H Sammons,  AMA  Exec  Vice  Pres; 
Richard  Layton,  Asst  Dir,  AMA  Public  Affairs  Div; 
Congressman  Henry  B Gonzalez;  and  others. 

TO  ORDER:  Fill  out  the  form  below  and  mail  it  with 
your  check  for  $3.50  payable  to  Texas  Medical  Asso- 
ciation. Do  it  today! 


MAIL  TO:  Public  Relations  Division 
Texas  Medical  Association 
1801  N.  Lamar,  Austin  TX  78701 

Please  send  me  an  audio  cassette  of  TMA’s  Con- 
ference on  Legislation.  My  check  for  $3.50  is 
enclosed. 

Name 

Address^ 

City Zip 
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Editorials 


TMA  TASK  FORCE  SEEKS 
MALPRACTICE  LIABILITY  RELIEF 

In  July  of  1974,  the  Board  of  T rustees  and  Exe- 
cutive Board  of  the  Texas  Medical  Association 
(TMA)  authorized  and  funded  a special  ad  hoc 
committee  to  study  medical  malpractice  liability 
and  its  attendant  problems.  This  committee  is 
now  called  the  Task  Force  on  Malpractice,  and  is 
chaired  by  Charles  B.  Dryden,  MD,  of  Wichita 
Falls. 

The  Task  Force  was  born  of  a necessity  which 
is  very  real  and  immediate  for  Texas  physicians. 
Malpractice  claims  have  increased  dramatically, 
and  five-  and  six-figure  recoveries  in  medical 
malpractice  suits  are  becoming  common.  The 
greatest  pinch  now  felt  by  doctors  in  Texas,  and 
across  the  nation,  is  the  price  and  availability  of 
medical  malpractice  insurance  coverage. 

At  the  Dec  8,  1974,  meeting  of  the  Task  Force, 
presentations  by  representatives  of  the  insur- 
ance brokerage  industry  were  heard.  Five  firms 
made  proposals  ranging  from  the  most  frequent- 
ly espoused  short-term  idea — a TMA-sponsored 
group  insurance  program — to  the  suggestion 
that  a TMA-owned  insurance  company  be  formed 
and  headquartered  in  Bermuda  because  of  tax 
and  regulatory  advantages.  Another  proposal 
was  that  the  TMA  form  a reciprocal  insurance 
exchange,  with  all  TMA  member  physicians  as 
subscribers,  mutually  insuring  each  other  under 
the  exchange-of-contract  concept.  Establishment 
of  a “captive  agency”  by  the  TMA  was  also  offer- 


ed as  a provisional  measure,  to  provide  a unified 
negotiating  front  for  Texas  doctors. 

The  main  problem  involved  in  any  TMA-spon- 
sored plan  of  self-insurance  or  self-representa- 
tion is  physician  participation.  In  today’s  insur- 
ance market,  with  geometric  claims  increases,  it 
will  take  a sizeable  amount  of  premium  dollars 
to  get  the  attention  of  reluctant  companies.  Even 
if  a group  plan  can  be  negotiated,  it  may  hold 
little  security  for  members.  The  Medical  Society 
of  New  York  negotiated  a group  contract  with 
Argonaut  Insurance  Company  of  Menlo  Park, 
Calif,  when  Employers  Insurance  Company  of 
Wausau  dropped  the  group  in  1973.  New  York 
physicians  were  shocked  to  learn  that  the  new 
group  coverage  would  cost  them  93.5%  more. 

It  is  now  reported  that  Argonaut,  after  six 
months’  experience,  isdemandingan  immediate 
196.8%  rate  increase,  or  no  policies  will  be  is- 
sued or  renewed  after  June  30, 1975. 

The  self-insurance  idea  will  also  require  con- 
siderable financial  underpinning.  A casualty  in- 
surance company  with  a capital  and  surplus  of 
less  than  $10  million  is  regarded  as  a baby  by 
the  insurance  industry,  and  it  is  not  difficult  to 
see  why.  Several  malpractice  judgments  of  $1 
million  or  more  (which  are  not  uncommon) 
would  severely  cut  into  the  financial  stability  of 
the  company.  Aggravating  this  problem  is  the 
currently  critical  state  of  the  reinsurance  mar- 
ket, with  the  largest  reinsurers  reeling  from 
depleted  reserves  due  to  poor  stock  market  per- 
formance and  a record  year  of  claims  losses  in 
1974. 
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Since  the  group  or  self-insurance  plan  does 
not  appear  to  be  a panacea,  the  Task  Force  in- 
tends to  make  an  in-depth,  overall  study  of  alter- 
native ideas  and  plans.  Throughout  the  country, 
on  the  state  and  national  level,  study  committees 
and  task  forces  such  as  this  one  are  being  form- 
ed. TheTMATask  Force  will  communicate  with 
these  groups  and  continue  monitoringtheir 
progress. 

The  Task  Force  will  focus  its  study  on  the  five 
broad  categories  into  which  efforts  to  solve  the 
malpractice  problem  can  be  divided: 

1.  Insurance  (group  programs,  self-insur- 
ance, syndication,  assigned-risk  pool,  patient  in- 
jury insurance,  policies  issued  on  “claims- 
made”  basis,  government  subsidization  of  mal- 
practice insurers,  etc). 

2.  Tort  legal  system — alternative  systems  of 
compensation  (no-fault,  arbitration,  patient's 
compensation  boards,  mediation  panels,  etc). 

3.  Legislative  reform  measures  (limiting  phy- 
sicians’ liability,  contingency  fee  system  reform, 
eliminating  duplication  of  payments,  eliminating 
punitive  damages  and  damages  for  pain  and  suf- 
fering, shoring  up  legal  defense  and  evidentiary 
doctrines,  etc). 

4.  Public  education  programs  (health  care 
costs  are  increased  greatly  by  the  current  system 
of  malpractice  injury  compensation,  and  insuring 
against  such  risks — elicit  public  support  for  re- 
form measures). 

5.  Physician-sponsored  medical  injury  pre- 
vention programs  (peer  review,  licensing  reform, 
specialty  licensing,  etc). 

At  its  next  meeting  the  TMA  Task  Force  proba- 
bly will  confer  with  delegations  from  other  state 
medical  societies  and  possibly  from  national 
organizations  such  as  the  AMA  and  the  Medical 
Liability  Commission.  Invitations  to  representa- 
tives from  states  now  experiencing  the  greatest 
malpractice  crises  will  have  first  priority. 


The  consensus  of  the  Task  Force  is  that  more 
can  be  gained  from  in-depth  presentations  at 
planned  meetings  than  from  random  out-of-state 
conferences  where  full  attendance  would  be  un- 
likely. However,  a full-time  staff  assistant  is 
available  to  attend  any  important  meetings. 

Thethreatof  a malpractice  crisis  in  Texas  is  a 
real  one,  and  the  Task  Force  intends  to  be  result 
oriented.  The  Task  Force  will  prepare  progress 
reports  periodically,  and,  if  the  timing  is  right, 
remedial  legislation  may  be  introduced  in  the 
1975  Legislative  Session.  If  no  legislation  is  pre- 
pared in  time  forthe  1975  Session,  the  feasibili- 
ty of  recommending  and  supporting  appointment 
of  an  interim  legislative  study  committee  will  be 
carefully  considered.  California’s  Assembly  Se- 
lect Committee  on  Medical  Malpractice,  chaired 
by  Henry  A.  Waxman,  is  an  example  of  this  ap- 
proach which  has  proven  quite  effective.  (To 
date.  Assemblyman  Waxman  has  introduced  and 
sponsored  17  legislative  measures  on  malprac- 
tice, 7 of  which  are  now  law.)  A comprehensive 
survey  of  all  T exas  physicians  may  be  initiated 
to  identify  the  real  malpractice  problems  in  this 
state.  (The  Texas  Academy  of  Family  Physicians 
has  just  completed  a questionnaire  survey  lim- 
ited to  its  membership.  Tabulation  of  the  results 
has  not  been  completed.)  Monitoring  the  activi- 
ties of  state  and  national  malpractice  commit- 
tees, insurance  regulatory  agencies,  state  legis- 
latures, and  the  national  congress  will  be  a pri- 
mary effort.  Short-  and  long-term  priorities  will 
be  established  as  rapidly  as  possible,  so  that  no 
energy  will  be  wasted  on  immaterial  projects. 

TheTMATask  Force  is  vitally  interested  in 
receiving  comments  or  information  about  Texas 
physicians’  personal  experiences  with  malprac- 
tice problems. 

Jeff  Autrey,  Staff  Assistant, 

TMA  Task  Force  on  Medical  Malpractice. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequei 
and/ or  severity  of  grand  mal  seizures  n 
require  increased  dosage  of  standard  ai 
convulsant  medication;  abrupt  withdrav 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ii 
gestion  of  alcohol  and  other  CNS  deprej 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  ha> 
occurred  following  abrupt  discontinuani 
(convulsions,  tremor,  abdominal  and  m’ 
cle  cramps,  vomiting  and  sweating).  Kei 
addiction-prone  individuals  under  caref 


According  to  her  major 
aptoms,  she  is  a psychoneu- 
ic  patient  with  severe 
<iety.  But  according  to  the 
.cription  she  gives  of  her 
lings,  part  of  the  problem 
, y sound  like  depression, 
is  is  because  her  problem, 
lough  primarily  one  of  ex- 
sive  anxiety,  is  often  accom- 
lied  by  depressive  symptom- 
■logy.  Valium  (diazepam) 
i provide  relief  for  both— as 
excessive  anxiety  is  re- 
zed,  the  depressive  symp- 
iis  associated  with  it  are  also 
isn  relieved. 

There  are  other  advan- 
es  in  using  Valium  for  the 
;nagement  of  psychoneu- 
ic  anxiety  with  secondary 
jressive  symptoms:  the 
zchotherapeutic  effect  of 
Hum  is  pronounced  and 
)id.  This  means  that  im- 
)vement  is  usually  apparent 


in  tne  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


■veillance  because  of  their  predisposi- 
n to  habituation  and  dependence.  In 
jgnancy,  lactation  or  women  of  child- 
aringage,  weigh  potential  benefit 
ainst  possible  hazard, 
acautions:  If  combined  with  other  psy- 
otropics  or  anticonvulsants,  consider 
refully  pharmacology  of  agents  em- 
)yed;  drugs  such  as  phenothiazines, 
rcotics,  barbiturates,  MAO  inhibitors 
d other  antidepressants  may  potentiate 
action.  Usual  precautions  indicated  in 
tients  severely  depressed,  or  with  latent 
pression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


\ Roche  Laboratories 
ROCHE  y Division  of  Hoffmann-La  Roche  InC. 
/ Nutley,  New  Jersey  07110 


Let  us  profit  from  England's  experience 


The  British  National  Health  Service 
has  come  upon  hard  times  during'  its 
quarter  century  of  existence,  but  the 
past  six  months  have  brought  new 
crises  to  the  surface.  In  June  of  1974 
hospital  workers  went  out  on  strike  to 
protest  the  admission  of  private  pa- 
tients to  hospitals.  These  patients,  it 
was  pointed  out,  received  treatment 
without  the  long  waiting  periods  faced 
by  the  regular  Health  Service  patients. 
Another  problem  which  arose  during 
the  summer  was  a major  deficit  in  the 
financial  affairs  of  the  program. 

At  year’s  end  a new  crisis  develop- 
ed. The  12,000  hospital  consultants,  all 
specialists,  whose  remuneration  from 
the  state  averages  little  more  than 
$14,000  annually,  are  threatening  a 
slowdown.  Actually,  they  simply  are 
threatening  to  abide  by  the  conditions 
stipulated  in  their  contracts,  which 
call  for  38  hours  of  work  per  week.  For 
reasons  not  clearly  stated,  these  physi- 
cians have  been  working  some  20 
hours  extra  for  the  state,  with  no  over- 
time pay.  Private  patients  may  be 
treated,  and  by  engaging  in  such  out- 
side activity,  the  physicians  augment 
their  incomes.  Instead  of  providing 
remuneration  for  the  overtime  work- 
ed, the  government  is  commutted  to 
phasing  out  private  practice.  The  dis- 
pute focuses  on  a threat  by  Barbara 
Castle,  Health  Services  secretary,  to 
decrease  the  salaries  of  the  physicians 
unless  all  of  their  time  is  spent  in  the 
treatment  of  public  patients. 

The  British  Medical  Association 
and  the  hospital  consultants  organiza- 
tion expected  the  slowdown  to  be  sup- 
ported by  almost  100  % of  their  mem- 
bers. It  must  be  reiterated  that  the 
proposed  decrease  in  work  hours  is  a 
perfectly  legitimate  maneuver,  having 
as  its  goal  the  honoring  of  a contrac- 
tual obligation.  It  seems  only  reason- 
able for  the  doctors  to  work  38  hours 
in  return  for  a remuneration  agreed  to 
by  the  parties  involved. 

At  last  the  British  physicians  were 
going  to  confront  the  government  with 
a united  front,  since  23,000  family 
doctors  and  19,000  residents  and  in- 
terns voiced  a desire  to  support  the 
specialists. 


Now  comes  the  fly  in  the  ointment. 
Two  prominent  physicians,  one  from 
Peterborough  Hospital  and  one  from 
Guy’s  Hospital,  refused  to  join  the 
movement.  They  feel  it  is  “wrong  to 
use  patients  as  a tool  in  negotiations.” 
Apparently  these  fellows  believe  it  is 
quite  proper  for  a member  of  the  medi- 
cal profession  to  become  enslaved  to 
the  state  if  the  purpose  is  praise- 
worthy. For  the  government  to  use  pa- 
tients as  pawns  is  quite  acceptable. 
Despite  some  dissension  in  their 
ranks,  the  physicians  held  firm  and 
won  a victory,  and  now  will  receive 
pay  for  overtime  after  40  hours  per 
week. 

A most  significant  lesson  in  the 
British  picture  may  be  drawn  for  the 
American  scene.  Intensive  activity  is 
occurring  in  governmental  agencies  to 
control  the  cost  of  medical  care,  and 
you  may  be  assured  that  physicians 
will  be  expected  to  make  appropriate 
sacrifices  unless,  as  did  our  British 
counterparts,  we  demonstrate  our 
unanimity  of  purpose. 


E.  W.  Schmidt,  President, 
Texas  Medical  Association. 


146 


TEXAS  MEDICINE 


Wlar75 


TexasMedicine 

Malignant-benign  lesions 

Cancer  incidence  rates  in  Dallas-Fort  Worth 


High-risk  group  for  breast  cancer 
Lumpectomy 
Carcinoma  of  the  colon 
Air  pollution  in  Texas 


©nrbptt-afutclyingB-^mittj  Memorial  Ifospital 

anil  ©orb^tt-^utriyinga-^milly  Cltntir 

322  Coleman  Street  USarlin,  ®pxaa  76661  Telephone:  936-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith.  M.D.,  F.A.C.S. 
D.  R.  Swetland.  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.  D.,  F.A.C.S. 
Cecil  A.  McRee,  M.D. 

INTERNAL  MEDICINE 
W.  F.  McKinley.  Jr..  M.D. 

James  S.  Bussell.  M.  D. 

C.  G.  Brown,  M.D. 

VASCULAR  SURGEY 
Cecil  A.  McRee,  M.D. 

EYE,  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 
\V.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.M.  Brown.  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D..  F.A.C.S. 


NEUROPSYCHIATRY 

S.  B.  Morrison.  M.D. 

NEUROSURGERY 
Harry  W.  Slade.  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Director-Coordinator.  Nursing  Service: 

T.  G.  Newton,  R.N. 


Director  of  Patient  Care: 
Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  75211  Telephone  823-4151 


INTERNAL  MEDICINE 
Edwin  M.  Cleveland,  M.D. 

John  B.  Allen,  M.D.,  D.A.B.I.M. 

Morris  E.  Magers,  M.D. .D.A.B.I.M. 

Channing  Woods,  M.D. 

Richard  C.  Stone.  M.D.,  Gastroenterology 
Landon  W.  Stewart,  M.D.,  D.A.B.I.M. 

Cloyce  L.  Stetson,  Jr.,  M.D.,  D.A.B.I.M. 

David  S.  Sowell,  HI,  M.D.,  D.A.B.I.M.,  Cardiology 
Don  E.  Cheatum.  M.D.,  D.A.B.I.M.,  Rheumatology 
(Arthritis  and  Connective  Tissue  Diseases) 

ORTHOPEDIC  SURGERY 

George  S.  Phalen,  M.D.,  D.A.B.O.S.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Bourland.  M.D.,  D.A.B.O.G. 

John  B.  Miller,  III,  M.D. 

PEDIATRICS 

Halcuit  Moore,  M.D.,  D.A.B.P.,  F.A.A.P. 

P.  E.  Luecke,  Jr.,  M.D.,  D.A.B.P.,  I'.A.A.l’. 

Larry  Gray,  M.D.,  D.A.B.P.,  F.A.A.P. 

GENERAL  SURGERY 

Henry  G.  Montgomery.  M.D.,  D.A.B.S.,  F.A.C.S. 
George  P.  Fosmire,  M.D.,  D.A.B.S..  F.A.C.S. 

Miller  S.  Bell.  M.D.,  D.A.B.S.,  D.A.B.T.S. 

UROLOGY 

Harry  M.  Spence.  M.D.,  D.A.B.U..  F.A.C.S. 
William  H.  Hoffman.  M.D..  D.A.B.U..  F.A.C.S. 
Richard  B.  Dulany,  M.D.,  D.A.B.U.,  F.A.C.S. 
RADIOLOGY 

Raymond  W.  Burford.  M.D.,  D.A.B.R. 

.Toe  B.  Caldwell.  M.D..  D.A.B.R. 

James  B.  Evans,  M.D. 


DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D.,  F.A.C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W.  Shuster,  M.D.,  D.A.B.O. 

James  P.  Albrite,  M.D.,  D.A.B.O. 

OPHTHALMOLOGY 
R.  M.  Burnside,  M.D.,  D.A.B.O. 

James  M.  Copps.  M.D.,  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
J.  Boyd  Hollabaugh.  D.D.S. 

William  F.  Walton,  D.D,S. 

George  D.  Blake,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 

C.  H.  Rosamond,  Administrator 
Jack  Green,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N. 

INACTIVE  STATUS 

George  M.  Underwood.  M.D.,  D.A.B.I.M.,  F.A.C.P., 
Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  D.A.B.P.,  F.A.A.P. 

William  H.  Potts,  M.D..  F.A.C.P..  Internal  Medicine 
Ozro  T.  Woods.  M.D..  Surgery  Emphasizing  Tumors 
Richard  M.  Smith.  M.D..  F.A.C.P..  Internal  Medicine 
J.  Wilbur  Bourland,  Jr..  M.D.,  Obstetrics  and  Gynecology 
Adam  D.  Green.  M.D..  Surgery 
B.  Celia  Slaughter,  M.D.,  D.A.B.P..  F.A.A.P. 


Disruptive  anxiety  usually  meets  its  match  here. 


• Often  effective  when  reassurance  and  counseling  are  insufficient. 

• Three  dosage  strengths  to  meet  most  therapeutic  needs. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions:  ► 

ORAL:  In  the  elderly  and  debilitated  and  in 
children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six. 

INJECTABLE;  Keep  patients  under  observa- 
tion, preferably  in  bed,  up  to  three  hours  after 
initial  injection;  forbid  ambulatory  patients  to 
operate  vehicle  following  injection;  do  not 
administer  to  patients  in  shock  or  comatose 
states;  use  reduced  dosage  (usually  25  to  50 
mg)  for  the  elderly  or  debilitated  and  for 
children  age  twelve  or  older. 

ORAL  AND  INJECTABLE:  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
compounds  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyper- 
active aggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

With  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
(See  Precautions.) 

For  Parenteral  Administration.-  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium®  (chlordiazepoxide  HCI) 
Capsules— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose@  packages  of  100;  Pre- 
scription Paks  of  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampu/s— Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions. Boxes  of  10. 


Roche  Laboratories 

Division  of  Hoftmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Librium 

(chlordiazepoxide  HCI) 

5 mg, 10  mg, 

25  mg  capsules 


Please  see  following  page 


ROCHE 


Librium 

(chlordiazepoxide  HCI) 

5 mg,  10  mg, 

25  mg  capsules 


) 


Please  see  preceding  page  for  summary  of  product  information. 


Contents 


Texas  Medicine 

VOL  71  MARCH  1975 

Devoted  to  the  Interest  of  the  medical 
profession  and  public  health  In  Texas 


BOARD  OF  PUBLICATION 

John  M.  Smith,  Jr,  MD,  San  Antonio 

Chairman 

Don  G.  Harrel,  MD,  Dallas 
Vice-Chairman 

Sam  N.  Key,  Jr,  MD,  Austin 
R.  Harvey  Bell,  MD,  Palestine 
C.  W.  Yates,  MD,  Rosenberg 
Paul  R.  Meyer,  MD,  Port  Arthur 
Joe  T.  Nelson,  MD,  Weatherford 


TMA  OFFICERS 

Ed  W.  Schmidt,  MD,  Pecos 

President 

C.  Lincoln  WIlMston,  Austin, 

Executive  Director 

EDITORIAL  AND  BUSINESS  OFFICES 
1801  N Lamar  Blvd,  Austin  78701 
Telephone:  477-6704 
Marilyn  Baker,  Managing  Editor 
Rae  Vajgert,  Assistant  Managing  Editor 
Pat  Baldwin,  Assistant  Editor 
Sharon  Walker,  Editorial  Assistant 
Donna  Billie,  Editorial  Assistant 
Mary  Shelley,  Secretary 
E.  Maxwell  Jones,  Business  Manager 
Jon  R.  Hornaday,  Advertising  Director 
Anne  Shelnutt,  Advertising  Manager 


PRINTING  OFFICES 

c/o  Stafford-Lowdon  Company 

1114  West  Daggett,  Fort  Worth  76104 

Subscriptions:  $3  per  year  for  members; 
16  for  nonmembers;  $8  for  foreign; 

$5  for  libraries,  hospitals,  and 
universities;  $3  for  medical  students. 
Single  copy;  $1. 

Copyright  1975  by  The  Texas  Medical 
Association.  Owned  and  issued  monthly 
by  the  Association. 


SCIENTIFIC  PUBLICATION 
COMMITTEE 

Joseph  M.  Abell,  Jr.,  MD,  Austin 
Chairman 

Robert  Askew,  MD,  Austin 
Vice-Chairman 

Ronald  P.  Boren,  MD,  Austin 
Ernest  C.  Butler,  MD,  Austin 
Jesse  D.  Cone,  MD,  Odessa 
C.  W Daeschner,  MD,  Galveston 
George  A.  Gates,  MO,  San  Antonio 
Stanton  W.  Glazener,  MD,  Austin 
Tracy  R.  Gordy,  MD,  Austin 
R.  Maurice  Hood,  MD,  Austin 
Paxton  H.  Howard,  Jr.,  MD,  Temple 
Joseph  Lancaster,  MD,  Austin 
Paul  C.  Peters,  MD,  Dallas 
Richard  S.  Ruiz,  MD,  Houston 
H.  Irving  Schweppe,  Jr.,  MD,  Houston 
Theodore  P.  Votteler,  MD,  Dallas 

Second  Class  Postage  paid  at 
Fort  Worth,  Texas,  under  act  of 
March  3,  1879. 


SCIENTIFIC  ARTICLES 

51  Malignant-benign 
lesions;  Unsolved  problems 
Dr.  John  E.  Hoopes 

60  Synchronous  and  asyn- 
chronous carcinoma  of  the 
colon 

Dr.  Eddie  R.  Chandler; 

Dr.  Charles  R.  Morris 

71  Cancer  incidence  rates 
in  the  Dallas-Fort  Worth 
metropolitan  area 

Dr.  Eugene  P.  Frenkel; 
Bessie  Clark; 

Constance  Percy 

83  Lumpectomy:  Simple 
mastectomy  versus  radical 
mastectomy  for  cancer  of 
the  breast 

Dr.  Guy  F.  Robbins 

86  A high-risk  group  for 
breast  cancer 

Dr.  David  E.  Anderson 

93  What’s  your  diagnosis? 
Dr.  Jon  F.  Bergstrom 

95  Air  pollution  in  Texas, 
1973:  Basic  information 
for  physicians 

TMA  Committee  on 
Environmental  Pollution 

EDITORIALS 

146  Texas  needs  to  up- 
grade emergency  medical 
services 

Dr.  Robert  L.  Donald 

150  Message  to  a patient: 
Live  healthy 

Dr.  E.  W.  Schmidt 

FEATURES 

100  A glimpse  into  the 
past 

104  Oenologists  tour 
California  wineries 


NEWS 

6 TMA  winter  conference 

II  Executive  Board 
actions 

13  Utilization  review 
meeting 

13  April  deadline  for  post- 
graduate courses 

16  Pension  reform  law 
increases  deduction 

16  Index  available 

16  TMA  announces  award 
recipients 

19  Physicians  alerted  to 
minocycline  reactions 

20  TMA  sponsors  writing 
competition 

21  Accounts  seminars 

21  Immunization  pro- 
gram report 

21  RMPTbook 

22  Resident  workship 

DEPARTMENTS 

23  Capital  Comments 

35  Coming  Meetings 

43  Continuing  Education 

107  Questions/Answers 

109  Medicine  and  the  Law 

III  Medical  Newsmakers 

112  Medicine  in  Literature 

114  Information  for 
Authors 

119  Recent  Deaths 


ON  THE  COVER 

Some  lesions  are  histologi- 
cally benign,  yet  their  clini- 
cal course  is  malignant. 
Problems  of  diagnosis  and 
management  can  be  ex- 
ceedingly difficult.  These 
"malignant-benign”  lesions 
are  discussed  in  the  article 
beginning  on  page  51. 

NEXT  MONTH 

Scientific  articles  scheduled 
for  April  are  on  coronary 
occlusion  secondary  to  non- 
penetrating chest  trauma: 
cardiogenic  shock  and  its 
current  treatment;  use  of 
digitalis  and  diuretics;  pro- 
posyphene  napsylate  de- 
toxification; academic 
achievements  of  Baylor 
work-study  students:  and 
listening  effectiveness. 


Volume  71,  March,  1975 


3 


«25(MK> 

Because  the  really  toug 


Life’s  little  problems  are  things 
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But  what  if  it’s  a kidney? 

At  best  it’s  heartbreaking.  At 
the  worst  it  can  break  you 
financially  as  well. 


Unless  you  have  Blue  Cros 
and  Blue  Shield  $250,000  Ma 
Medical  coverage,  for  maxim 
benefits  in  case  of  prolongec 
sickness  or  injury. 

To  offset  the  high  cost . . . 
living. 


laior  Medteal. 
stapes  are  harder  to  mend. 


his  plan  is  open  to  groups  with 
■ew  as  1 0 employees,  so  call 
ir  Blue  Cross  and  Blue  Shield 
resentative  today. 

'ou’ll  find  him  in  the  Yellow 
3es.  And  you'll  find  him  most 
pful. 


@ 

Blue  Cross® 

GROUP  HOSPITAL  SERVICE  INC 

Blue  Shield® 

GROUP  LIFE  A health  INSURANCE  COMPANY 

of  Texas 


®Registered  Mark  Blue  Cross  Association 

®Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 


Outlook  for  state,  national  legislation 
focus  of  TMA  winter  conference  speakers 

New  laws  and  the  outlook  for  state  and  national  legislative  actions 
were  majortopics  highlightingthe  program  of  the  1975Texas  Medi- 
cal Association  Conference  on  Legislation  Jan  18  in  Austin. 

Speakers  concurred  that  the  nation’s  ailing  economy  currently  de- 
manded the  major  legislative  focus  and  that  this  situation  would  af- 
fect legislation  in  the  health  care  area. 

Congressman  Henry  B.  Gonzalez  of  San  Antonio  spoke  on  issues  con- 
fronting the  94th  Congress,  just  recently  convened  at  conference 
time.  Rep  Gonzalez  described  Congress  at  that  time  as  being  in  a 
state  of  transition  and  suffering  from  a “severe  lack  of  leadership.’’ 
He  asserted  that  the  failure  of  one  leadership  and  the  substitution  of 
another  had  led  to  the  “confusion  of  both.’’  In  his  talk  Rep  Gonzalez 
touched  on  the  major  national  problems  facing  Congress,  namingthe 
economic  condition  of  the  country  as  the  number  one  priority.  He 
anticipated  much  “politicking’’  during  the  next  few  months  regarding 
the  adoption  of  an  economic  program  of  recovery. 

On  thetopic  of  national  health  insurance.  Rep  Gonzalez  predicted 
that  this  Congress  would  not  be  able  to  produce  a program  of  com- 
prehensive coverage  but  felt  that  action  was  possible  in  the  area  of 
catastrophic  protection.  Callingthe  malpractice  insurance  problem 
an  “untenable  situation,’’  the  congressman  also  predicted  state,  and 
possibly  national,  action  to  cope  with  this  growing  crisis.  He  said  he 
knew  of  good  doctors  who  were  leaving  the  profession  because  they 
could  not  afford  the  malpractice  insurance  premiums  which  in  some 
specialties  can  soar  as  high  as  $40,000  a year.  He  said  some  protec- 
tion is  needed,  but  the  current  price  of  relief  is  too  high.  Other  health 
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related  areas  touched  on  by  the  representative  were  abortion,  phar- 
maceutical industry  investigations,  and  health  manpower. 

Rep  Gonzalez  emphasized  that  the  first  problem  of  this  Congress  was 
to  overcome  its  internal  strife  “in  order  to  deal  creatively,  positively, 
and  effectively  with  the  problems  facing  us.’’ 

AMA  achieves  mixed  results 

Dr.  Joe  T.  Nelson  of  Weatherford,  member  of  the  TMA  and  AMA 
Boards  of  Trustees,  spoke  for  the  scheduled  speaker.  Dr.  James  H. 
Sammons,  AMA  executive  vice  president.  Dr.  Nelson  told  conference 
participants  that  the  AMA  had  achieved  “mixed  results’’  in  its  efforts 
to  modify  or  forestall  health  planning  and  manpower  legislation  in  the 
past  session  of  Congress. 

Dr.  Nelson  said  that  provisions  for  mandated  service  for  all  medical 
students  and  for  federal  licensure  of  physicians  and  dentists  were 
dropped  from  the  education  and  manpower  proposal  most  recently 
considered  by  Congress.  No  final  action  was  taken  on  manpower 
legislation  in  the  session  just  ended. 

Dr.  Nelson  also  stated  that  success  was  achieved  in  eliminating  from 
the  planning  bill  certain  provisions  which  would  have  imposed  public 
utility-type  regulations  on  health  services  provided  by  physicians  and 
by  institutions.  Congressdid  adoptthe  planning  bill  and  President 
Ford  has  signed  it  into  law.  According  to  the  physician,  the  final  ver- 
sion is  “by  no  means  free  of  potential  mischief,’’  and  its  impact  will 
be  determined  in  the  months  ahead. 


Rep  Gonzalez 


Lt  Gov  Hobby 


Pictured  at  left  are  two  of  the 
"curbstone  consultation”  panels 
which  were  a popular  feature  of  the 
January  conference. 
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At  top.  two  conference  speakers,  Drs.  Todd  and 
Nelson  (l-r),  exchange  views  on  legislative  activi- 
ties. Directly  above  are  the  curbstone  panel  par- 
ticipants who  discussed  the  Texas  Legislature. 

Accordingto  Dr.  Nelson  the  govern- 
ment will  require  up  to  18  months  to 
write  the  regulations  necessary  to  car- 
ry out  the  planning  program.  He  urg- 
ed physicians  to  use  this  period  to 
impart  their  input  at  the  local,  state, 
and  national  levels. 

Dr.  Nelson  predicted  that  the  total  im- 
pact of  future  federal  involvement  in 
health  care,  including  health  plan- 
ning, will  be  “lighterthan  we  might 
suppose.”  He  cited  two  reasons  for 
this  belief.  First,  he  said  that  mount- 
ing evidence  from  a variety  of  sources 
showed  that  the  American  people  are 
tired  of  federal  programs  in  which  to- 
tal costs  far  exceed  social  benefits. 
Second,  he  referred  to  the  economic 
problem,  stating  that  the  “swelling 
public  demands  for  fiscal  restraint 
along  with  social  responsiveness  in- 


evitably are  putting  a crimp  in  federal 
programming.” 

In  closing.  Dr.  Nelson  again  empha- 
sized his  optimism  regarding  future 
health  legislation.  He  asserted  that 
there  are  “some  very  valid  reasons  to 
believe  that  the  federal  government 
has  overextended  itself  fiscally  and 
socially  in  its  health  care  program- 
ming” and  that  the  limitations  impos- 
ed are  “tendingto  soften  the  impact 
of  federal  involvement  in  health 
care.”  He  said  the  public  is  placing 
more  reliance  on  the  private  sector  to 
take  the  initiative  in  resolving  the  na- 
tion’s problems. 

In  this  respect  he  told  the  conferees 
that  the  AMA  would  unveil  its  own  to- 
tal legislative  planning  package  short- 
ly, one  which  he  hopes  will  be  “as 
socially  satisfying  as  it  is  fiscally 
provident.” 

An  added  feature  to  the  conference 
program  was  a slide  presentation  by 
Dr.  Milton  V.  Davis  on  the  provisions 
of  the  recently  enacted  planning  bill, 
the  National  Health  Planningand 
Resources  Development  Act,  Public 
Law  93-641. 

Washington  via  telephone 

A highlight  of  the  morning  conference 
session  was  the  telephone  presenta- 
tion from  the  AMA  Washington  office. 
Seven  members  of  AMA  Washington 
staff  reported  on  current  activities  in 
the  nation’s  capital.  Five  of  the  men, 
members  of  the  AMA  lobbying  staff, 
discussed  their  individual  congres- 
sional assignments.  Challenges  to 
committee  chairmanships  and  com- 
mittees’ organizational  efforts  were 
major  topics  of  discussion.  The  AMA 
staff  members  mentioned  a proposal 
to  set  up  conference  calls  with  state 
medical  associations  at  regular  inter- 
vals during  the  congressional  ses- 
sions in  order  to  keep  the  states  in- 
formed of  the  staff’s  activities  and  to 
receive  input  from  the  states. 

“What  Can  Physicians  and  State  and 
County  Medical  Societies  Do  About 
National  Health  Insurance  and  Regu- 
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HAVE 
DAYS 

WHEN  YOU  JUST  DON'T  FEEL 

UP  TO  PAR? 


IF  YOU  DO,  THEN  IT  MAY  BE  A GOOD  TIME 
TO  THINK  ABOUT  YOUR  DISABILITY  IN- 
SURANCE. WOULD  THE  BENEFIT  AMOUNT 
YOU  SELECTED  5 OR  1 0 YEARS  AGO  PRO- 
VIDE YOU  WITH  THE  INCOME  YOU  NEED 
TODAY? 


THE  TMA  INSURANCE  PROGRAM  HAS 
LONG  TERM  DISABILITY  INSURANCE  AND 
OFFICE  OVERHEAD  EXPENSE  DISABILITY 
INSURANCE  COVERAGES  THAT  CAN  PRO- 
VIDE YOU  WITH  INCOME  DURING  A DIS- 
ABILITY. 

For  Information  Contact: 

THE  TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 

1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 


Phone— 512/476-6551 
Underwritten  By 
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A fourth  curbstone  consultation  group  at  the  conference  discussed  “The  Physician’s  Stake  in  Health 
Planning”  and  the  effects  of  Public  Law  93-641. 
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latory  Legislation?”  was  the  title  of 
the  talk  by  Dr.  James  S.  Todd  of 
Ridgewood,  NJ,  member  of  the  AM  A 
Speakers  Bureau.  Dr.  Todd  offered 
several  suggestions  in  answering  this 
question  includingthe  need  to  main- 
tain credibility,  to  be  flexible,  to  be 
seen,  to  be  heard,  and  to  be 
positive. 

Accordingto  Dr.  Todd,  physicians 
have  the  peculiartrait  of  “individual- 
ity.” He  said  physicians  tend  to  reject 
leadership  and  are  reluctant  to  dele- 
gate authority.  He  said  physicians 
could  easily  forget  that  they  have 
basically  common  interests  and  goals. 
He  called  upon  physicians  to  stand 
ready  to  participate  in  any  program 
to  improve  the  nation’s  health,  saying 
that  the  medical  profession  has  too 
long  remained  silent  on  socioeconom- 
ic issues. 

In  spite  of  disagreements  on  various 
national  health  insurance  proposals. 
Dr.  Todd  said  that  most  physicians 
should  be  able  to  agree  on  some  fun- 
damental principles.  These  principles 
include  the  following:  1)  the  program 
should  be  voluntary,  2)  there  should 
be  freedom  of  choice,  3)  the  program 
should  be  comprehensive,  4)  the  pro- 
gram should  be  based  on  the  concept 
of  each  according  to  his  needs  and 
each  according  to  his  means,  5)  the 
program  should  be  flexible,  6)  the 
program  should  be  uniform  and  mon- 


itored, 7)  the  program  should  not 
destroy  or  ignore  any  established  sec- 
tor of  the  private  enterprise  system, 

8)  the  program  should  build  on  the 
strengths  of  the  present  system,  and 

9)  the  program  should  not  be 
inflationary. 

Dr.  Todd  said  that  the  medical  pro- 
fession has  a great  potential  for  dis- 
semination of  information  through 
the  two  million  patient  contacts  per 
day.  He  emphasized  medicine’s  need 
to  reach  the  American  people  in  a 
personal  and  forceful  way  in  order  to 
tell  its  story. 

Afternoon  session 

The  major  speaker  of  the  afternoon 
session  of  the  conference  was  Texas’ 
Lt  Gov  William  P.  Hobby.  The  state 
official  highlighted  some  of  the  anti- 
cipated issues  of  the  64th  Texas  Leg- 
islature. Education,  utilities  regula- 
tion, constitutional  revision,  and  the 
right  to  privacy  were  discussed  by  the 
lieutenant  governor.  Following  his  re- 
marks, Lt  Gov  Hobby  opened  the  dis- 
cussion for  questions  from  the 
floor. 

The  final  formal  presentation  of  the 
conference  was  a panel  session  de- 
voted to  anticipated  medical  and 
health  issues  of  the  64th  Legislature. 
Ace  Pickens,  TMA  assistant  general 
counsel,  spoke  briefly  on  legislation 
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related  to  health  maintenance  or- 
ganizations and  bills  to  amend  the 
Medical  Practice  Act  of  Texas.  He 
stated  that  TMA  will  support  HMO 
legislation  if  it  is  consistent  with  TMA 
policy  supporting  the  prohibition  of 
the  corporate  practice  of  medicine. 

He  said  TMA  would  oppose  proposals 
to  include  nonphysicians  on  theTexas 
State  Board  of  Medical  Examiners 
and  to  require  mandatory  statutory 
relicensingof  physicians. 

Dr.  G.  V.  Brindley,  Jr.,  of  Temple, 
member  of  the  Coordinating  Board  of 
the  College  and  University  System  of 
Texas,  spoke  on  proposals  for  estab- 
lishment of  new  medical  schools  and 
other  educational  institutions  in  the 
health  field.  Dr.  Brindley  stated  that 
the  coordinating  board  feels  that  new 
schools  of  medicine  are  not  indicated 
in  Texas  at  this  time,  but  financial 
support  is  urgently  needed  to  permit 
expansion,  development,  and  the  con- 
tinued excellence  of  existing  medical 
institutions. 

Dr.  Val  F.  Borum  of  Fort  Worth,  mem- 
ber of  TMA’s  Council  on  Medical  Leg- 
islation, discussed  substitution, 
TMA’s  opposition  to  substitution,  and 
other  drug  legislation.  He  said  the 
council  will  keep  abreast  of  proposed 
legislation  in  this  area  and  evaluate 
each  bill  individually. 

Another  panelist,  Sam  V.  Stone,  Jr., 
TMA  assistant  general  counsel,  cov- 
ered the  area  of  certificate  of  need 
legislation.  He  said  TMA’s  position 
has  been  in  opposition  to  certificate 
of  need  unless  mandated  by  Con- 
gress, which  now  has  occurred  with 
the  planning  law  (PL93-641).  He 
briefly  outlined  the  alternatives  fac- 
ing the  Texas  legislators  in  regard  to 
certificate  of  need. 

The  final  panelist  was  Dr.  D.  Clifford 
Burross  of  Wichita  Falls,  also  a mem- 
ber of  TMA’s  Council  on  Medical  Leg- 
islation. Dr.  Burross  spoke  on  propos- 
ed licensing  laws  forallied  health 
groups.  He  outlined  the  background 
on  the  laws  and  expressed  the 
hope  that  the  medical  profession 
would  come  forth  with  a solution.  He 


called  for  othertechniques,  such  as 
certification,  instead  of  rigid  licensing 
of  these  allied  health  groups. 
Following  the  formal  conference  pro- 
gram, the  curbstone  consultations 
provided  physicians  the  opportunity 
to  visit  with  the  guest  speakers  and 
to  ask  questions.  Physicians  were 
able  to  move  from  table  to  table,  par- 
ticipating in  the  discussions  of  their 
choice.  Curbstone  topics  included 
“The  Physician’s  Stake  in  Health 
Planning,’’  “Malpractice,  Profession- 
al Liability  Insurance,’’  “Medical  and 
Health  Issues  before  the  1975  Texas 
Legislature,’’  and  “National  Health 
Insurance.” 

A 90-minute  cassette  tape  highlight- 
ing the  conference  program  is  avail- 
able for  $3.50  from  the  TMA  Public 
Relations  Division. 


Exec  Board  focuses 
on  utilization  review, 
liability  insurance 

utilization  review  guidelines  and  in- 
creasing costs  for  professional  liabili- 
ty insurance  received  major  attention 
of  the  Texas  Medical  Association’s 
Executive  Board  on  Jan  19. 

Meeting  in  concurrence  with  the  asso- 
ciation’s Conference  on  Legislation, 
the  Executive  Board  adopted  policy 
statements  in  three  areas  related  to 
government  health  care  programs; 
utilization  review  activities,  fees  paid 
to  Texas  physicians  under  Title  XIX 
(Medicaid),  and  confidentiality  of 
patients’  records. 

The  increasing  burdens  of  obtaining 
professional  liability  insurance  were 
cited  in  the  interim  report  of  the  Task 
Force  on  Professional  Liability. 
Support  for  state  funding  of  educa- 
tional aspects  for  primary  care  resi- 
dencies was  also  expressed  by  the 
board,  afterthe  Council  on  Medical 
Education  and  Hospitals  reported 
that  hospital  districts  in  the  state  are 
in  severe  financial  distress  and  that  a 
significant  cost  factor  forthe  districts 
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is  in  the  area  of  residency  funding. 
The  report  said  that  residency  pro- 
grams rightly  should  be  considered 
necessary  components  of  the  physi- 
cian’s education.  Preliminary  studies 
indicate  that  there  is  a serious  need 
for  expansion  and  funding  of  residen- 
cy programs  in  Texas, 
in  accordance  with  action  of  the 
House  of  Delegates  in  November, 
1974,  the  Board  of  Trustees  reported 
that  it  has  contracted  with  the  Texas 
Medical  Foundation  for  implementa- 
tion of  an  inhouse  program  of  peer  re- 
view, which  will  be  separate  from  pro- 
fessional standards  review  organiza- 
tions and  will  be  operated  by  physi- 
cians. The  board  allocated  a first  year 
budget  forthe  program.  Funds  forthe 
program  were  raised  through  the  spe- 
cial assessment  of  members  in  1974. 

Professional  liability 

The  Task  Force  on  Professional  Lia- 
bility cited  five  areas  which  now  are 
being  emphasized  in  its  ongoing 
study:  1)  various  types  of  insurance 
programs;  2)  the  tort  legal  system — 
alternative  systems  of  compensation; 

3)  legislative  reform  measures  such 
as  limitation  of  physician’s  liability, 
and  contingency  fee  system  reform; 

4)  education  programs  informing  the 
public  why  health  care  costs  are  in- 
creased greatly  underthe  current 
system  of  malpractice  injury  compen- 
sation; and  5)  a physician  sponsored 
medical  injury  prevention  program 
such  as  strengthening  the  power  of 
boards  of  medical  examiners,  special- 
ty licensing,  and  utilization  through 
review  panels.  The  Task  Force  is 
meeting  with  individuals  and  com- 
panies who  are  knowledgeable  re- 
garding professional  liability  in  order 
to  develop  effective  reforms. 

Utilization  review 

Utilization  review  guidelines  were  out- 
lined in  a policy  statement  by  the 
board.  In  summary,  the  policy  states 
that  1)  the  expenses  of  conducting  a 


utilization  review  program  shall  be 
borne  by  the  company  or  agency 
which  requires  the  review;  2)  physi- 
cians and  non-physician  profession- 
als who  work  regularly  in  a utilization 
review  capacity  shall  be  appropriately 
compensated  for  their  services;  3) 
non-physician  professionals  who  work 
in  a review  capacity  shall  be  respon- 
sible to  and  shall  be  directed  by  phy- 
sicians; 4)  to  best  serve  the  public, 
patients,  and  the  medical  profession, 
physicians  should  lend  their  experi- 
ence and  their  expertise  to  the  devel- 
opment and  management  of  the  sys- 
tems design  into  which  medical  sta- 
tistical data  will  be  fed;  5)  that 
utilization  review  is  an  institution 
based  activity  in  which  law  and  reg- 
ulations require  that  certain  condi- 
tions must  be  met  before  reimburse- 
ments may  be  paid,  and  the  respon- 
sibility for  meeting  the  requirements 
rests  with  the  individual  hospital  or 
nursing  home  facility;  and  6)  that  all 
administrative  costs  of  utilization  re- 
view be  accounted  for  separately  and 
be  available  for  review  whenever 
indicated. 

Fees  underTitle  XIX  (Medicaid) 

The  Council  on  Tax-Financed  Health 
Care  Programs  reported  that  current- 
ly allowable  fee  maximums  are  frozen 
at  the  1970  physician  profiles  and 
that  new  or  “unprofiled”  physicians 
are  limited  to  the  50th 
percentile. 

The  Executive  Board  concurred  that 
fees  allowable  under  Medicaid  should 
be  updated,  along  with  Medicare  fees. 
The  board  also  agreed  that  fees  allow- 
able to  newly  located  physicians 
should  be  the  same  as  to  others,  since 
underserved  areas  have  the  greatest 
need  for  new  physicians  and  the  50th 
percentile  ceilingacts  as  a deterrent 
to  their  location  in  areas  where  they 
are  most  needed. 

The  board  therefore  stated  that  TMA 
“favors  updating  allowable  Medicaid 
fees  to  current  Medicare  levels  to  pre- 
vent further  discrimination  against 
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those  physicians  who  provide  medical 
service  to  Medicaid  recipients  and 
that  TMA  favors  treating  newly  locat- 
ed physicians  the  same  as  others  with 
respect  to  allowable  fees.” 

Confidentiality  of  patients’  records 

In  consideration  of  additional  threats 
to  confidentiality  of  patient  records 
resulting  from  the  new  utilization  re- 
view regulations  and  the  recently  en- 
acted National  Health  Planning  and 
Resources  Development  Act  of  1974 
(PL  93-641),  the  board  adopted  a 
policy  statement  supporting  the 
‘‘right  of  all  patients  to  ample  assur- 
ances that  information  contained  in 
their  medical  records  shall  be  main- 
tained in  strict  confidence,  with  ap- 
propriate and  effective  control  mea- 
sures and  severe  penalties  for  viola- 
tion.” The  statement  asserts  that 
‘‘regulations  and  procedures  imposed 
by  government  agencies  and  non- 
government insurance  carriers  must 
include  provisions  which  will  protect 
this  basic  right.” 

Liaison 

In  addition  to  these  reports,  the  Ex- 
ecutive Board  met  in  a liaison  capac- 
ity with  the  Executive  Board  of  the 
Texas  Pharmaceutical  Association  to 
discuss  topics  of  mutual  concern  and 
interest.  Among  these  items  were 
price  controls,  generic  prescribing, 
licensing  of  representatives  of  phar- 
maceutical manufacturers,  the  ex- 
panding role  of  the  pharmacist,  and 
new  schools  of  pharmacy  and 
medicine. 

The  next  meeting  of  the  Executive 
Board  is  set  for  March  16  in  Austin. 

New  review  regulations 
discussed  at  meeting 

Hospital  utilization  review  regulations 
which  took  effect  Feb  1 were  thor- 
oughly reviewed  at  an  informational 
conference  conducted  Jan  19  by  the 
lexas  Medical  Association  in  cooper- 


ation with  the  Texas  Hospital  Associa- 
tion and  the  Texas  Osteopathic  Medi- 
cal Association. 

The  purpose  of  the  Austin  meeting 
was  to  assist  institutions  in  imple- 
menting the  federally  required  regula- 
tions. The  approval  of  a 60-day  phase- 
in  period  forthe  regulations  by  De- 
partment of  Health,  Education  and 
Welfare  Secretary  Caspar  W.  Wein- 
berger was  announced  at  the 
conference. 

To  assist  institutions  in  the  imple- 
mentation of  the  regulations,  TMA’s 
Office  of  Government  Health  Pro- 
grams has  sent  sets  of  the  Texas 
Medical  Foundation’s  criteria  for 
medical  care  to  hospital  chiefs  of  staff 
and  utilization  review  chairmen.  This 
material  was  developed  by  TMF  in 
cooperation  with  specialty  society 
representatives. 

The  final  utilization  review  regula- 
tions call  for  a uniform  review  system 
for  Medicare,  Medicaid,  and  Maternal 
and  Child  Health  programs.  Regula- 
tions are  applicable  to  all  levels  of 
institutional  care  and  to  both  acute 
and  longterm  care. 

In  addition  to  formal  presentations 
on  the  regulations,  the  conference 
featured  an  extensive  question  and 
answer  period.  Selected  questions 
and  responses  from  this  portion  of 
the  conference  are  included  in  the 
‘‘Questions/Answers”  column,  p 
107. 

April  (leadline  approaches 
for  postgraduate  courses 

Registration  deadline  is  April  14  for 
the  four  postgraduate  courses  to  be 
conducted  at  the  1975  Texas  Medical 
Association  Annual  Session. 

This  is  thefirsttime  the  American 
Medical  Association  has  offered  such 
courses  in  conjunction  with  a state 
medical  meeting. 

The  courses,  scheduled  from  8 am  to 
1 pm  on  May  4 in  the  Fiesta  Rooms  of 
the  San  Antonio  Convention  Center, 
are  each  creditable  forfive  hours  in 
Category  I forthe  AMA  Physician’s 
Recognition  Award.  Topics  forthe 
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the  we^of  scientific  opinion: 


If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 
was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.TA.  report; 

“...the problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 
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“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/ or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription... 

Pharmaceutical  Manufaaurers 

Association 

1155  Fifteenth  Street, N.W 
laBaiiLAJ  Washington,  D.C.  20005 

*Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 
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courses  include  chronic  obstructive 
lung  disease,  office  orthopedics, 
basic  electrocardiography,  and  der- 
matology for  nondermatologists. 
Course  choices  should  be  listed  in  or- 
der of  preference  on  registration  re- 
quests. If  the  minimum  course  regis- 
tration is  not  attained  or  if  a course  is 
full,  one  of  the  alternate  course 
choices  will  be  substituted.  Registra- 
tion fee  is  $50  per  course.  AMA  non- 
members should  add  $15  to  the  fee. 
Remittance  of  the  registration  fee  in 
form  of  a check  or  money  order  (pay- 
able to  the  American  Medical  Asso- 
ciation) should  accompany  registra- 
tion requests. 

Tickets  and  registration  materials  will 
be  sent  to  course  participants  on  April 
21.  Course  tickets  requested  afterthe 
deadline  date  will  be  held  for  physi- 
cians at  the  Postgraduate  Registra- 
tion Desk  in  the  San  Antonio  Conven- 
tion Center. 

Requests  for  courses  and  fees  should 
be  sent  to:  Circulation  and  Records 
Department,  American  Medical  Asso- 
ciation, 535  N Dearborn  St,  Chicago 
60610. 

Pension  reform  law 
increases  deduction 

The  Employee  Benefits  Security  Act, 
passed  in  1974,  has  actually  tripled 
the  maximum  tax  deductible  contri- 
bution a self-employed  physician  can 
make  totheTMA  Members’  Retire- 
ment T rust  (an  IRS  approved  Keogh 
program). 

Prior  to  the  new  pension  reform  law, 
the  maximum  deduction  was  limited 
to  10%  of  earned  income.  Now  the 
deductible  contribution  can  be  as 
much  as  15%  of  earned  incomeor 
$7,500,  whichever  is  less. 

This  new  contribution  limit  enables 
physicians  to  increase  their  retire- 
ment income  through  the  nine  tax- 
sheltered  investment  alternatives  ap- 
proved by  the  TMA  Council  on  Medi- 
cal Service  and  Insurance.  Among 


these  are  two  common  trust  funds  de- 
signed for  capital  appreciation  or 
maximum  income  potential,  each  with 
complete  management  by 
specialists. 

T rustee  and  administrator  of  the  TMA 
plan  is  the  Mercantile  National  Bank 
at  Dallas. 

Information  on  TMA’s  program  may 
be  obtained  by  calling  or  writing 
Frank  Ruscitto,  Mercantile  National 
Bank,  PO  Box  5415,  Dallas  75222, 
telephone  214-741-4181. 

Index  available 

The  1974  Index  for  volume  70  of  Tex- 
as Medicine  is  available  to  interested 
parties.  Copies  may  be  obtained  by 
contacting  the  Texas  Medicine  office, 
1801  N Lamar  Blvd,  Austin  78701. 

TMA  announces 
award  recipients 

The  Texas  Medical  Association  has 
announced  the  1975  recipients  of  its 
annual  Anson  Jones  Award  for  excel- 
lence in  communicating  health  in- 
formation to  the  public. 

Selected  to  receive  engraved  plaques 
and  cash  awards  are:  Jean  Wysatta, 
medical  writer.  The  Fort  Worth  Press; 
Joyce  Ames,  staff  writer,  San  Angelo 
Standard-Times;  Bobbi  Schott,  editor 
and  publisher,  The  Medina  Valley  & 
County  News  Bulletin  (Castroville); 
Jon  McConal,  contributing  editor, 

Fort  W orth  Star-Telegram;  Lyn  Van 
Dusen,  managing  editor,  Texas 
Monthly;  Dan  Rosen,  news  editor, 
KKYX  radio,  San  Antonio;  Ellen  Bur- 
stein,  medical  reporter,  and  the  news 
department,  WFAA-TV,  Dallas;  Chuck 
Scott,  news  director,  and  John  Mc- 
Donald, producer,  KHTV,  Ffouston; 
and  Sandy  Bond,  news  intern,  KFDM- 
TV,  Beaumont. 

Recipients  of  eight  citations  of  merits 
have  also  been  selected.  They  are: 
Linda  Little,  The  Dallas  Morning  News; 
Margaret  Deats  Bott,  The  Galveston 
Daily  News;  Sharon  Balke,  The  Hous- 
ton West  Side  Reporter;  Lucille  Enix, 
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Important  Note:  This  drug  is  not  a simple  anal- 
gesic, Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients. avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gam  or  edema.  A one-week  trial 
period  is  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty. 
Indications.  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications:  Children  14  years  or  less, 
senile  patients;  history  or  symptoms  of  G I.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia:  history  or 
presence  of  drug  allergy;  blood  dyscrasias, 
renal,  hepatic  or  cardiac  dysfunction,  hyperten- 
sion , thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug; 
polymyalgia  rheumatica  and  temporal  arteritis, 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  ther- 
apy, existence  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug.  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  IS  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  In  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals,  and  G I tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination. Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient s weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions:  This  is  a potent  drug ; its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G,l  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G,l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens- Johnson  syndrome.  Lyell’s  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation, hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment, hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with 
overdosage.  Including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion, insomnia;  ulcerative  stomatitis,  salivary 
gland  enlargement. 

{B)98-146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 
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Dallas  Magazine;  Jearwe  Stokes,  KRLD 
radio,  Dallas;  Roger  Bateman,  KNOW 
radio,  Austin;  Bill  Tannebring,  KERA- 
TV,  Dallas;  and  Katharine  Johanns, 
KCEN-TV,  Temple. 

A record  65  entries  were  received  in 
this  year’s  competition. 

Award  plaques  and  a $250  cash  prize 
will  be  presented  to  each  winner  at  a 
special  luncheon  ceremony  during 
TMA’s  108th  Annual  Session  May  1-4 
in  San  Antonio.  Certificates  will  be 
presented  to  those  selected  for  cita- 
tions of  merit. 

Winning  entries  were  selected  on 
the  basis  of  accuracy,  significance, 
quality,  public  interest,  and  impact. 
All  newspaper  and  magazine  entries 
were  evaluated  by  Frank  Chappell, 
science  news  editor,  American  Medi- 
cal Association,  Chicago;  Garth 
Jones,  Austin  bureau  chief.  The  Asso- 
ciated Press;  and  Norris  G.  Davis, 

PhD,  chairman,  department  of  jour- 
nalism, The  University  of  Texas  at 
Austin.  Radio  and  television  entries 
were  reviewed  by  a special  panel  se- 
lected by  the  Texas  Association  of 
Broadcasters.  TMA’s  Council  on  Pub- 
lic Service  and  Communication  made 
the  final  selection  of  winners. 

The  winning  newspaper  entries  from 
Fort  Worth,  San  Angelo,  and  Castro- 
ville  consisted  of  general  coverage  of 
medical  and  health  subjects,  while  a 
series  on  epilepsy  won  the  award  for 
McConal.  Texas  Monthly’s  mnn\r\g 
entry  consisted  of  articles  on  a chil- 
dren’s cancer  ward,  abortion,  and 
retarded  children. 

“The  Clap  Trap,’’  a six-part  series  on 
venereal  disease,  was  KKXY’s  win- 
ning entry.  A six-part  cancer  series 
and  general  coverage  of  medical  news 
won  the  award  for  WFAA-TV,  while  a 
three-part  series  on  the  sudden  infant 
death  syndrome  brought  KHTV  the 
award.  “The  Myth  of  Darkness,’’  a 
five-part  series  on  blindness,  was 
KFDM-TV’s  winning  entry. 

TMA’s  medical  journalism  award, 
presented  annually  since  1956,  is 
named  in  honor  of  the  last  president 


of  the  Republic  of  Texas,  Dr.  Anson 
Jones,  a noted  physician,  statesman, 
and  writer  from  early  Texas  history. 

Physicians  alerted 
to  minocycline  reactions 

The  Bureau  of  Communicable  Dis- 
ease Services  of  the  Texas  State  De- 
partment of  Health  alerts  Texas 
physicians  that  the  Communicable 
Disease  Center,  Atlanta,  has  reported 
a number  of  vestibular  reactions  to 
minocycline  after  meningococcal 
prophylaxis  in  New  Jersey  in  the  Jan 
1 1 Morbidity  and  Mortality  Weekly 
Report. 

The  CDC  encourages  physicians  to 
consider  alternative  drugs  until  it  is 
clearthatthe  minocycline  manufac- 
tured in  the  United  States  no  longer 
produces  an  inordinately  high  inci- 
dence of  adverse  reactions. 

On  Nov  2,  1974  hospital  authorities 
informed  the  New  Jersey  State  Health 
Department  of  a large  number  of 
vestibular  reactions  (dizziness,  verti- 
go, nausea,  orvomiting)  among  83 
persons  who  had  received  minocy- 
cline prophylaxis  because  of  exposure 
to  a fatal  case  of  N.  Meningitis  Sero- 
group  C in  a 19-year-old  college  stu- 
dent. Through  the  cooperation  of  the 
hospital  staff.  College  Health  Service, 
and  the  patient’s  family,  all  of  the 
people  in  the  three  groups  who  re- 
ceived minocycline  were  identified 
and  a questionnaire  was  completed 
on  each  individual. 

Sixty-five  persons  of  a total  of  83 
(78.3%)  experienced  adverse  reac- 
tions after  receiving  minocycline,  and 
63  of  the  83  individuals  (76%)  had 
vestibular  symptoms.  Fifty-eight  of 
the  63  persons  with  vestibular  symp- 
toms (92%)  experienced  onset  after 
total  dosage  of  only  400  mg  of  mino- 
cycline, while  34  of  the  63  persons 
(54%)  had  onset  within  1 1 hours 
after  receiving  the  initial  dose  of 
minocycline.  Since  symptoms  usually 
occurred  at  home  when  the  affected 
persons  were  apart,  reactions  due  to 
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hysteria  were  considered  to  be  un- 
likely. The  minocycline  associated 
with  these  adverse  effects  came  from 
different  lots. 

The  CDC  noted  that  this  is  the  second 
report  of  unusually  high  incidence  of 
vestibular  reactions  with  the  use  of 
minocycline  in  this  country.  Studies 
in  England  and  Brazil  using  mino- 
cycline processed  in  those  countries 
indicate  that  symptoms  related  to  the 
vestibular  system  occurred  in  less 
than  30%  of  individuals  taking  this 
drug,  even  though  it  was  given  in  sin- 
gle doses  of  as  much  as  400  mg.  The 
minocycline  used  in  England  is  manu- 
factured there,  while  that  used  in 
Brazil  is  imported  in  powder  form 
from  a US  manufacturer.  None  of  the 
persons  in  the  Brazilian  study  sought 
medical  attention  fortheir  vestibular 
reactions. 

Dosage  schedules  recommended: 
Adults:  Rifampin,  600  mg  every  12 
hours  for  two  days  (total  four  doses); 
children:  (one to  12yearsold)  Rifam- 
pin (syrup)  10  mg/kg  every  12  hours 
for  two  days  (four  doses).  Such 
treatment  should  be  limited  to  house- 
hold contacts  or  others  who  have  had 
contact  with  oral  secretions  of  pa- 
tients. Dr.  S.  J.  Lerro,  director  of  the 
Division  of  Epidemiologic  Surveil- 
lance of  the  state  health  department, 
reports  that  commercial  labelingfor 
rifampin  recommends  treatment  of 
children  as  meningococcal  carriers  as 
follows:  10-20  mg/kg  body  weight, 
not  to  exceed  600  mg/day.  It  is  re- 
ported that  data  are  not  available  for 
determination  of  dosage  for  children 
underage  five.  Rapid  development  of 
rifampin-resistant  strains  has  been 
noted,  and  this  may  limit  long-term 
usefulness  of  this  drug  in  the  control 
of  epidemics  or  in  treating  contacts. 
(See  “Meningococcal  Disease:  Treat- 
ment for  Contacts,’’  Texas  Medicine, 
Vol  69,  No  12,  December  1973,  p 
149-150.)  If  prior  information  shows 
that  an  epidemic  strain  is  sulfa  sen- 
sitive, then  sulfa  is  the  drug  of  choice; 
but  under  no  circumstances  should 


chemoprophylaxis  be  delayed  while 
awaiting  results  of  antibiotic  sensi- 
tivity tests. 

Physicians  who  continue  to  prescribe 
minocycline  should  advise  patients 
of  possible  serious  vestibular  side  ef- 
fects that  may  be  particularly  danger- 
ous to  motorists. 

Physicians  are  encouraged  to  report 
their  experiences,  especially  when 
a large  number  of  persons  receive 
minocycline  for  meningococcal  pro- 
phylaxis, to  their  city  or  county  health 
officerwho  in  turn  will  report  this  in- 
formation to  the  Bureau  of  Communi- 
cable Disease  Services,  Texas  State 
Health  Department,  1100  West  49th 
St,  Austin  78756.  The  telephone 
number  is  (512)  454-3781,  ext  371, 
2,3,4. 

The  CDC  in  Atlanta  continues  to  co- 
ordinate product  reactions  with  the 
Food  and  Drug  Administration. 


TMA  sponsors  competition 
for  student  writing 

March  15  is  the  deadline  forentries 
in  the  tenth  annual  Texas  Medicine 
Award  competition  for  excellence  in 
scientific  writing  by  a Texas  medical 
student. 

Articles  must  deal  with  a subject  with- 
in the  realm  of  the  basic  sciences  or 
medicine  and  must  be  original  and 
unpublished.  No  maximum  nor  mini- 
mum length  is  required. 

Criteria  forthe  judging  will  be  excel- 
lence of  scientific  work  and  compe- 
tence in  the  writing  craft. 

Each  winner  will  be  presented  a cer- 
tificate and  a cash  prize  in  special 
award  ceremonies  conducted  at  their 
respective  schools.  First  place  earns 
$300  with  second  place  receiving 
$100.  The winningarticles  will  be 
published  in  Texas  Medicine  next 
fall. 

Entries  and  inquiries  should  be  ad- 
dressed to  Managing  Editor,  Texas 
Medicine,  1801  N Lamar  Blvd,  Austin 
78701. 
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Accounts  seminars  planned 

The  University  of  Texas  has  schedul- 
ed accounts  management-awareness 
seminars  in  nine  Texas  towns  during 
the  months  of  March,  April,  and 
May. 

Two  all-day  seminars  designed  for  the 
health  professions  are  scheduled  for 
March  2 and  16  in  Odessa  and  Ama- 
rillo respectively.  General  seminars 
for  all  business  enterprises  are 
scheduled  in  Amarillo,  Killeen,  Kerr- 
ville,  Brownwood,  Temple,  Huntsville, 
Conroe,  and  Jaspar.  Those  in  the 
health  professions  who  attend  the 
general  accounts  management  semi- 
nars will  be  given  extra  materials  that 
cover  health  accounts. 

Those  interested  in  scheduling  such 
seminars  should  contact  W.  J.  Strick- 
ler,  Division  of  Extension,  Industrial 
and  BusinessTraining Bureau, The 
University  of  Texas  at  Austin,  Austin 
78712. 


Health  department  reports 
on  immunization  program 

According  to  the  Texas  State  Depart 
ment  of  Health,  the  incidence  of  im- 
munizable  diseases  reached  an  all- 
time  low  during  1974. 

Public  health  facilities  throughout 
the  state  provided  more  than  three 
million  immunizations,  and  private 


physicians  added  tothis  effort. 

Texas  schools  continued  to  report 
95%  or  more  immunizations  among 
pupils  for  diphtheria,  tetanus,  pertus- 
sis, polio,  measles,  and  rubella.  A 
sizable  increase  in  pre-school  im- 
munizations also  was  reported.  The 
two  charts  below  illustrate  the  effec- 
tiveness of  the  immunization  program 
in  Texas. 


Poisonous  wildlife 
topic  of  book 

A descriptive  reference  book  on  poi- 
sonous plants  and  animals  in  Texas  is 
now  availablethrough  the  Regional 
Medical  Program  of  Texas. 

Dangerous  Plants,  Snakes,  Arthropods 
and  Marine  Life  of  Texas,  edited  by 
Michael  D.  Ellis,  associate  director. 
Poison  Control  Center,  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton, contains  information  on  the 
symptoms,  treatment,  and  prevention 
of  injury  from  poisonous  plants  and 
animals.  The  book  also  includes  387 
full-color  photos  of  the  hazardous 
flora  and  fauna  common  to  the 
state. 

The  volume  is  designed  to  fill  the 
need  of  providing  adequate  informa- 
tion to  the  numerous  physicians,  vet- 
erinarians, and  paramedical  person- 
nel in  the  state  who  must  give  appro- 


CASES  OF  VACCINE-PREVENTABLE  DISEASE 
IN  TEXAS 
1970-1974 


Disease 

Number  of  Cases  Reported 

Percent  Reduction 

1970 

1971 

1972 

1973 

1974“ 

1970-1974 

Diphtheria 

234 

56 

41 

18 

9 

-96% 

Tetanus 

14 

10 

20 

10 

4 

-71% 

Pertussis 

437 

282 

185 

115 

99 

-77% 

Polio 

22 

4 

4 

0 

0 

-100% 

Measles 

8,494 

9,585 

1,617 

533 

212 

-98% 

Rubella 

8,409 

4,414 

1,596 

1,129 

317 

-96% 

“Provisional 

TEXAS  MORBIDITY 

OF  THE  IMMUNIZABLE  DISEASES 

SELECTED  YEARS 

Disease 

Greatest  Year 

Least  Year 

Diphtheria 

1933—  5,756  cases 

1974  — 9 

Measles 

1958  — 86,086 

1974  — 212 

Pertussis 

1943  — 16,590 

1974—  99 

Polio 

1950—  2,778 

1974  — 0 

Tetanus 

1942  — 157 

1974  — 4 

Rubella 

1970—  8,409 

1974  — 317 
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priate  treatment  for  plant  or  animal- 
inflicted  injuries. 

The  book  may  be  obtained  from 
RMPT,  4200  N Lamar  Blvd,  Rm  200, 
Austin  78756.  Prepayment  of  $9 
(sales  tax  included)  is  requested. 

Resident  workshop  offered 
on  practice  management 

The  Texas  Medical  Association  and 
the  American  Medical  Association  will 
jointly  sponsor  a practice  manage- 
ment workshop  April  15-16atthe 
Marriott  Motor  Hotel  in  Dallas. 
“Establishing  Yourself  in  Medical 
Practice’’  is  designed  for  senior  resi- 
dents who  will  beenteringthe  private 
practice  of  medicine  within  the  next 
18  months.  Workshop  topics  include 
personnel  problems,  patient  flow 
techniques,  physical  aspects  of  the 
medical  office,  clinical  paperwork,  fi- 
nancial paperwork,  practice  setting, 
and  legal  aspects  of  practice.  The 
two-day  workshop  will  be  presented 
by  professional  medical  consultants, 
members  of  the  national  consulting 
firm,  George  Conomikes 
Associates. 


Attendance  is  limited  to  30  residents 
so  that  the  consultants  can  respond 
to  individual  questions.  The  registra- 
tion fee  is  $70  for  residents  who  are 
members  of  a county  medical  society 
and  TMA,  and  $95  for  residents  who 
do  not  belong  to  any  component  of 
organized  medicine.  These  fees  also 
cover  the  two  luncheons. 

Spouses  of  residents  can  attend,  on 
a non-participation  basis,  and  are  en- 
couraged to  assist  in  note-taking. 
Spouses  are  invited  to  be  TMA’s 
guests  for  the  luncheons. 
Registration  requests  and  inquiries 
should  be  directed  to  Robert  G. 
Mickey,  TMA,  1801  N Lamar  Blvd, 
Austin  78701. 


Correction 

A rose  by  any  other  name  may  smell 
the  same,  but  what  if  it  didn’t  have 
any  name  at  all?  Through  an  inadver- 
tent error  at  press  time,  a feature 
head  in  the  February  issue  of  Texas 
Medicine  was  omitted.  The  interview 
beginningon  p 101  should  have  been 
entitled,  “AMA  president  reflects  on 
medical  goals.’’ 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physicians 
interested  in  enrolling  in  the  program,  comparative  values  for  investments  are  listed. 
Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  pur- 
poses only.  Most  daily  newspapers  list  up-to-the-minute  values  on  mutual  funds.) 


Investment  media 

Original 

price 

9-30-68 

Current 

adjusted 

price 

12-31-74 

% Change 
from 
9-30-68 

Mercantile  National  Bank  Stock  Fund 

$10.25 

$ 7.07 

-31.0 

Loomis-Sayles  Capital  Development  Fund 

14.20 

9.40 

-33.8 

T.  Rowe  Price  Growth  Stock  Fund^ 

25.93 

9.33 

-28.1 

Loomis-Sayles  Mutual  Fund 

16.82 

14.06 

-16.4 

Stein  Roe  & Farnham  Balanced  Fund 

23.34 

19.22 

-17.7 

Mercantile  Bank  Fixed  Income  Fund 

10.00 

10.99 

-f  9.9 

Standard  & Poor  500  Stock  Average 

101.34 

68.56 

-32.3 

Dow  Jones  Industrial  Average 

935.79 

616.24 

-34.1 

^Includes  accumulated  dividends  and  capital  gains  since  1968. 
2Stock  split  two  for  one.  May,  1973. 
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CAPITAL  COMMENTS 


AUSTIN:  LEGISLATIVE  COMMITTEE  APPOINTMENTS.  Two  of  the  most  impor- 
tant  committees  of  the  64th  Texas  Legislature  insofar  as  medical  and  public 
health  legislation  is  concerned  are  the  Health  and  Welfare  Committee  of  the 
House  and  the  Subcommittee  on  Public  Health  of  the  Senate  Human  Resources 
Committee.  The  Health  and  Welfare  Committee  is  chaired  by  Lynn  Nabers, 
Brownwood,  with  Dave  Allred,  Wichita  Falls,  as  vice  chairman.  The  other  mem- 
bers of  the  committee  are  Michael  Ezzell,  Snyder;  Buck  Florence,  Hughes 
Springs;  Richard  Geiger,  Dallas;  Mickey  Leland,  Houston;  Chris  Miller,  Fort 
Worth;  Carlos  Truan,  Corpus  Christi;  Kenneth  Vaughan,  Garland;  Tim  Von 
Dohlen,  Goliad;  and  Emmett  Whitehead,  Rusk.  The  senate  subcommittee  is 
chaired  by  Bob  Gammage,  Houston,  with  Walter  Mengden,  Houston,  as  vice 
chairman.  The  members  of  the  committee  are  Betty  Andujar,  Fort  Worth;  William 
Braecklein,  Dallas;  and  William  Patman,  Ganado. 

Other  committees  of  the  Legislature  which  will  have  jurisdiction  with  respect  to 
matters  of  interest  to  physicians  are: 

Senate  committees:  Administration;  Don  Adams,  chairman,  John  T raeger,  vice 
chairman,  FranK  Lombardino,  Raul  Longoria,  Oscar  Mauzy,  Mike  McKinnon, 

A.  R.  Schwartz.  Economic  Development;  Tom  Creighton,  chairman.  Grant  Jones, 
vice  chairman,  Gammage,  D.  Roy  Harrington,  0.  H.  Harris,  Peyton  McKnight, 
William  T.  Moore.  Intergovernmental  Relations;  W.  E.  Snelson,  chairman,  Har- 
rington, vice  chairman,  Andujar,  Ron  Glower,  Glenn  Kothmann,  Lombardino, 
McKinnon,  Jack  Ogg,  Lindon  Williams.  Education;  Mauzy,  chairman,  Patman, 
vice  chairman,  A.  M.  Aikin,  Jr.,  Kent  Hance,  Jones,  Ogg,  H.  Tati  Santiesteban, 
Snelson,  Williams.  Finance;  Aikin,  chairman,  Creighton,  vice  chairman,  Adams, 
Chet  Brooks,  Ray  Farabee,  Hance,  Bill  Meier,  Moore,  Santiesteban,  Schwartz, 
Max  R.  Sherman,  Snelson,  Traeger.  Jurisprudence:  Schwartz,  chairman,  Meier, 
vice  chairman,  Adams,  Braecklein,  Lloyd  Doggett,  Farabee,  Gammage,  Harris, 
Longoria,  Mauzy,  Mengden,  Santiesteban,  Sherman.  Human  Resources;  Brooks, 
chairman,  Gammage,  vice  chairman,  Andujar,  Braecklein,  Glower,  Doggett, 
Harris,  Lombardino,  Meier,  Mengden,  Patman. 

House  committees:  Appropriations;  Bill  Presnal,  chairman,  Walt  Parker,  vice 
chairman,  Fred  J.  Agnich,  Gonzalo  Barrientos,  Roy  Blake,  Neil  Caldwell,  Dave 
Finney,  Ed  Harris,  Fred  Head,  W.  S.  Heatly,  Bill  Hollowell,  James  J.  Kaster,  Jr., 
Leland,  Jon  P.  Newton,  James  E.  Nugent,  Carl  Parker,  Chris  Semos,  Richard  C. 
Slack,  G.  J.  Sutton,  John  Whitmore,  Leroy  J.  Wieting.  Insurance;  Ben  Bynum, 
chairman,  R.  E.  Green,  vice  chairman,  W.  J.  Blythe,  Donald  Cartwright,  Ronald 
Coleman,  Bob  Davis,  Harris,  Joe  L.  Hernandez,  Bill  Hilliard,  Carlyle  Smith, 

D.  R.  Uher.  Judiciary;  Ben  Z.  Grant,  chairman,  L.  DeWitt  Hale,  vice  chairman. 


Editor’s  note: 
"Capital  Com- 
ments” is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 
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John  Bryant,  Melchor  Chavez,  Ronald  Coleman,  Woody  Denson,  Robert  Maloney, 
Paul  Moreno,  Pike  Powers,  and  David  Stubbeman.  Social  Services;  Lane  Denton, 
chairman,  Raster,  vice  chairman,  Barrientos,  Jimmie  C.  Edwards  III,  Joe  Hanna, 
Joe  A.  Hubenak,  Eddie  Bernice  Johnson,  Presnal,  Calvin  Rucker,  ArthurTemple, 
John  Wilson.  State  Affairs:  Uher,  chairman,  Geiger,  vice  chairman,  Latham  Boon 
III,  Albert  Brown,  Tom  Cartlidge,  Ronald  Earle,  Ezzell,  R.  E.  Green,  L.  DeWitt 
Hale,  Ed  Mayes,  Felix  McDonald,  Ben  Munson,  E.  L.  Short,  Robert  D.  Simpson, 
Joe  Spurlock  II,  R.  L.  Vale,  Wilson. 

WASHINGTON:  MALPRACTICE  PROPOSALS.  Sen  Gaylord  Nelson  (D-Wis)  has 
introduced  S 188  which  would  establish  in  the  Department  of  Health,  Education 
and  Welfare,  a national  medical  malpractice  development  fund  similar  to  exist- 
ing Federal  Riot  and  Flood  Reinsurance  programs.  The  proposal  is  designed  to 
protect  primary  insurance  companies  against  catastrophic  malpractice  claim 
losses.  Another  proposal,  S 215,  the  National  Medical  Injuries  Compensation 
Insurance  Act  of  1975  has  been  introduced  by  Sen  Daniel  Inouye  (D-Hawaii)  and 
Edward  Kennedy  (D-Mass).  This  program  would  establish  a federal  system  of 
compensation  for  injuries  incurred  as  a result  of  medical  treatment. 

AUSTIN:  HMD  RECOMMENDATIONS.  The  Joint  House-Senate  Committee  on 
Public  Health,  after  a period  of  almost  two  years  of  study  and  statewide  hearings 
(previously  reported  in  this  column),  recently  issued  their  legislative  recom- 
mendations in  relationshipto  health  maintenance  organizations.  The  most  im- 
portant recommendation  insofar  as  the  members  of  TMA  are  concerned  is  the 
committee’s  statement  that  “No  HMO  should  employ  physicians  on  a salary 
basis  unless  its  governing  body  be  made  up  of  licensed  physicians  only.  Other- 
wise the  HMO  must  contract  with  physicians  on  a fee-for-service  or  capitation 
basis.”  This  is  consistent  with  the  TMA  House  of  Delegates'  position  on  HMOs 
and  is  in  line  with  TMA’s  long  standing  policy  on  the  prohibition  of  the  corporate 
practice  of  medicine. 

WASHINGTON:  WAYS  AND  MEANS  SUBCOMMITTEE.  The  House  Ways  and 
Means  Subcommittee  on  National  Health  Insurance  has  now  been  selected. 
Chaired  by  Rep  Dan  Rostenkowski  (D-lll),  the  subcommittee  includes  Omar 
Burleson  (D-Tex),  James  Corman  (D-Cal),  William  Cotter  (D-Conn),  Richard 
Fulton  (D-Tenn),  Martha  Keyes  (D-Kan),  Otis  Pike  (D-NY),  Charles  Vanik  (D- 
Ohio),  Joe  Waggonner  (D-La),  Jerry  Pettis  (R-Cal),  John  Duncan  (R-Tenn), 
PhilipCrane  (R-lll),  and  James  Martin  (R-NC). 
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Accepted  Concepts  in  AnginaTherapy  * 

• Nitrates  are  the  first  line  of  defense 
against  angina  pectoris 

• The  therapeutic  goal  of  oral  nitrate  therapy 
is  an  angina-free  patient 


Because  higher  dosage  often  is  necessary 

to  achieve  this  goal...lVES  LABORATORIES  INTRODUCES 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg. /day) 


• To  provide  prophylaxis  against  anginal  attacks  often  caused  by 
unavoidable  everyday  stress. 

• To  reduce  the  frequency  and  severity  of  angina  pectoris  attacks. 
(Not  intended  to  abort  the  acute  episode.) 

★ Indications;  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences— National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

“Possibly”  effective;  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 
Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 


Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  sendyou  reprints,  detailed  information  and/or  professional  samples? 

IVES  LABORATORIES  INC. 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE. 

THROUGH  MEDICINE 


whouse 
Safeguard’s 
medical  billing 
system 
improve 
cashflow 
up  to 


6117  Malt  Avenue,  Los  Angeles  CA  90O4O 
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PROLOID@  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid.  It  con- 
tains the  known  calorigenically  active  components. 
Sodium  Levothyroxine  (T4)  and  Sodium  Liothyro- 
nine  (T3).  Proloid  (thyroglobulin)  conforms  to  the 
primary  USP  specifications  for  desiccated  thyroid— 
for  iodine  based  on  chemical  assay— and  is  also 
biologically  assayed  and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the  So- 
dium Levothyroxine  and  Sodium  Liothyronine  con- 
tent of  Proloid  (thyroglobulin)  is  routinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglobulin) 
IS  approximately  2.5  to  1. 

Proloid  (thyroglobulin)  is  stable  when  stored  at 
usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid  re- 
placement therapy  for  conditions  of  inadequate  en- 
dogenous thyroid  production:  e g.,  cretinism  and 
myxedema.  Replacement  therapy  will  be  effective 
only  in  manifestations  of  hypothyroidism. 

In  simple  (nontoxic)  goiter.  Proloid  (thyroglobu- 
lin) may  be  tried  therapeutically,  in  nonemergency 
situations,  in  an  attempt  to  reduce  the  size  of  such 
goiters. 

Contraindication.  Thyroid  preparations  are  contra- 
indicated in  the  presence  of  uncorrected  adrenal 
insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used  in  the 
presence  of  cardiovascular  disease  unless  thyroid- 
replacement  therapy  is  clearly  indicated.  If  the  lat- 
ter exists,  low  doses  should  be  instituted  beginning 
at  0.5  to  1.0  grain  (32  to  64  mg)  and  increased  by 
the  same  amount  in  increments  at  two-week  inter- 
vals This  demands  careful  clinical  judgment 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  adminis- 
tered If  hypopituitarism  is  present,  the  adrenal  de- 
ficiency must  be  corrected  prior  to  starting  the  drug 

Myxedematous  patients  are  very  sensitive  to  thy- 
roid and  dosage  should  be  started  at  a very  low 
level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations  this 
drug  will  alter  results  of  thyroid  function  tests. 
Adverse  Reactions.  Overdosage  or  too  rapid  in- 
crease in  dosage  may  result  in  signs  and  symptoms 
of  hyperthyroidism,  such  as  menstrual  irregulari- 
ties. nervousness,  cardiac  arrhythmias,  and  angina 
pectoris. 

Dosage  and  Administration.  Optimal  dosage  is 
usually  determined  by  the  patient's  clinical  re- 
sponse. Confirmatory  tests  include  BMP.  T3'3il 
resin  sponge  uptake.  T3'3'I  red  cell  uptake.  Thyro 
Binding  Index  (TBI).  and  Achilles  Tendon  Reflex 
Test.  Clinical  experience  has  shown  that  a normal 
FBI  (3.5-8  mcg/100  ml)  will  be  obtained  in  patients 
made  clinically  euthyroid  when  the  content  of  T4 
and  T3  is  adequate.  Dosage  should  be  started  in 
small  amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual  main- 
tenance dose  is  0.5  to  3.0  grains  (32  to  190  mg) 
daily. 

Instructions  (or  Use.  The  following  conversion 
table  lists  the  approximate  equivalents  of  other 
thyroid  preparations  to  Proloid  (thyroglobulin)  when 
changing  medication  from  desiccated  thyroid.  T4 
isodium  levothyroxine).  T3  (sodium  liothyronine).  or 
T4/T3  (liotrix). 


CONVERSION  TABLE 


Dose  of 
Proloid 
(fhyro- 
Qlobulin) 

Dose  of 
Desic- 
cated 
Thyroid 

Dose  of  T4 
(sodium 
levo- 
thyroxine) 

Dose  of  T3 
(sodium 
lio- 
thyronine) 

Dose  of  liotrix 
(T4/T3) 

1 grain 

1 gram 

0.1  mg 

25  meg 

1 ( 60  mcg/15  meg) 

2 grains 

2 grams 

0 2 mg 

50  meg 

it2  (120  mcg/30  meg) 

3 grains 

3 grains 

0 3 mg 

75  meg 

#3  (180  mcg/45  meg) 

4 grams 

4 grains 

0 4 mg 

100  meg 

5 grains 

5 grains 

0.5  mg 

125  meg 

In  changing  from  Thyroid  USP  to  Proloid  (thyro- 
globulin). substitute  the  equivalent  dose  of  Proloid 
(thyroglobulin).  Each  patient  may  still  require  fine 
adjustment  of  dosage  because  the  equivalents  are 
only  estimates. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  unusual 
bowel  motility.  Angina  pectoris  or  congestive  heart 
failure  may  be  induced  or  aggravated.  Shock  may 
develop.  Massive  overdosage  may  result  in  symp- 
toms resembling  thyroid  storm.  Chronic  excessive 
dosage  will  produce  the  signs  and  symptoms  of 
hyperthyroidism. 

(Treatment:  In  shock,  supportive  measures  should 
be  utilized.  Treatment  of  unrecognized  adrenal  in- 
sufficiency should  be  considered.) 

Supplied.  'A  grain  tablets  in  bottles  of  100  (N0047- 
0250-51)  and  1000  (N  0047-0250-60);  '/s  grain  tab- 
lets in  bottles  of  100  (N0047-0251-51)  and  1000  (N 
0047-0251-60);  scored  1 grain  tablets  in  bottles  of 
100  (N  0047-0252-51)  and  1000  (N 0047-0252-60) ; 
1 'A  grain  tablets  in  bottles  of  100  (N  0047-0253-51 ) 
and  1000  (N  0047-0253-60) ; scored  2 grain  tablets 
in  bottles  of  100  (N0047-0257-51);  3 grain  tablets 
m bottles  of  100  (N 0047-0254-51 ) and  1000  (N 
0047-0254-60);  scored  5 grain  tablets  in  bottles  of 
100  (N  0047-0255-51)  and  1000  (N  0047-0255-60). 
Full  information  is  available  on  request.  P-GP-Sl  4/c 
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f Improving  on  nature... 

from  the  rough,  uncut  stone 
I --i j to  the  finished  gem 
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In  thyroid  therapy  too... 
all  the  qualities  of  the  "natural"  with  the 
5 added  improvements  of  man ... 

Proloid 

(thyroglobulin) 


natural  thyroid... but  uniquely  purified 
Devoid  of  any  glandular  debris, 
natural  thyroid... but  triply  standardized 
. Standardized  chemically,  biologically, 
and  (at  intervals)  clinically,  for  consistent 
metabolic  activity  from  batch  to  batch, 
natural  thyroid... but  consistently  fresh 
Potency  undiminished  for  up  to  4 years 
under  proper  storage  conditions. 


It  all  adds  up  to  natural  thyroid  with  the 
added  improvements  of  man. 


Please  see  adjoining  column  for  brief  summary  of  prescribing  information 


antihypertensive  action 
at  the  vasomotor  centers 
in  the  brain 


(Based  on  animal  studies) 


Tablets  of  0.1 


Central  action 

Catapres  appears  to  lower 
blood  pressure  through 
central  alpha-adrenergic 
stimulation,  as  shown  in 
animal  studies.  This  results 
in  diminution  — but  not 
blocking -of  sympathetic 
outflow  from  cardioaccelera- 
tor  and  vasoconstrictor 
centers  in  the  medulla. 


Not  a “depleter”, 
“blocker”,  “inhibitor”  or 
“false  transmitter” 


Not  a rauwolfia 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Nornnal  hemodynamic  responses  to  exercise 
are  unaffected 


Renal  blood  flow  and  glomerular  filtration  rate 
essentially  unchanged 


Mild  to  moderate  potency 


The  most  common  side  effects  are  dry  mouth,  drowsiness  and 
sedation.  These  generally  tend  to  diminish  with  continued  therapy. 
Other  potential  adverse  reactions  are  listed  in  the  Brief  Summary. 


BOEHRINGER 

VNGELHEIM> 


Boehringer  Ingelheim 

Boehringer  Ingelheim  Ltd. 
Elmsford,  New  York  10523 


Catapres®  (clonldlne  hydrochloride) 
Tablets  of  0.1  mg  and  0.2  mg 
Indication:  The  drug  is  indicated  in  the 
treatment  of  hypertension.  As  an  antihy- 
pertensive drug,  Catapres  (clonidine 
hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general 
treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed 
for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some 
patients  necessitating  a reevaluation  of 
therapy. 

Usage  in  Pregnancy:  In  view  of  embryo- 
toxic  findings  in  animals,  and  since  infor- 
mation on  possible  adverse  effects  in 
pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended 
in  women  who  are  or  may  become  preg- 
nant unless  the  potential  benefits  outweigh 
the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience 
is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 
Precautions:  When  discontinuing  Catapres 
(clonidine  hydrochloride),  reduce  the  dose 
gradually  over  2 to  4 days  to  avoid  a pos- 
sible rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  dis- 
continue therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive 
encephalopathy  and  death  have  been  re- 
corded after  cessation  of  clonidine  hydro- 
chloride therapy.  A causal  relationship  has 
not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise 
in  blood  pressure,  should  it  occur,  can  be 
reversed  by  resumption  of  clonidine 
hydrochloride  therapy  or  by  intravenous 
phentolamine.  Patients  who  engage  in 
potentially  hazardous  activities,  such  as 
operating  machinery  or  driving  should  be 
advised  of  the  sedative  effect.  This  drug 
may  enhance  the  CNS-depressive  effects 
of  alcohol,  barbiturates  and  other  seda- 
tives. Like  any  other  agent  lowering  blood 
pressure,  clonidine  hydrochloride  should 
be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial 
infarction,  cerebrovascular  disease  or 
chronic  renal  failure. 

As  an  integral  part  of  their  overall  long- 
term care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive 
periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug- 
related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres,  in 


several  studies  the  drug  produced  a dose- 
dependent  increase  in  the  incidence  and 
severity  of  spontaneously  occurring  retinal 
degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common 
reactions  are  dry  mouth,  drowsiness  and 
sedation.  Constipation,  dizziness,  head- 
ache, and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish 
with  continued  therapy.  The  following  re- 
actions have  been  associated  with  the  drug, 
some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been 
established).  These  include:  Anorexia, 
malaise,  nausea,  vomiting,  parotid  pain, 
mild  transient  abnormalities  in  liver  func- 
tion tests;  one  report  of  possible  drug- 
induced  hepatitis  without  icterus  and 
hyperbilirubinemia  in  a patient  receiving 
clonidine  hydrochloride,  chlorthalidone 
and  papaverine  hydrochloride. 

Weight  gain,  transient  elevation  of  blood 
glucose,  or  serum  creatine  phospho- 
kinase;  congestive  heartfailure,  Raynaud’s 
phenomenon;  vivid  dreams  or  nightmares, 
insomnia,  other  behavioral  changes,  ner- 
vousness, restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic 
edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash, 
impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or 
burning  of  the  eyes,  dryness  of  the  nasal 
mucosa,  pallor,  gynecomastia,  weakly 
positive  Coombs’  test,  asymptomatic  elec- 
trocardiographic abnormalities  manifested 
as  Wenckebach  period  or  ventricular 
trigeminy. 

Overdosage: Profound  hypotension,  weak- 
ness, somnolence,  diminished  or  absent 
reflexes  and  vomiting  followed  the  acci- 
dental ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from 
1 9 months  to  5 years  of  age.  Gastric  lavage 
and  administration  of  an  analeptic  and 
vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous 
doses  of  10  mg  at  30-minute  intervals 
usually  abolishes  all  effects  of  Catapres 
(clonidine  hydrochloride)  overdosage. 

How  Supplied:  Catapres,  brand  of  cloni- 
dine hydrochloride,  is  available  as  0.1  mg 
(tan)  and  0.2  mg  (orange)  oval,  single- 
scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full 
prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  GmbH 


dioctyl  sodium  sulfosuccinate 


COLACE'thc 


most  widdy  used 
stool  softener. 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COIACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation 


COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 
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PLUS  HOLLAND 


A Two-Week  Do-As-You-Please  Holiday  In 
Ireland — Holland— England 

*1068 


INCLUDES:  •Direct  Flights  on  Chartered  World  Airways  Jets 

•Deluxe  Hotels  in  Each  City 
•American  Breakfast 

•Dinner  at  a Selection  of  the  Finest  Restaurants 
•Travel  Director  and  Hospitality  Desk  to  assist  at  all  times 
•Generous  70  Lb.  Baggage  Allowance 

IVow  Two  Houston  and  Dallas-Fort  Worth  June  8, 1975 

X wu  x^cpartures.  Antonio  and  Dallas-Fort  Worth  June  12, 1975 

RETURN  THIS  COUPON  TODAY  SPACE  STRICTLY  LIMITED 
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1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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prepared  with  natural  equine 


estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  ellicacy  and  acceptance. 

PREMARIN.  Idle  only  estrogen 
preparation  avadable  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specihcations  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 

PREMARIN  . . . naturally. 


BRIEF  SUMMARY 

{tor  full  ftresc) ilihif^  htformalion,  see  package 

circu lar.  I 

PREMARIN® 

(Coiijugalcd  Eslrogciis  TabU'is,  U.S.P.) 

1 11(1  i(  a ( ions : Based  on  a review  ol 
PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/trr  other  information,  l O.A  has  classified 
the  indications  for  use  as  follows: 

Effedive:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  tlie  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae.  with  or  without  pruritus. 
‘‘Probably’’  effettive;  For  estrogen  defi- 
ciency-induced osteoporosis,  and  onlv  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  retpiircs  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function:  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal:  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium:  (d)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions: (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  cfironic  mastitis  or  ab- 
normal mammograms  except,  it  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

1 he  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  puintonarv  embolism).  If  these  occur  or 
are  suspected,  estrogen  tlierapy  should  be  dis- 
co n t i n tied  i m med  i a tel  v . 

Estrogens  may  be  excreted  in  itie  mother's 
milk  and  an  estrogenic  cllcct  upon  the  infant 
has  been  described.  I he  lotig  range  effect  on  the 
nursing  infant  cannot  tie  detei  mined  at  this  time. 

Hvpercalcenii.i  may  occur  in  as  itianv  as  15 
percent  of  breast  cancer  patients  with  metas- 
tascs,  and  this  usiiallv  itidicates  piogression  of 
bone  metastases.  I his  occurrence  depetuls  neither 
on  dose  nor  on  imttiobili/atioti  In  tlie  presence 
of  progression  of  the  cancer  or  In percalcemia, 
estrogen  administration  should  he  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  tlie  occurrence 
of  vaginal  carcinoma  in  the  offspring.  I his  oc- 
ciirretl  witli  tlie  use  of  dietlivistilbestrol  for  the 
treatment  of  threatened  abortion  or  liigh  risk 
pregnancies.  Whetlier  or  not  siicli  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  tfiis  finding,  fiowever.  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  .As  with  all  silioit  acting  estrogens, 
the  following  precautions  should  be  observed; 

■A  complete  pretreatnient  ptivsical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 iveek  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  mav 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todv  nia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  he  Used  witli  c.ititioti  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

I’rc  existing  uterine  fihromyomata  may  in- 
crease in  sire  while  using  estrogens:  therefore, 
patients  should  be  examined  at  regular  intervals 
wtiile  receiving  estrogenic  therapy. 

1 he  pathologist  slioiild  be  advised  of  estrogen 
therapv  when  relevant  specimens  are  submitted. 

Because  of  tbeir  effects  on  epiphyseal  closure, 
estrogens  sfiould  be  used  judiciously  in  young 
patients  in  wliom  bone  growtli  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions  Itiis  should 
be  borne  in  mind  wlien  treating  jiatients  in 
wtiom  fertility  is  desired. 

1 be  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens mav  mask  the  onset  of  tlie  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cvcie. 
.Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavv  withdrawal  bleetiing  (Sec  DOS.AGE 
A N D A D M I M ,S7  R A f I ON ) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediatelv  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  bodv  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphvria  becoming  manifest 
Dosage  and  Administration;  PREM  ARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
0 selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— \ .25  mg.  daily,  cvcli- 
cally.  .Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  elfective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cvciic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating. cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapv)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Post  menofiause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  .Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cvclically. 

Senile  I'aginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0 $ mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  .Administer  cyclically. 

How  Supplied:  PREM  ARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  805— Each  purple  tablet  contains  2.5  mg  , 
in  bottles  of  100  and  1 ,000. 

No.  860— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  .Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.025  trig., 
in  bottles  of  100  and  1 .000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  attd  1 ,000.  7352 
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The  MUDRAMES 

Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 

Phenobarbital  ( to  lessen  cardiac  stimulation ) . 
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INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE;  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudi’ane  GG-2  in  100s;  Elixii’  in  pints  and  balf-gallons. 


Federal  law  prohibits  dispensing  without  prescription. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23261 
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COMING 

MEETINGS 


TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS, 

VALLEY  CHAPTER 

The  8th  Medical-Surgical  Conference  of  the  Rio  Grande  Valley 
will  be  held  in  McAllen  Mar  20-22.  Registration  fee  for  the 
meeting  is  $50.  The  conference  is  acceptable  for  16  prescribed 
hours  by  AAFP. 

Contact:  Dr.  J.  F.  Fitch,  817  Quince,  McAllen  78501,  Reg  Chrmn. 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS 

Dr.  C.  Paul  Hodgkinson  and  Dr.  David  Nichols  are  the  featured 
speakers  on  the  program  of  the  Texas  As.sociation  of  Obstetri- 
cians and  Gynecologists  which  meets  Mar  7-8.  at  the  Sheraton- 
Dallas  Hotel,  Dallas.  Dr.  Hodgkinson  is  a clinical  professor  at 
Michigan  University  School  of  Medicine.  He  is  the  recipient  of 
numerous  honors.  Dr.  Nichols  presently  holds  appointments  at 
four  hospitals  in  Buffalo.  He  also  is  a professor  of  gynecology' 
and  obstetrics  at  the  School  of  Medicine,  State  University  of 
New  York  at  Buffalo.  He  has  published  numerous  articles,  and 
is  now  preparing  a book  for  publication. 

Contact:  Dr.  D.  M.  Voulgaris,  Sec-Treas,  2100  N Fulton  St, 
Wharton  77488. 


TEXAS  RADIOLOGICAL  SOCIETY 

The  62nd  Annual  Meeting  of  the  Texas  Radiological  Society 
will  be  held  at  the  Abilene  Civic  Center,  Abilene,  Mar  13-15. 
Registration  fee  for  non-members  is  $25.  Radiological  residents 
and  military  personnel  will  be  charged  no  fee.  The  meeting  is 
approved  by  the  AMA  for  Category  I credit  jointly  with  the 
American  College  of  Radiology.  Out  of  state  speakers  include: 
Dr.  William  E.  Powers,  Department  of  Radiation  Oncology, 
Barnes  Hospital,  St.  Louis;  Dr.  Joseph  J.  Bookstein,  professor 
of  radiology.  University  of  California,  San  Diego,  Calif;  Dr. 
N.  Thome  Griscom,  Department  of  Radiology,  Children’s  Hos- 
pital Medical  Center,  Boston;  Dr.  Mark  M.  Mishkin,  professor 
of  radiology  and  chief  of  neuro-radiology.  University  of  Penn- 
sylvania School  of  Medicine,  Philadelphia;  Dr.  John  R.  Thom- 
bury,  professor  of  radiology.  University  of  Michigan  Medical 
Center,  Ann  Arbor,  Mich;  and  Dr.  C.  Douglas  Maynard,  Depart- 
ment of  Nuclear  Medicine,  Bowman  Gray  School  of  Medicine  of 
Wake  Forest  University,  Winston  Salem,  NC.  Other  speakers 
are:  Otha  W.  Linton,  director  of  governmental  relations,  Ameri- 
can College  of  Radiology,  Washington,  DC;  and  Dr.  James  M. 
Keegan,  American  College  of  Radiology,  Houston.  The  schedule 
includes  refresher  courses,  a scientific  program,  and  ladies’ 
entertainment. 

Contact:  Dr.  F.  E.  O’Neill,  Sec,  1128  Nix  Professional  Bldg, 
San  Antonio  78205. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  COLLEGE  OF  EMERGENCY 
PHYSICIANS  SYMPOSIUM,  Riviera  Ho- 
tel, Palm  Springs,  Mar  19-20.  Single  room 
rates  of  $23,  with  doubles  of  $29  should 
be  available.  Registration  fees,  $110  for 
members,  $135  for  non-members.  Telephone 
registrations  may  be  made  by  calling 
ACEP  HOTLINE  (517)  332-6544.  Golf  and 
tennis  tournaments.  Format:  lectures  and 
workshops.  Topics  include:  “Public  Entry 
to  the  System,”  “Communications  Hard- 
ware,” “Auditing  Quality  Care  in  the 
Emergency  Department,”  “The  Federal 
Government  and  Emergency  Medicine,” 
“Law  and  the  Emergency  Department: 
Protecting  the  Physician.”  ACEP  Winter 
Workshop  will  be  held  in  conjunction  with 
the  symposium.  The  workshop  sessions  will 
be  held  Mar  17-18.  Open  meetings  of  all 
ACEP  standing  committees  at  that  time. 
Schedule  of  workshop  activities  will  be 
sent  to  all  symposium  registrants.  Con- 
tact: Dr.  Ronald  L.  Drome,  Symposium 
Chmn,  241  E Saginaw,  East  Lansing, 
Mich  48823, 


AMERICAN  COLLEGE  OF  RADIOLOGY, 
62nd  Annual  Meeting  and  Teachers  Con- 
ference, Mar  30- Apr  4,  Portland  Hilton 
Hotel,  Portland,  Ore.  All  sessions  open. 
Workshops  on  cardio-pulmonary  resuscita- 
tion. and  budgeting  and  practice  manage- 
ment. Approved  for  five  hours  Category  I 
Credit,  AMA  Physician’s  Recognition 
Award.  Reference  committees  on  Mar  31. 
Awarding  of  Gold  Medals,  as  well  as  Hon- 
orary Fellowship  and  Fellowship,  at  con- 
vocation ceremony  on  Apr  1.  Contact:  20 
N Wacker  Dr,  Chicago  60606, 


AMERICAN  MEDICAL  ASSOCIATION 
28TH  NATIONAL  CONFERENCE  ON 
RURAL  HEALTH,  Mar  20-21,  Roanoke, 
Va.  Theme,  “New  Approaches  to  Old 
Problems.”  Speakers  and  panelists  will 
explore  new  needs  and  report  on  new  de- 
velopments in  family  practice  residency 
programs:  National  Health  Service  Corps 
in  the  areas  of  family  practice  physicians; 
a service  commitment  related  to  medical 
education;  rural  development  and  health 
services;  rural  medical  centers  and  hos- 
pitals; student  projects;  motivations  for 
rural  practice:  rural  health  legislation; 
emergency  medical  services:  consumer 
health  education:  and  community  involve- 
ment in  health.  Registration  fee  of  $40 
(student  exempt)  includes  coffee  breaks, 
Thursday  luncheon,  social  hour,  and  cas- 
sette of  conference  highlights.  Contact: 
Department  of  Rural  Health,  AMA,  636 
N Dearborn  St,  Chicago  60610. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  43-46. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


MARCH 


AMERICAN  ASSOCIATION  OF  ANATOMISTS.  Los 
Angeles,  Mar  23-27,  197B.  Dr.  John  E Pauly,  Dept  of 
Anatomy.  University  of  Arkansas  Medical  Center,  Little 
Rock,  Ark  72201. 

AMERICAN  BURN  ASSOCIATION,  Denver,  Mar  20-22, 
1976.  Dr.  John  A Boswick.  Jr,  4200  E 9 Ave,  Denver 
80220. 

AMERICAN  COLLEGE  OF  ALLERGISTS,  Miami  Beach, 
Mar  15-23,  1976.  Mrs.  Frances  P White,  2141  14th  St, 
Boulder,  Colo  80302. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Palm 
Beach,  Mar  16-20,  1975.  Dr.  Thomas  W Murrell,  Jr,  17 
E Grace  St,  Richmond.  Va  23219. 

AMERICAN  HEART  ASSOCIATION,  Tampa,  Fla,  Mar 
10-11,  1975.  Leonard  P Cook,  44  E 23rd  St,  New  York, 
NY'  10010. 

■ AMERICAN  MEDICAL  TENNIS  ASSOCIATION.  Aus- 
tin, Mar  16-20,  1976.  Bill  Drake,  PO  Box  183,  Alton,  III 
62002. 

AMERICAN  ORTHOPSYCHIATRIC  ASSOCIATION. 
INC.  Wa.shington,  DC,  Mar  21-25.  1975.  Marlon  F Dan- 
ger, PhD,  1775  Brofulway,  New'  York  10019. 

AMERICAN  PSYCHOPATHOLOGICAL  ASSOCIATION, 
New  York,  Mar  6-7,  1975.  Dr.  Edward  Sachar,  Bronx 
Municipal  Hospital  Center,  Eastchester  Rd  & Pelham 
Parkway,  Bronx,  NY  10461. 

AMERICAN  PSYCHOSOMATIC  SOCIETY,  New  Orleans. 
Mar  21-23.  1975.  Dr.  Donald  Oken,  265  Nassau  Rd, 
Roosevelt,  NY'  11575. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOL- 
OGY AND  THERAPEUTICS.  Washington,  DC,  Mar  20- 
21.  1976.  Mrs.  Elaine  Galasso.  1718  Gallagher  Rd.  Nor- 
ristow’n.  Pa  19401. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDI- 
CAL INSTRUMENTATION.  Boston.  Mar  16-19,  1976. 
1500  Wilson  Blvd,  Arlington,  Va  22209. 

ASSOCIATION  OF  UNIVERSITY  ANESTHETISTS,  San 
Diego,  Mar  13-16,  1975.  Dr.  C Philip  Larson,  Jr,  Stan- 
ford University  Medical  Center,  Rm  S-278,  Stanford, 
Calif  94305. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY.  Dallas. 
Mar  17-19.  1975.  Robert  L Heath,  433  Medical  Arts 
Bldg.  Dallas  75201. 

DEPARTMENT  OF  PEDIATRICS,  THE  UNIVERSITY 
OF  TEXAS  MEDICAL  BRANCH.  Galveston.  Mar  13-14, 
1976.  Program  for  lifelong  education  in  pediatrics.  Dr. 
Mary  Ellen  Haggard.  Dept  of  Pediatrics,  UTMB,  Galves- 
ton 77550. 

NEUROSURGICAL  SOCIETY  OF  AMERICA,  San  Diego. 
Mar  12-15.  1975.  Dr.  Shelley  N Chou.  University  of 
Minnesota  Medical  School.  Minneapolis  56455. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY.  Livingston, 
Mar  20,  1976.  Mrs.  R C Torrence,  103  Jessie  H Jones 
Library  Bldg,  Houston  77025. 

■ SOCIETY  OF  NUCLEAR  MEDICINE.  SW  CHAPTER, 
Galveston.  Mar  21-23,  1975.  Dr.  Thomas  P Haynie,  6723 
Bertner  Ave,  Houston  77025. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS.  Fort  Worth,  Mar  13-16,  1976.  Floy  Bleker,  4300 
N Lamar  Blvd.  Austin  78756. 


SPORTS  MEDICINE  SEMINAR,  Seattle,  Mar  22-23, 
1975.  Dr.  Keith  D Peterson,  5409  17th  NW,  Seattle 
98107. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  Chi- 
cago, Mar  6,  1975.  Charles  C Hewitt,  1400  Hicks  Rd. 
Rolling  Mdws,  111  60008. 

■ WM  BEAUMONT  ARMY  MEDICAL  CENTER,  El 
Paso,  Mar  19-21,  1975.  Col  J Loren  Pitcher,  MD,  PO 
Box  70031,  El  Paso  79920. 

UNITED  STATES  PHARMACOPEIAL  CONVENTION, 
INC,  Washington,  DC.  Mar  22,  1975.  W M Heller,  PhD, 
Sec-Exec  Dir,  4630  Montgomery  Ave,  Bethesda,  Md 
20014. 


APRIL 


AMA  NATIONAL  SOCIOECONOMIC  CONGRESS,  At- 
lanta, Apr  25-26,  1975.  Division  of  Medical  Practice, 
AMA,  535  N Dearborn  St,  Chicago  60610. 

AEROSPACE  MEDICAL  ASSOCIATION,  San  Francisco, 
Apr  28-May  1,  1975.  Dr.  M H Goodwin,  Exec  Off, 
Washington  National  Airport,  Washington,  DC  20001. 

AMERICAN  ACADEMY  OF  NEUROLOGY.  Bal  Har- 
bour, Fla,  Apr  28-May  3,  1975.  S A Nelson.  4015  W 
65th  St,  Suite  302,  Minneapolis  55435. 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS, 
Scottsdale,  Ariz,  Apr  26-30,  1975.  Dr.  Nicholas  G 

Georgiade,  Duke  University  Medical  Center,  Box  2098, 
Durham,  NC  27710. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, New  York,  Apr  14-16,  1976.  William  T Maloney, 
6 Beacon  St,  Suite  620,  Boston  02108. 

AMERICAN  COLLEGE  HE.YLTH  ASSOCIATION,  New 
York,  Apr  1-4,  1975.  J W Dilley,  Exec  Dir,  2807  Central, 
Evanston,  111  60201. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  San  Francis- 
co, Apr  7-10,  1975.  4200  Pine  St,  Philadelphia  19104. 

AMERICAN  COLLEGE  OF  SURGEONS,  Atlanta,  Apr 
21-24,  1975.  55  E Erie  St.  Chicago  60611. 

AMERICAN  GERIATRICS  SOCIETY,  INC,  Miami 
Beach,  Apr  16-18,  1975.  Marcia  Roye,  Assoc  Exec  Dir, 
10  Columbus  Circle,  New  Y'ork  10019. 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIA- 
TION, San  Francisco,  Apr  13-17,  1975.  Howard  N 

Schulz,  Exec  Dir,  150  Wacker  Dr,  Chicago  60606. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  Vancouver,  BC,  May  4-8,  1975.  Dr.  Eugene 
H Courtiss,  2000  Washington  St,  Newton  Lower  Falls, 
Boston  02162. 

■ CLINICAL  CONFERENCE  OF  THE  BAYLOR  EYE 
RESIDENTS’  ALUMNI  ASSOCIATION,  Houston,  Apr 
4-5,  1975.  Dennis  Landis,  Dept  of  Ophthalmology,  Bay- 
lor College  of  Medicine,  Texas  Medical  Center,  Houston 
77025. 

■ HOUSTON  SOCIETY  OF  CLINICAL  PATHOLOG- 
ISTS, Houston,  Apr  19,  1975.  Dr.  R I Lede,  Seminar 
Chmn.  1919  La  Branch-  Pathology,  Houston  77002. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  San  Francis- 
co, Apr  13-17,  1976.  Howard  N Schulz,  Exec  Dir,  150 
N Wacker  Dr,  Chicago  60606. 
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NATIONAL  COUNCIL  ON  ALCOHOLISM,  Milwaukee, 
Apr  27-29,  1975,  Walter  J Murphy,  Suite  1720,  2 Park 
Ave,  New  York  10016, 

NATIONAL  LEAGUE  FOR  NURSING,  New  Orleans, 
May  18-22,  1976.  Margaret  E Walsh,  National  League 
for  Nursing,  10  Columbus  Circle,  New  York  10019, 

■ NATIONAL  STUDENT  RESEARCH  FORUM,  Galves- 
ton, Apr  23-26,  1976.  Judy  Harris,  Public  Information 
Office,  UTMB,  Galveston  77660. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Las  Vegas, 
Nev,  Apr  21-24,  1976.  Dr.  J A Barney,  Sec-Treas,  708 
Physicians  and  Surgeons  Bldg,  Oklahoma  City  73103. 

■ TEXAS  MEDICAL  ASSOCIATION,  Annual  Session, 
San  Antonio,  Apr  30-May  4,  1975.  C Lincoln  Williston, 
1801  N Lamar  Blvd,  Austin  78701. 

■ TEXAS  SOCIETY'  OF  CHILD  PSYCHIATRY,  Arling- 
ton, Apr  26-27,  1976.  Dr.  Carl  M Pfeifer,  Pres,  2939  W 
Woodlawn,  San  Antonio  78228. 

■ TEXAS  SOCIETY'  FOR  MEDICAL  TECHNOLOGY', 
Galveston,  Apr  16-19,  Arene  Gustafson,  UTMB,  Galves- 
ton 77560. 

■ TEXAS  UROLOGICAL  SOCIETY,  Lakeway.  Apr  10- 
12,  1976.  Dr.  C V Chenoweth,  Pres,  1016  Clinic  Dr, 
Tyler  75701. 


MAY 


AMERICAN  ACADEMY  OF  PSYCHOANALYSIS,  Be- 
verly Hills,  Calif,  May  2-4,  1976.  Charlotte  Bruskin, 
Exec  Sec,  40  Gramercy  Park  N,  New  York  10010. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Boston.  May  5-8,  1975.  Dr.  M L 
Stone,  New  Y'ork  Medical  College,  1249  Fifth  Ave,  New 
York  10029. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  17,  1975.  Dr.  R C 
Jones,  Sec,  5323  Harry  Hines,  Dallas  75235. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER,  Amarillo,  May  16-18,  1975.  Geral- 
dine Midgley,  Sec,  PO  Box  1287,  Uvalde  78810. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION.  TEXAS 
DISTRICT  BRANCH,  San  Antonio,  May  3,  1976.  Iris 
Wenzel,  Exec  Sec,  1801  N Lamar  Blvd.  Austin  78701. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC,  Vancouver,  British  Columbia,  May  4-8, 
1975.  Dr.  Eugene  H Courtiss,  Sec,  200  W'ashington  St, 
Newton  Lower  Falls,  Boston  02162. 

AMERICAN  SOCIETY  OF  COLON  AND  RECTAL 
SURGEONS,  San  Francisco,  May  4-8,  1975.  H Gibson. 
Exec  Off,  320  W Lafayette,  Detroit  48226. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE, 
Washington,  DC.  May  1-4,  1975,  W R Ramsey,  Exec 
Off,  703  Market  St,  Suite  535,  San  Francisco  94103. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY', 
Montreal,  May  10-16,  1975.  Dr.  Alvin  D Y'asuna,  147-41 
Sanford  Ave,  Flushing,  NY  1 1355. 


AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE,  Bos- 
ton, May  19-20,  1976.  Dr.  Aubrey  Milunsky,  Genetics 
Unit,  Massachusetts  General  Hospital,  Boston  02114. 

AMERICAN  THORACIC  SOCIETY  OF  THE  AMERI- 
CAN LUNG  ASSOCIATION,  Montreal,  May  18-21, 
1975.  R G Weymueller,  Exec  Off,  1749  Broadway,  New 
York  10019. 

■ CONFERENCE  OF  CITY  AND  COUNTY  HEALTH 
OFFICERS,  San  Antonio,  May  2,  1976,  J E Peavy, 
Commissioner  of  Health,  1100  W 49th  St,  Austin  78766. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Montreal,  May  10-16,  1975.  Dr.  A J Cantor,  Exec  Off, 
147-41  Sanford  Ave,  Flushing,  NY  11356. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS STATE  SURGICAL  DIVISION,  San  Antonio,  May 
1.  1975.  Dr.  E A Hanna,  6303  S Park  Blvd,  Houston 
77021. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  INC,  New  York,  May  16,  1975.  79  Madi- 
son Ave,  New  York  10016. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio, 
May  1,  1975.  C F Miller,  Sec,  Box  1338,  Waco  76703. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  Antonio, 
May  1-4,  1976.  Dr.  W F Spiller,  Sec,  6000  Montrose, 
Suite  110,  Houston  77006. 

■ TEXAS  OCCUPATIONAL  MEDICAL  ASSOCIATION, 
San  Antonio,  May  2,  1976.  Dr.  Deane  T Cline,  Sec,  4242 
SW  Freeway,  Houston  77027. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION, 
San  Antonio,  May  2-3.  1976.  Dr.  J Youngblood,  606 
Medical  Park  Tower,  Austin  78705. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION.  San  An- 
tonio, May  3,  1976.  Dr.  Donald  E Pisar,  Scott  and 
White  Clinic,  Temple  76501. 

■ TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, San  Antonio,  May  2,  1976.  Dr.  Jerry  D Julian, 
Prog  Chmn,  3100  Red  River,  Austin  78706. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  San 
Antonio,  May  2-3,  1975.  Dr.  J R Moore,  VP,  Box  3766, 
Amarillo  79106. 
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SEAVIEW 

PSYCHIATRIC 

HOSPITAL 


Announces  an  expanded  specialized  program  for  the 
patient  with  acute  physical,  psychological  and  social 
problems.  Complete  diagnostic  and  therapeutic  ser- 
vices are  offered  in  an  open  environment  conducive  to 
recovery.  Bilingual  professional  and  support  staff. 

Patients  of  all  age  groups  are  accepted  by  referral. 


QUALIFIED  CARE  BY: 

PSYCHIATRIST  STAFF:  PSYCHOLOGY  SERVICES: 


Charles  Bludworth,  MD 
Cecil  A Childers,  MD 
William  B Cline,  MD 
Willis  G Goodenow,  MD 
Shannon  Gwin,  MD 
Joel  Kutnick,  MD 
Maria  Izquierdo,  MD 
James  M May,  MD 
James  M Meaney,  MD 
James  C Walker,  MD 


David  Feltoon,  PhD 
Byron  Dodd,  MA 
Stephen  Simmons,  MA 
Richard  Austin,  PhD,  Consulting 

SOCIAL  SERVICE: 

Wallace  Whitworth,  ACSW 

OCCUPATIONAL  THERAPY: 

Melinda  Huggins,  OTR 

Director  of  Nursing: 

Susan  Fowler,  RN 


Accredited:  Joint  Commission  on  Accreditation  of  Hospitals 

Licensed:  State  Department  of  Mental  Health  and  Retardation 

Approved  by:  Blue  Cross,  CHAMPUS,  Medicare  and  commercial  in- 
surance 

Member  of  all  local,  state  and  national  hospital  associations 


OUTPATIENT  INPATIENT  DAY  CARE 

1316  Third  Street 
Corpus  Christi,  Texas  78404 
Phone  512-883-0931  Collect 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO. 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
lor  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  Is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  lor  children  2 to  12  years  old.  For 
ages  2 to  5 years.  4 ml.  (2  mg.)  t i d ; 5 to  8 years.  4 
ml.  (2  mg  ) q i d ; 8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml-,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage : Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  alter  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0 025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg  of  diphenoxylate  HCI  and  0 025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680  454  R 
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TEXAS  MEDICINE 


When  diarrhea  has  his  number... 


Lomotii  puts  him  back  in  the  game. 


Physicians  and  patients  both 
want  prompt  control  of  the 
symptoms  of  diarrhea.  A rapid, 
uncontrolled  loss  of  fluids  and 
electrolytes  can  cause  a medical 
crisis,  particularly  In  children,  and 
In  patients  who  are  seriously  III, 
or  in  people  who  are  badly 
undernourished. 

Lomotil  usually  stops  diarrhea 
promptly.  This  rapid  action  halts 
the  emergency  aspect  of  diarrhea 

® 

Each  tablet  and  each  5 ml.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 

TABLETS/LIQUID 

Usually  stops  diarrhea  promptly. 


and  is  comforting  and  reassuring 
to  the  patient.  Electrolyte  and  fluid 
losses  can  be  corrected  while  the 
specific  cause  of  the  diarrhea  is 
being  determined.  If  an  Infective 
agent  Is  the  cause,  appropriate 
antibiotic  therapy  should  be  given 
along  with  Lomotii. 

Lomotil  has  few  side  effects, 
and  those  that  do  occur  are 
generally  mild. 


O 


ifA^- 

half-ounce 
prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  contains  three  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin"  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  person; 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PIVIL. 

/ Burroughs  Wellcome  Co. 

T7i  / Research  Triangle  Park 
Wellcome/  North  Carolina  27709 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR  1 he 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications;  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( >5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 


KEEP  THE  HVPERTEKSIVE 
PAnEHTOHTHEIUPy 
KEEPTHERAPy  SIMPLE  WITH 


Each  capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Neither  inconvenient  potassium  supplements 
nor  special  K+  rich  diets  needed  as  a rule. 

Just  ‘Dyazide’  once  or  twice  daily  for  maintenance. 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  ( 1 ) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’,  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


SK&F  CO. 

Carolina,  P.R.  00630 
Subsidiary  of 
SmithKline  Corporation 


TO  KEEP  BLOOD  PRESSURE  DOmi 
AND  KEEP  P01ASSIUM  LEVELS  UP 


On  land,  sea,  and  in  the  air... 


Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 
Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  1 2' 1 5 day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Fimited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  he  warned  of  this  poS' 
sihility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness,  dIfSith 

dry  mouth  and,  on  rare  occasions,  RO©RIQ 
blurred  vision  have  been  reported. 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


Antivert/25  ChewableTablets 

(meclizine  HCl)  25  mg. 


for  motion  sickness 


CONTINUING  EDUCATION  COURSES 


MARCH 

Basic  Sciences:  Microbiology  & 
Immunology 

Title:  Current  Developments  in  Immunol- 
ogy & Microbiology 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Mar  15-16,  1975 

Duration:  Continuous;  2 days;  10  total 

course  hours 

Fee:  $80 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Enrollment:  Minimum,  40 
Credit:  10  prescribed  hours,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Basic  Sciences:  Physiology 

Title:  History  of  Physiology  and  Medicine 
Sponsor:  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Baylor  College  of 
Medicine,  Houston 

Dates:  Starting — Mar  31,  1975;  June, 
1975;  Sept  2,  1975;  Ending — End  of 
each  quarter 

Duration;  Intermittent;  7-15  days,  de- 
pending upon  the  quarter;  IV2  hours 
instruction  per  day;  IOV2-221/2  total 
course  hours,  depending  upon  quarter 
Fee:  None 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Robert  L Vick,  Prof  of  Phy- 
siology, Baylor  College  of  Medicine, 

1200  Moursund  Ave,  Houston  77025 


Basic  Sciences:  Other 

Title:  12th  Symposium  on  Biomathema- 
tics and  Computer  Science  in  the  Life 
Sciences 

Sponsor;  UT  Health  Science  Center  at 
Houston 

Location  of  Course;  UT  System  Cancer 
Center,  MD  Anderson  Hospital  and  Tu- 
mor Institute,  Houston 
Dates;  Mar  27-29,  1975 
Duration:  Continuous;  2 days 
Teaching  Methods;  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
(Abstracts  must  be  submitted) 

Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 


Cardiovascular  Disease 

Title:  Cardiovascular  Problems:  Patho- 
physiological and  Clinical 
Considerations 

Sponsors:  American  College  of  Physi- 
cians; UT  Southwestern  Medical  School, 
Dallas 

Location  of  Course;  Marriott  Hotel, 
Dallas 

Dates:  Mar  6-8,  1975 

Designed  For;  Specialists  in  internal 

medicine  and  related  fields 

Contact:  Registrar,  Postgraduate 

Courses  ACP,  4200  Pine  St,  Philadelphia 

19104 


Title;  Clinical  Cardiology  Course 
Sponsor:  UT  Health  Science  Center  at 
Houston 

Location  of  Course:  UT  Health  Science 
Center  at  Houston 
Dates:  Mar  19-Apr  15,  1975 
Duration;  Intermittent 
Teaching  Method;  Lecture 
Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 


Gastroenterology 

Title:  William  Beaumont  Gastrointestinal 
Symposium 

Sponsor;  William  Beaumont  Army  Medi- 
cal Center,  El  Paso 

Location  of  Course:  William  Beaumont 
Army  Medical  Center,  El  Paso 
Dates:  Mar  19-21,  1975 
Duration;  Continuous;  3 days;  4 hours 
instruction  per  day 
Fee:  None 

Designed  For:  Gastroenterology, 

General  Surgery 

Enrollment:  Minimum,  100;  maximum, 
350 

Credit;  12  elective  hours,  AAFP 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Col  J Loren  Pitcher,  MD,  Chief, 
Dept  of  Medicine,  and  Chief,  Gastroen- 
terology Service,  PC  Box  70031,  William 
Beaumont  Army  Medical  Center,  El  Paso 
79920 

General  Medicine 

Title:  Bedside  Clues  to  Systemic  Disease 
Sponsor:  Baylor  College  of  Medicine, 
Houston 

Location  of  Course;  Auditorium,  Jesse  H 
Jones  Library  Bldg,  UT  Health  Science 
Center,  Houston 
Date:  Mar  10,  1975 
Duration:  1 day 

Designed  For;  General  practice  and  part 
time  specialty;  Full  time  specialty 
Credit:  1 prescribed  hour,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Method:  Audiovisual  materials 
Contact;  Dr.  Cassie  E Stuermer,  Chmn, 
Program  Committee,  Harris  County  Aca- 
demy of  Family  Physicians,  103  Jesse  H 
Jones  Library  Bldg,  Houston  77025 

Internal  Medicine 

Title:  Cardiovascular  Problems:  Patho- 
physiological and  Clinical 
Considerations 
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Sponsors;  American  College  of  Physi- 
cians; UT  Southwestern  Medical  School 
at  Dallas 

Location  of  Course:  Marriott  Motor 
Hotel,  Dallas 
Dates:  Mar  6-8,  1975 
Duration;  Continuous;  3 days 
Fee:  ACP  Members,  FACP,  Residents  and 
Research  Fellows,  $100;  Nonmembers, 
$150;  ACP  Associates,  $50 
Designed  For:  Internist  and  part  time 
specialty  in  Internal  Medicine 
Credit;  Approximately  21  hours 
Contact:  .Registrar,  Postgraduate 
Courses,  American  College  of  Physi- 
cians, 4200  Pine  St,  Philadelphia  19104 

Title:  Spring  Clinical  Conference 
Sponsor:  Dallas  Southern  Clinical 
Society 

Location  of  Course:  Statler  Hilton  Hotel, 
Dallas 

Dates;  Mar  17-19,  1975 
Duration:  Continuous;  3 days 
Fee:  $40 

Credit:  25  elective  hours  AAFP 
Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  lecture,  live 
clinic,  open  question,  panel,  patient 
demonstration,  seminar 
Contact:  Robert  L Heath,  Exec  Off,  Dal- 
las Southern  Clinical  Society,  433  Medi- 
cal Arts  Bldg,  Dallas  75201 

Neurology 

Title:  Clinical  Neurology  Course 
Sponsor:  LIT  Health  Science  Center  at 
Houston 

Location  of  Course:  UT  Health  Science 
Center  at  Houston 
Dates:  Mar  11-Apr  15,  1975 
Duration:  Intermittent;  4 days;  1 per 
week 

Credit:  AAFP 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 


Title:  Third  Intensive  Course  in  Neuro- 
muscular Diseases 

Sponsors:  Veterans  Administration  Hos- 
pital, Houston;  Baylor  College  of  Medi- 
cine, Houston 

Location  of  Course:  Shamrock  Hilton 
Hotel,  Houston 
Dates:  Mar  13-15,  1975 
Duration:  Continuous;  3 days 
Fee:  None 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Enrollment:  Minimum,  200;  maximum, 
300 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  panel,  seminar 
Contact:  Dr.  William  P Blocker,  Jr,  Chief, 
Rehabilitation  Medicine  Service,  Vet- 
erans Administration  Hospital,  2002 
Holcombe  Blvd,  Houston  77031 


Title:  Third  Annual  Neuromuscular 
Disease  Seminar 

Sponsors:  Veterans  Administration  Hos- 
pital, Houston;  National  Institute  of 
Health;  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Shamrock  Hilton 

Hotel,  Houston 

Dates:  Mar  27-28,  1975 

Duration:  Continuous 

Fee:  None 

Enrollment:  Minimum,  150;  maximum, 
300 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel, 
seminar 

Contact:  Dr.  Paul  Heft,  Coordinator,  Re- 
habilitation Medical  Service,  Veterans 
Administration  Hospital,  2002  Hol- 
combe Blvd,  Houston  77031 


Ophthalmology 

Title;  Corneal  Symposium 
Sponsor:  Program  in  Ophthalmology, 

UT  Medical  School  at  Houston 
Location  of  Course:  North  and  South 
Auditorium,  Hermann  Hospital,  Houston 


Date:  Mar  15,  1975 

Duration;  Continuous;  1 day;  8 course 

hours 

Designed  For:  Full  time  specialty  in 
Ophthalmology 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Richard  S Ruiz,  Dir,  Pro- 
gram in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Pro- 
fessional Bldg,  Houston  77025 

Pediatrics 

Title:  Program  for  Lifelong  Education  in 
Pediatrics,  24th  Annual  Meeting 
Sponsor:  Dept  of  Pediatrics,  UT  Medical 
Branch,  Galveston 

Location  of  Course;  UT  Medical  Branch, 
Galveston 

Dates:  Mar  13-14,  1975 
Contact:  Dr.  Mary  Ellen  Haggard,  Prof, 
Dept  of  Pediatrics,  UT  Medical  Branch, 
Galveston  77550 

Psychiatry 

Title;  Workshop  for  Sex  Therapists  and 
Counselors 

Sponsor;  Continuing  Education  Division, 
UT  Medical  Branch,  Galveston;  Depts  of 
Obstetrics  and  Gynecology,  and  Psy- 
chiatry, UT  Medical  Branch,  Galveston 
Location  of  Course:  Galvez  Hotel-Motel, 
Galveston 

Dates:  Mar  6-9,  1975 
Duration:  Continuous:  4 days;  8 hours 
instruction  per  day;  given  by  arrange- 
ment with  applicant 
Fee:  $30 

Desigaed  For:  Full  time  specialties  in 
Obstetrics  and  Gynecology,  Psychiatry 
Enrollment:  Maximum,  150 
Credit:  32  hours,  AAFP 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel, 
seminar 

Contact:  NeKee  McNulty,  Admin  Asst, 
Continuing  Education  Division,  UT  Medi- 
cal Branch,  8th  Floor,  John  Sealy  Hos- 
pital, Galveston  77550 
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Title:  Rorschach’s  Test:  Intermediate 
Workshop 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Mar  8-9,  1975 

Duration:  Continuous:  2 days;  12  total 

course  hours 

Fee:  $75 

Designed  For:  Full  time  specialty  in 
psychiatry 

Enrollment:  Maximum,  15 
Credit:  12  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  seminar 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 

APRIL 

General  Medicine 

Title:  Understanding  the  Effects  of 
Alcoholism 

Sponsors:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas;  Texas 
Commission  on  Alcoholism 
Location  of  Course:  Beasley  Auditorium, 
Baylor  University  Medical  Center,  Dallas 
Date:  April,  1975 
Duration:  2V2  days 
Fee:  $55 

Designed  For:  General  practice  and  part 
time  specialty 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award 
Teaching  Methods:  Lecture,  open 
question 

Contact:  Dr.  George  J Race,  Dean,  A 
Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave,  Dallas 
75246 

Title:  Spring  Seminar 

Sponsors:  Texas  Academy  of  Family 

Physicians,  Permian  Basin  Chapter; 


American  Heart  Association 
Location  of  Course:  Indian  Lodge,  Davis 
Mountains  State  Park,  Fort  Davis 
Date:  Apr  5,  1975 

Duration:  Continuous:  1 day;  6 total 
course  hours 
Fee:  $25 

Designed  For:  Family  physicians,  gen- 
eral practice,  general  internal  medicine, 
and  general  surgeons  (also  paramedical 
personnel,  nurses,  etc) 

Enrollment:  Open 
Credit:  6 elective  hours,  AAFP 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel, 
seminar 

Contact:  Dr.  William  Bart  Pate,  Sec, 
Texas  Academy  of  Family  Physicians, 
Permian  Basin  Chapter,  202  N Second 
St,  Alpine  79830 

Title:  Problem  Oriented  Medical  Record 
in  Clinical  Practice 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Date:  Apr  12,  1975 

Duration:  1 day;  7 hours  instruction 

Fee:  $50 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Credit:  7 prescribed  hours,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  performs  procedure,  lec- 
ture, open  question,  programmed 
instruction 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 

Title:  A Course  in  Nuclear  Medicine — 

Its  Use  in  Defining  Disease 
Sponsor:  UT  Health  Science  Center  at 
Houston 

Location  of  Course:  UT  Health  Science 


Center  at  Houston 

Dates:  Apr  29-May  22,  1975 

Duration:  Intermittent;  4 weeks;  1 day 

per  week 

Credit:  AAFP 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 

Internal  Medicine 

Title:  Dallas  Advanced  Seminar  in  In- 
ternal Medicine 

Sponsor:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Location  of  Course:  Beasley  Auditorium, 
Baylor  University  Medical  Center,  Dallas 
Dates:  Apr  16-19,  1975 
Duration:  Continuous;  4 days 
Fee:  $175 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Credit;  AAFP;  Category  I,  AMA  Physi- 
can’s  Recognition  Award 
Teaching  Method;  Lecture 
Contact:  Dr.  George  J Race,  Dean,  A 
Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave,  Dallas 
75246 

Title:  Annual  Spring  Medical  Surgical 
Seminar 

Sponsors:  Travis  Clinic  Foundation, 

Jacksonville;  Upjohn  Co 

Location  of  Course:  Cherokee  Country 

Club,  Jacksonville 

Date:  Apr  25,  1975 

Duration:  Continuous;  1 day;  4 total 

course  hours 

Fee;  None 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Credit:  4 hours,  AAFP;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  lecture,  open 
question,  panel,  seminar 
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Contact:  Dr.  James  H Pesnell,  Travis 
Clinic  Foundation,  PO  Box  870,  Jack- 
sonville 75766 

Medical  Writing 

Title:  Medical  Writers  Workshop 
Sponsor:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Location  of  Course:  A Webb  Roberts 
Center  for  Continuing  Education,  Dallas 
Date:  Apr  11,  1975 
Duration:  1 day;  6 hours  instruction 
Fee:  $50 

Designed  For:  General  practice  and  full 

time  specialty 

Teaching  Method:  Lecture 

Contact:  Dr.  George  J Race,  Dean,  A 

Webb  Roberts  Center  for  Continuing 

Education,  3500  Gaston  Ave,  Dallas 

75246 

Title:  Medical  and  Technical  Writing 
Sponsors:  UT  Health  Science  Center  at 
Houston;  UT  System  Cancer  Center,  MD 
Anderson  Hospital  and  Tumor  Institute, 
Houston 

Dates:  Apr  22-May  22,  1975 
Duration:  Intermittent 
Teaching  Method:  Lecture 
Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 

Orthopedic  Surgery 

Title:  11th  Annual  Orthopedic  Sym- 
posium— The  Hand 
Sponsors:  Dept  of  Orthopedic  Surgery, 
Houston;  St  Luke’s  Episcopal  Hospital, 
Houston;  Texas  Children’s  Hospital, 
Houston;  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Warwick  Hotel, 
Houstotn 

Dates:  Apr  17-19,  1975 

Duration:  Continuous;  3 days;  8 am-4:30 

pm  daily 

Designed  For:  Full  time  specialty  in 


Orthopedics 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Dr.  Joseph  M Barnhart,  Hous- 
ton Orthopedic  Clinic,  University  Medi- 
cal Center,  5620  Greenbriar,  Houston 
77005 


Psychiatry 

Title:  Group  Psychotherapy;  Intermedi- 
ate Level  Workshop 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio 
Dates:  Apr  5-June  7,  1975 
Duration:  Intermittent;  10  sessions;  2 
hours  instruction  per  session 
Fee:  $100 

Designed  For:  Full  time  specialty  in 
Psychiatry 

Enrollment:  Maximum,  12 
Credit:  20  hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Clinical  conference, 
open  question,  seminar 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 

Title:  WISC-R  Workshop 

Sponsors:  UT  Health  Science  Center  at 

San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Date:  Apr  12,  1975 

Duration;  1 day;  8 hours  instruction 

Fee:  $40 

Designed  For:  General  practice  and  part 
time  specialty 

Enrollment:  Minimum,  10;  Maximum,  40 
Credit;  8 prescribed  hours,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, seminar,  television 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 


Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Other:  Sports  Medicine 

Title:  Symposium  on  Sports  Medicine 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  Thompson  Confer- 
ence Center,  Austin 
Dates;  Apr  5-6,  1975 
Duration;  Continuous;  2 days;  12  total 
course  hours 

Fee:  Prior  to  Mar  31 — physicians,  $60; 
coaches,  trainers,  $25;  Apr  1 and  after 
— physicians,  $75;  coaches,  trainers, 
$35 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Enrollment:  Maximum,  180 
Credit:  12  prescribed  hours,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  observes  procedure,  lec- 
ture, open  question,  panel 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 
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an  effective  combination  of  medication 
and  psychoiogy  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAMA  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide r-MJ..  150  mg.; 
aluminum  hydroxide  dried  gel,  150  mg. 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustabie  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  1 0 grain 
increments. 


Economicai.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ey 

LABORATORIES  ^ 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


SnNGING 

INSECT 

ANTIGEN 


For  patients 

who  have  had 
severe  reactions 
to  stinging 
insects 


Barry  STINGING  INSECT  ANTIGEN  No.  108  (aller- 
genic extracts)  is  a combined  insect  antigen  designed 
to  protect  patients  from  severe  reactions  to  future 
stings  by  immunization.  This  balanced  stock  formula 
is  a polyvalent  whole-body  extract  of  wasp,  hornet, 
bumble  bee,  honey  bee  and  yellow  jacket  antigens;  and 
offers  cross  protection  against  stings  of  any  of  these 
insects. 


WRITE  OR  CALL  FOR- 

FREE  CATALOG 


Toll  Free  - (800)  327-1 141 
Florida  Call  Collect  (305)  943-7722 


POMPANO  BEACH,  FLORIDA  33064 


PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/xg/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SCOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 

ROORIG 

A division  of  Pfrzer  Pharmaceuticals 

New  York.  New  York  10017 
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A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50Ibs.— mdx- 
imum  dose,  4 tsp.=20  cc.) 
offers  highly  effective  control 
of  both  pinworms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
in  clinical  studies*  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  ingestion... 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescnption  can 
economically  treat  the  entire 
family 
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Malignant-benign  lesions: 
Unsolved  problems 


John  E.  Hoopes,  MD 

Giant  pigmented  nevi,  congenital  arterio- 
venous malformations,  and  local  over- 
growth are  discussed  in  the  context  of 
pathogenesis,  pathophysiology,  and  thera- 
py. Unfortunately,  neitherthe  histology 
northe  clinical  diagnosis  define  the  future 
course  of  the  disease  process.  A word  of 
caution  is  introduced  concerning  the  bene- 
fits to  be  derived  from  surgical 
intervention. 

The  plastic  surgeon  sees  a variety  of 
lesions  which  are  benign  histologically  but 
malignant  in  terms  of  their  clinical  course. 
Many  disparate  pathological  situations 
present  exceedingly  difficult  problems  in 
terms  of  diagnosis  and  management,  and 
Crikelair  discussed  a group  of  such  lesions. 
However,  difficulty  alone  is  not  a sufficient- 
ly unifyingconcept  in  identifying  and  clas- 
sifyingthese  “malignant-benign”  lesions. 

Giant  pigmented  nevi,  arteriovenous 
malformations,  and  localized  overgrowths 
are  identifiable  clinical  entities  which  tend 
to  be  considered  as  separate  and  discrete 
pathological  phenomena.  One  is  impress- 
ed, however,  by  their  similarities  rather 
than  their  differences  in  terms  of  mode  of 
presentation  and  clinical  course.  The  clin- 
ical course  of  these  lesions  may  be  truly 
malignant:  and,  perhaps,  they  inherently 
are  related  on  the  basis  of  pathogenesis 
and  pathophysiology.  The  major  question 
pertains  to  the  unifyingfactor  which  ren- 
ders their  activity  autonomous,  unpredic- 
table, and  largely  uncontrollable. 

The  clinical  spectrum  of  these  lesions 
ranges  from  total  spontaneous  involution 
to  rapid  progression  with  fatal  termination. 
The  complex  and  kaleidoscopic  variety  of 
presentations  is  attested  to  by  the  lack  of 
a generally  accepted  appellation  by  which 
this  body  of  literature  may  be  recognized. 

In  general,  the  lesions  have  been  consid- 
ered under  the  major  headings  of  phacom- 


atoses, local  gigantism,  and  von  Reckling- 
hausen’s disease. 

Phacomatoses 

The  term  “phacomatoses”  was  coined  by 
the  Dutch  ophthalmologist,  van  der  Hoeve, 
in  1921.  Van  der  Hoeve  distinguished  be- 
tween malformations,  consisting  of  early 
embryonic  developmental  disturbances 
which  come  to  a standstill  after  conclusion 
of  growth  and  differentiation,  and  malfor- 
mative  diseases,  characterized  by  progres- 
sive advancement  afterthe  conclusion  of 
growth  and  differentiation.  The  malforma- 
tions were  subclassified  as  syringomyelia 
complex  and  phacomatoses.  The  phacoma- 
toses are,  therefore,  malformative  diseases 
arising  on  the  basis  of  dysplasias  or  early 
embryonic  migrational  and  differentiation- 
al  disturbances.  Sooner  or  later  in  life,  the 
development  of  tumor-like  hyperplasias 
and  genuine  tumors  of  neuroepidermal  and 
mesenchymal  nature  takes  place  from  the 
undifferentiated,  disorganized  tissue  seg- 
ments— especially  in  the  skin,  eyes,  and 
nervous  system. 

All  of  the  phacomatoses  have  allied  re- 
lationships to  one  another.  The  following 
are  valuable  general  diagnostic  aids;  early 
manifestation  (symptoms  are  present  at 
birth  or  appear  in  childhood);  progression 
(new  disease  signs  appearand/or  older 
lesions  become  more  extensive);  exacer- 
bations (puberty,  pregnancy,  trauma,  after 
infectious  disease);  malignant  degenera- 
tion; familial  history. 

Musger  has  presented  a classification 
of  the  phacomatoses  (Fig  1).  Clearly  the 
phacomatoses  are  characterized  in  large 
part  by  the  presence  of  pigmented  nevi, 
arteriovenous  malformations,  and  local 
overgrowths.  These  lesions  are  united  path- 
ophysiologically  by  an  inherently  abnormal 
growth  potential. 
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Local  Gigantism 

Local  gigantism  is  defined  as  a circum- 
scribed or  focal  hypertrophy  of  a part  or 
parts  of  the  skeletal  system  and  usually 
involves  a concomitant  overgrowth  of  the 
soft  tissues  overlying  the  affected  bony 
part  or  parts  (Kehrer,  1948).  The  hyper- 
trophy may  range  from  simple  overgrov/th 
of  a digit  to  complete  hypertrophy  of  one 
half  of  the  body  (Gesell,  1927).  In  terms 
of  both  frequency  and  clinical  significance, 
local  gigantism  of  the  limbs  and  face  is  by 
far  the  most  important;  involvement  of  the 
torso  and  internal  organs  is  seldom  observ- 
ed and  is  never  as  complete  as  that  observ- 
ed in  the  limbs.  Local  gigantism  may  be 
present  at  birth  or  may  appear  in  early 
childhood:  rarely  does  it  appear  as  late  as 
adolescence  (Ward  and  Lehrner,  1947). 

Hemihypertrophy  may  be  defined  as  an 
overgrowth  of  one  half  of  the  body.  The 
first  scientific  description  of  this  condition 
was  provided  by  Neckel  in  the  19th  Cen- 
tury (Halperin,  1931).  This  definition  has 
not  been  applied  rigorously  in  reporting 
cases  of  “hemihypertrophy,”  and  the  term 

1.  Phacomatoses  (from  Musger,  1964). 


Bourneville-Pringle  disease 
(Fibromas,  angiofibromas,  vascular  dilatations,  glial 
tumors  of  retina,  symptoms  of  tuberous  sclerosis,  nevi) 

von  Recklinghausen's  disease 

Peutz-Klostermann 

(Malinduction  affects  primarily  the  elements  of  the  neural 
tube;  subsequent  tumorous  development  in  non-neural 
tissue) 

Meland-Phacomatosis 
(Skin,  cerebrospinal  spaces,  eye) 

Epitheliomatous  Phacomatosis 

Hermans-Herzberg  (basal  cell  nevus) 

Brooke-Spiegler  (epithelioma  adenoides  cysticum, 
cylindroma) 

Angiomatous  Phacomatosis 

(Skin,  cerebrospinal  spaces,  eye) 

Sturge-Weber-Kradde 
von  Hippel-Lindau 
Denise  Louis-Bar 
Klippel-Trenaunay-Weber 


has  been  abused. 

Fig  2 gives  a partial  list  of  the  terms 
which  have  been  or  are  being  used  with 
reference  to  local  gigantism.  A number  of 
accompanying  malformations  have  been 
associated  with  local  gigantism  (Fig  3). 
Again,  one  is  impressed  by  the  association 
of  pigmented  nevi,  arteriovenous  malfor- 
mations, and  local  overgrowths. 

Many  cases  of  local  gigantism  occurring 
in  association  with  certain  of  the  stigmata 
of  von  Recklinghausen’s  neurofibroma- 
tosis are  recorded.  The  local  gigantism 
thought  to  be  associated  with  von  Reckling- 
hausen’s neurofibromatosis  is  almost  al- 
ways observable  by  the  age  of  3 years.  The 
majority  of  cases  exhibit  a progressive 
growth  and  enlargement  of  the  affected 
body  segments,  usually  becoming  most 
notable  and  troublesome  at  times  of  nor- 
mal increases  in  the  somatic  growth  rate, 
for  example,  during  infancy  and  early 
childhood  and  at  puberty.  One  cannot 
avoid  being  impressed  by  the  lack  of  uni- 
formity of  associated  findings  in  cases  of 
local  gigantism  with  clinico-histological 
manifestations  of  von  Recklinghausen’s 
neurofibromatosis.  The  diversity  of  asso- 
ciated findings  emphasizes  the  high  fre- 
quency of  varying  and  irregular  manifesta- 
tions of  von  Recklinghausen’s  neurofibro- 
matosis itself.  Moore  (1944)  found  path- 
ological nerve  changes  in  91  % of  78  cases 
of  congenital  deformities  including  con- 
genital absences,  congenital  hypertro- 
phies, and  club  foot. 

So  much  more  frequent  is  the  occur- 
rence of  local  gigantism  in  combination 
with  vascular  anomalies  than  the  occur- 
rence of  local  gigantism  with  the  stigmata 
of  neurofibromatosis  that  special  syn- 
dromes have  been  delineated  (Fig 4).  The 
correlation  of  local  gigantism,  port  wine 
stain,  and  varices  was  first  recognized  by 
St.  Hillaires  (1832)  and  Trelat  (1896).  Klip 
pel  and  T renaunay  in  1900  and  Weber  in 
1907,  without  knowledge  of  the  earlier 
works,  revived  the  same  syndrome.  In 
1918,  Weber  called  attention  to  the  com- 
bination of  local  gigantism  with  arterio- 
venous fistulae  and  with  progressively  en- 
larging vascular  tumors  (Parkes-Weber 
syndrome).  The  frequent  association  of 
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vascular  anomalies  and  dysplasias  with 
local  gigantism  has  led  to  the  delineation 
of  the  Klippel-T renaunay  and  the  Parkes- 
Weber  syndromes,  of  which  hypertrophy  of 
the  soft  parts  and  skeleton  of  one  or  more 
extremities  is  an  integral  part.  The  Sturge- 
Weber  syndrome  may  have  associated  with 
it  a localized  hypertrophy  of  skeleton  and 
soft  parts,  but  this  overgrowth  is  not  an 
integral  part  of  the  syndrome.  It  is,  there- 
fore, recommended  thattheterm  “angio- 
osteo-hypertrophy  syndrome”  be  reserved 
forthe  Klippel-Trenaunay  and  Parkes- 
Weber  syndromes. 

von  Recklinghausen's  Disease 

The  concept  of  von  Recklinghausen’s 
neurofibromatosis  or  multiple  neurofibro- 
matosis, arose  in  the  late  19th  century  out 
of  the  clinicopathological  investigations  of 
Smith,  Virchow,  Verneiul,  Bruns,  von 
Recklinghausen,  Czerny,  Hurthle,  Naus- 
werck,  and  Jordan  (Thompson,  1900)  (Fig 
5).  The  difficulty  in  providing  a systematic 
description  of  these  six  lesions  is  compli- 
cated by  the  fact  that  they  may  occur  in- 
dependently of  each  other  or  in  every  con- 
ceivable combination:  most  commonly, 
they  overlap  and  run  insensibly  into  one 
another.  There  is  not  a good  general  name 
forthe  group  which  will  include  all  of  its 
members  unless  one  adopts  that  suggested 
by  certain  French  authors  (von  Reckling- 
hausen’s disease)  orthat  suggested  by 
Bruns  (elephantiasis  neurvorum).  There  is 
a gradual  transition  between  molluscum 
fibrosum  and  elephantiasis  such  that  in 
some  cases  only  overgrowth  of  skin  and 
subcutaneous  tissue  is  found.  It  must  be 
recalled  that  “elephantiasis  neuromatosa” 
commonly  denoted  the  “hideous  and  dis- 
gusting” cutaneous  overgrowths  describ- 
ed by  Mott  in  1854.  In  Mott’s  series,  all  of 
the  cases  displayed  cutaneous  lesions  un- 
accompanied by  underlying  skeletal  over- 
growth, and  this  is  the  usual  picture  of 
elephantiasis  neuromatosa  (pachyderma- 
tocele). 

The  schematic  organization  of  Fig  6 il- 
lustrates some  of  the  confusion  surround- 
ing the  modern  diagnosis  of  von  Reckling- 
hausen’s neurofibromatosis.  The  associa- 


Local  gigantism 
Local  overgrowth 
Partial  gigantism 
Gigantosomy 

Partial  macrosomy  or  megalosomy 
(gigantomely,  macrodactyly) 

Partial  somatic  hypertrophy  or  hyperplasia 

(hemihypertrophy,  unilateral  hypertrophy,  hemihypertrophy 
totalis) 

Hypertrophic  dystrophies 
Wlacrodystrophy 

(macrodystrophy  fibromatosa,  macrodystrophy,  lipomatosa) 


2.  Local  gigantism . 


Cutaneous  anomalies 

(pigmented  nevi;  hypertrichosis) 

Vascular  anomalies 

(telangiectasia,  nevus  anemicus,  nevus  telangiectaticus, 
hemangiomas,  varices,  phlebarteriectasia,  arteriovenous 
fistulae) 

Tumors 

(lipomata,  fibromata) 

Other  malformations 

(syndactyly,  polyclinodactyly,  spina  bifida,  cryptorchidism, 
gynecomastia,  melanosis  sclerae) 

Involvement  of  the  torso  and  internal  organs  is  seldom 
observed  and  is  never  as  complete  as  that  observed  in  the 
limbs. 


3.  Local  gigantism  (from  Vollmar.  1959). 


4.  Klippel-Trenaunay  syndrome. 


Volume  71,  March,  1975 


7.  Theories  of  origin  of  the  phacomatoses,  local 
gigantism,  and  von  Recklinghausen’s  disease. 


Malignant-benign  lesions 


Theory  Mechanism 


Authors 


Diffuse  and  generalized  fibromatosis  of  nerves 
(multiple  neuromata) 

Plexiform  neurofibromata 

Cutaneous  fibromata 
(molluscum  fibrosum) 

Elephantiasis  neuromatosa 
(pachydermatocele) 

Pigmentations  of  the  skin 

Secondary  malignant  neuromas 

(sarcomatous  transformation  of  any  of  the  above) 

These  six  lesions  may  occur  independently  of  each  other  or 

in  every  possible  combination. 


5.  von  Recklinghausen’s  disease  (from  Thompson, 
1900}. 


6.  Manifestations  and  a.ssociated  lesions  of  von 
Recklinghausen’s  neurofibromatosis  (modified 
from  Ross.  1965). 


Skin  Lesions 

(cafe  au  lait  spots,  molluscum  fibrosum,  "anemic  nevi  of 
Vorner,"  nevus  lateralis,  hemangiomas,  plexiform  varicosi- 
ties, subcutaneous  neurofibromas,  plexiform  neurofibro- 
mas, elephantiasis) 

Skeletal  Changes 

(scoliosis,  pigeon  breast,  local  gigantism,  hypoplasia  of  a 
bone  or  limb,  irregular  bony  erosions,  bowing  of  long 
bones,  subperiosteal  bone  cysts,  pseudoarthrosis,  congeni- 
tal developmental  anomalies) 

Nervous  System  Lesions 
Peripheral  Nerve  Lesions 

(neurilemmomas,  neurofibromas,  plexiform  neurofibromas, 
elephantiasis,  brachial  plexus  lesions,  tumors  of  the  sym- 
pathetic nerve  chain) 

Central  Nervous  System  Lesions 

(single  and  multiple  cord  tumors,  single  and  multiple 
cauda  equina  tumors,  the  "dumbbell  tumor"  of  the  spine, 
single  and  bilateral  acoustic  tumors,  multiple  menin- 
giomas, multiple  cerebral  and  cerebellar  cysts,  cerebral 
and  cerebellar  gliomas,  gliomas  of  the  optic  nerve,  mental 
deficiency) 

Ocular  Lesions 

(tumors  of  the  optic  disc,  detachment  of  the  retina,  glau- 
coma, neurofibromas  of  the  upper  lid,  congenital  unilateral 
exophthalmos,  nasal  gliomas  may  penetrate  into  the  orbit, 
glioma  may  occur  primarily  in  the  orbit) 

Retroperitoneal  and  Mediastinal  Tumors 
(arising  from  the  sympathetic  chain) 

Visceral  Lesions 

(pheochromocytoma,  paraganglioma)  such  as  adrenal  tu- 
mor or  neurodectoma,  visceral  neurofibromatosis) 

Heterotopic  Nerve  Tumors 

(nasal  glioma,  nasopharyngeal  glioma,  malignant  olfactory 
neuroepithelioma) 

Miscellaneous  Congenital  Anomalies 
(spina  bifida,  hypospadias) 


Mechanical  Abnormal  stratification  of  Fischer  (1882) 
the  embryo;  amniotic  fur- 
rows with  constriction  re- 
sults in  stasis,  hyperemia, 
and  consequent  hyper- 
plasia 


Neurotrophic 


Hormonal 


1.  Damage  to  the  vascu- 
lar nerves  of  the  sym- 
pathetic system  (paralysis 
of  vasoconstriction,  hyper- 
emia, hyperplasia) 

2.  Irritation  of  the  troph- 
ic nerve  centers  of  the 
brain  and  spinal  cord  or 
spinal  ganglia 

3.  Simultaneous  malfor- 
mation of  the  neurovascu- 
lar system  (malformation 
of  vessels,  abnormal  nerve 
stimulation,  hemangioma- 
tosis, hyperplasia) 

4.  Vegetative:  nervous 
defenselessness  leads  to 
the  appearance  of  plane 
hemangiomas  (telangiec- 
tatic nevi)  but  not  to  gi- 
gantism; the  latter  is  con- 
ceived of  as  a develop- 
mental disturbance  of 
germ  plasma 

Disturbance  of  the  endo- 
crine apparatus  (especial- 
ly hypophysis,  gonads) 
could  lead  to  a growth 
increase 


Trelat  & Monod 
(1864) 
Widenmann 
(1892) 

Orlow  (1903) 
Fiegler  (1923) 
Piazza  (1909) 
Bruck  (1926) 

V.  Baerensprung 
(1932) 

Apert,  Blaschko, 
Touraine  (1936) 
Fegler  (1953) 


Voltz  (1904) 
Brind  (1914) 
Allaria,  Loetz, 
Dardani, 
Stroebel  (1943) 


Embryonic 


1.  An  accumulation  of 
superabundant  and  mostly 
defective  foundation  mate- 
rial in  certain  body  seg- 
ments (vitium  primae 
formations)  or  hereditary 
predisposition  to  hyper- 
plasia 

2.  Individual  mesenchymal 
metamers  retain  for  a cer- 
tain time  in  extrauterine 
life  their  intrauterine 
growth  potential 

3.  Hemihypertrophy  repre- 
sents a type  of  intimation 
of  twin  formation  (eg, 
coalescence  of  two  cells; 
doubling  of  growth 
substance) 

4.  Local  gigantism  takes 
a place  midway  between 
twin  and  tumor  forma- 
tion; the  latter  represent 
the  extreme  variants  of  an 
increased  predisposition  to 
cell  division  with  altered 
hereditary  factors  and  all 
three  pathological  antece- 
dents in  common 

5.  The  KT-PW  & SW  syn- 
dromes display  a mal- 
formation in  the  sense  of 

a neuro-ectodermal 
hamartoma 

6.  In  the  KT  & SW  syn- 
dromes, it  is  a matter  of 
a malformation  in  the 
sense  of  a phacomatosis 
(equals  combined  heredi- 
tary malformations  of  the 
skin,  eyes,  and  brain) 

7.  Local  gigantism  is  at- 
tributable to  a somatic 
genetic  mutation 


Ahifeld  (1882) 
Cornheim  (1882) 
Rilbert  (1898) 
Wieland  (1907) 
Hueck  (1927) 
Kehrer  (1949) 
Schoenenberg 
(1955) 

Hoffman, 

Meirowski 

(1924) 

Gesell  (1927) 
Hueck  (1931) 
Sachs  (1949) 
Schoenenberg 
(1955) 

Graul  (1952) 
Teller  & Lindner 
(1952) 

Luisecker  (1954) 
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tion  of  pigmented  nevi,  arteriovenous  mal- 
formations, and  local  overgrowth  is 
impressive. 

The  pathogenesis  and  pathophysiology 
of  these  benign  lesions  with  a malignant 
clinical  course  remains  largely  obscure 
(Fig  7).  Clearly,  they  are  characterized  by 
an  inherent  abnormal  growth  potential  re- 
sulting from  some  aberration  of  embryonic 
growth  and  development. 

Clinical  Experience 

In  an  attempt  to  delineate  current  under- 
standingof  the  “malignant-benign”  le- 
sions, the  plastic  surgery  literature  has 
been  reviewed  for  the  period  1963-1974. 

Giant  Pigmented  Nevi 

Treatment  is  undertaken  on  the  basis  of: 

(1)  malignant  potential,  and  (2)  aesthetic 
considerations.  As  with  most  insoluble 
situations,  a variety  of  treatment  modali- 
ties has  been  recommended  and  employ- 
ed; nitric  acid,  phenol,  dermabrasion,  car- 
bon dioxide  snow,  irradiation,  etc.  Clearly, 
treatment,  if  indicated,  must  consist  of 
excision  and  skin  grafting. 

The  incidence  of  melanoma  in  giant  pig- 
mented nevi  is  undetermined  and,  perhaps, 
indeterminate.  The  incidence  of  melanoma 
has  been  reported  as  ranging  from  2-42%. 
Perhaps  the  most  reliable  data  have  been 
provided  by  Pers,  who  reviewed  the  Den- 
mark Birth  Registry  for  17  years:  the  aver- 
age follow-up  of  the  patients  was  six  years, 
and  a 1.8%  incidence  of  melanoma  was 
discovered;  these  data  project  a lifetime 
risk  of  approximately  18% . The  common- 
ly quoted  figure  for  the  incidence  of  me- 
lanoma in  giant  pigmented  nevi  is  in  the 
range  of  10-12%.  Of  those  melanomas 
developing  within  giant  pigmented  nevi, 
approximately  60%  will  appearduringthe 
first  decade  of  life,  approximately  10% 
will  appearduringthe  ages  10-20  years, 
and  approximately  30%  will  develop  there- 
after. The  association  of  cerebral  mela- 
nosis and  leptomeningeal  melanomatosis 
with  giant  pigmented  nevi  has  been  identi- 
fied, and  there  is  a significant  incidence  of 
melanoma  in  this  group  of  patients. 


Giant  pigmented  nevi  involving  exposed 
areas  of  the  body  pose  quite  serious  prob- 
lems in  terms  of  body  image  disturbances 
(Fig  8).  Aesthetic  considerations  provide 
an  entirely  justifiable  basis  fortreatment, 
entirely  apart  from  considerations  regard- 
ing malignant  degeneration. 

The  end  results  of  treatment,  regardless 
of  the  indications,  are  open  to  considerable 
question.  One  is  taught,  somewhat  glibly, 
that  “the  treatment  for  giant  pigmented 
nevi  is  excision  and  skin  grafting”;  how- 
ever, it  is  the  unusual  giant  pigmented 
nevus  in  which  /ora/ excision  is  even  a rea- 
sonable consideration.  Children  with  giant 
pigmented  nevi  progressively  develop  ad- 
ditional nevi  throughout  childhood  and  at 
puberty;  skin  graft  donor  sites  are  severely 
limited  in  extent;  major  excision  and  skin 
grafting  in  childhood  is  a massive  surgical 
undertaking;  the  incidence  of  recurrent 
nevi  in  skin  grafted  areas  is  substantial. 
From  a malignant  degeneration  point  of 
view,  “screening  biopsies”  have  been  sug- 
gested as  a guide  to  management:  Nevi 
which  are  histologically  junctional,  neural, 
or  blue  are  excised;  intradermal  nevi  are 
disregarded.  Histological  examination 
reveals  a diversity  of  patterns  from  patient 
to  patient,  from  lesion  to  lesion,  and  within 
a given  lesion.  Is  the  incidence  of  mela- 
noma influenced  by  partial  excision  of  a 
giant  pigmented  nevus?  From  an  aesthetic 
point  of  view,  a substantial  number  of 
parents  are  unimpressed  with  the  improve- 
ment in  appearance  attainable  by  means 
of  a split-thickness  skin  grafting  (Fig  9). 

The  literature  does  not  provide  exam- 
ples of  total  excision  of  giant  pigmented 
nevi. 

Arteriovenous  Malformations 

The  vascular  lesions  present  a fantastically 
broad  spectrum  of  disease  ranging  from 
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small  hemangiomas  which  undergo  spon- 
taneous involution  without  residual  se- 
quelae, to  massive  arteriovenous  fistulae 
which  terminate  fatally.  The  term  “arterio- 
venous” is  used  advisedly,  emphasizing 
the  presence  or  absence  of  a significant 
arterial  component  within  a given  lesion. 

Proper  diagnosis  is  important.  The  pre- 
sence of  a significant  arterial  component 
renders  the  lesions  inexorably  progressive, 
although  at  varying  rates:  Many  congenital 
arteriovenous  fistulae  will  result  in  death 
of  the  patient  before  the  age  of  20  years, 
but  others  may  progress  slowly  (but  surely) 
into  old  age  (Fig  10  a,  b).  Arteriography 
provides  the  most  reliable  means  for  de- 
lineating the  extent  of  the  lesion  and  def in- 
ingthe  magnitude  of  the  arterial  compo- 
nent. The  Doppler  has  been  utilized  to  a 


limited  extent  forevaluation. 

A variety  of  therapeutic  modalities  has 
been  employed — with  notable  lack  of 
success — in  the  management  of  congeni- 
tal arteriovenous  malformations.  The 
experience  with  peripheral  ligations  has 
been  considerable  and  unquestionably  is 
of  no  value;  there  is  suggestive  evidence 
that  peripheral  ligation  may  promote  more 
rapid  advance  of  the  lesion.  Embolization 
by  means  of  muscle  fragments  or  silicone 
spheres  remains  investigational;  at  best, 
there  are  examples  of  partial,  temporary 
remission.  Certainly,  irradiation  therapy 
plays  no  role  in  the  management  of  these 
lesions. 

Congenital  arteriovenous  fistulae  are 
truly  malignant  lesions  in  terms  of  their 
clinical  course.  On  this  basis,  they  demand 
aggressive  radical  therapy.  Unfortunately, 


8.  Giant  pigmented  nevus  of  the  posterior  trunk. 
Note  the  multiple  nevi  (some  of  which  are  of  recent 
origin)  outside  of  the  boundaries  of  the  giant  lesion. 


9.  Status  following  serial  partial  excision  and  skin 
grafting  of  a giant  pigmented  nevus. 
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10a.  Patient  presenting  with  a bruit  and  a soft  mass 
in  the  left  suhmaxiUary  region  in  1954. 


10b.  The  same  patient  20  years  later  (1974).  Mul- 
tiple operative  procedures,  consisting  primarily  of 
ligation  of  feeding  vessels,  have  been  performed. 


the  physician  assuming  responsibility  for 
the  management  of  a congenital  arterio- 
venous malformation  has  only  three 
choices:  (1)  no  treatment,  (2)  embolization, 
or  (3)  surgical  exision.  Conceivably,  en 
bloc  composite  resection  of  the  lesion  \with 
an  adequate  margin  of  normal  tissue  might 
offer  hope  of  cure.  The  literature,  however, 
provides  no  examples  of  cure  following 
radical  surgical  attack;  certainly,  lesser 
procedures  offer  no  chance  of  cure  and 
little  or  no  palliation. 

Overgrowth 

Although  not  so  potentially  disastrous  as 
giant  pigmented  nevi  or  congenital  arterio- 
venous malformations,  local  overgrowth  of 
the  face  and /or  extremities  presents 
virtually  insurmountable  problems  in  terms 
of  surgical  management  (Fig  1 1).  As  with 
giant  pigmented  nevi  and  arteriovenous 
malformations,  the  spectrum  of  disease  is 
incredible,  ranging  from  overgrowth  of  a 


1 1 . Plexiform  neurofibroma  in  a 1 -year-old  child. 
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single  digit  to  hemihypertrophy  of  one-half 
of  the  body. 

Rarely  are  the  results  of  treatment 
satisfactory.  The  deformity  may  be  present 
at  birth  or  may  appear  at  2 or  3 years  of 
age;  most  commonly,  the  deformity 
progresses  duringthe  teen-age  years. 
Inappropriate  surgical  procedures  are 
worse  than  no  treatment  in  that  secondary 
deformity  is  imposed;  appropriate  surgical 
procedures  not  infrequently  are  followed 
by  recurrence  of  the  deformity.  At  best,  a 
series  of  operative  procedures  initiated  in 
childhood  and  pursued  throughout  the 
teen-age  years  may  appear  to  hold  the 
deformity  in  check.  However,  in  comparing 
the  end  result  with  the  initial  presentation, 
and  in  consideringthe  numberof  years  and 
operative  procedures  involved,  one  fre- 
quently must  question  the  value  of  the 
treatment  program. 

The  etiology  and  diagnosis  of  local  over- 
growth remains  largely  obscure.  Numerous 
investigators  have  postulated  local  over- 
growth to  represent  a manifestation  of  von 
Recklinghausen’s  disease;  however,  sup- 
portive evidence  for  this  hypothesis  is  not 
generally  available,  von  Recklinghausen’s 
disease  may  encompass  a fantastic  spec- 
trum of  clinical  presentations:  (1)  prolifera- 
tion of  a nerve  ending  with  overlying  exces- 
sive pigmentation;  (2)  diffuse  involvement 
of  the  tissues  producing  a pachydermato- 
cele; (3)  growth  within  the  nerve  sheaths 
producing  a plexiform  neurofibroma  or 
fibroma  molluscum;  and  (4)  internal  abnor- 
malities of  the  central  nervous  system,  the 
bony  skeleton,  and  other  structures.  The 
histology  associated  with  local  overgrowth 
most  frequently  demonstrates  an  increase 
in  normal-appearing  adipose  tissue  and 
increased  fibrosis.  Neural  hypertrophy  in 
association  with  local  overgrowth  has  been 
demonstrated  only  infrequently,  and  only 
the  occasional  macrodactyly  will  demon- 
strate neurofibromatosis  of  the  median 


nerve;  histological  evidence  of  von  Reck- 
linghausen’s disease  is  not  present  in  the 
great  majority  of  patients  presenting  with 
local  overgrowth. 

Discussion 

A variety  of  apparently  dissimilar  lesions 
have  been  of  utmost  concern  to  the  plastic 
surgeon  on  the  basis  of  being  histologically 
benign  but  clinically  malignant.  An 
attempt  has  been  made  to  classify  these 
lesions  on  the  basis  of  their  pathogenesis 
and  pathophysiology.  The  lesions  appear 
to  be  related  in  terms  of  representing  the 
end  result  of  an  ill-defined  embryonic 
maldifferentiation  process  characterized 
by  preservation  of  an  inherent  abnormal 
growth  potential.  Whetherthe  lesions  are 
examples  of  phacomatoses,  local  gigan- 
tism, or  von  Recklinghausen’s  disease  re- 
mains open  to  question.  A thorough  under- 
standing of  the  disease  processes  together 
with  a meaningful  classification  system  is 
not  available. 

This  article  may  contain  too  much 
philosophy  and  too  little  objective  data. 

One  cannot  escape  the  impression,  how- 
ever, that  the  limitations  of  surgical  inter- 
vention are  not  always  fully  appreciated 
and  accepted.  The  responsible  physician 
must  contemplate  the  natural  course  of  the 
disease  for  which  he  is  proposing  therapy, 
and  must  appraise  realistically  the  extent 
to  which  he  may,  in  fact,  influence  this 
course. 
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Synchronous  and  asynchronous 
carcinoma  of  the  colon 


Eddie  R.  Chandler,  MD;  Charles  R.  Morris,  MD 

Synchronous  and  asynchronous  carcino- 
mas of  the  colon  are  comparatively  uncom- 
mon lesions.  Duringthe  pastten  years  17 
of  328  colon  carcinomas  treated  at  our 
institution  were  of  these  types.  Two  re- 
presentative cases  are  reported,  and  the 
literature  pertinent  to  these  tumors  is  re- 
viewed. The  differences  in  location,  age 
incidence,  and  prognosis  of  these  colonic 
neoplasms  are  emphasized. 

Multiple  primary  carcinomas  present  in 
the  same  patient  have  stimulated  the  curi- 
osity of  surgeons,  oncologists,  and  path- 
ologists for  nearly  a century.  The  search  for 
similarities  and  differences  in  etiology, 
clinical  course,  incidence,  and  prognosis  of 
these  types  of  lesions  compared  to  solitary 
primary  carcinomas  has  resulted  in  con- 
siderable clinical  research  and  a great  vol- 
ume of  literature  dating  from  Czerny®  in 
1880  to  the  present.  Much  has  been  writ- 
ten and  syndromes  have  even  been  de- 
scribed attributable  to  multiple  tumors  in- 
volving single  or  numerous  organ  systems. 

In  an  attempt  to  narrow  the  subject’s 
perspective,  this  study  has  been  confined 
to  multiple  carcinomas  involving  the  colon 
and  rectum.  Although  the  incidence  of 
multiple  carcinomas  of  the  large  bowel  is 
only  4%  of  all  carcinomas  of  the  bowel 
and  rectum,  the  frequency  of  their  occur- 
rence is  greater  than  can  be  predicted  on 
chance  alone. Two  cases  of  multiple  col- 
onic carcinoma,  one  synchronous  with  two 
carcinomas,  and  the  other  asynchronous 
with  two  carcinomas,  will  introduce  the 
discussion  of  ten  years’  experience  in  the 
treatment  of  this  disease  at  our  institution, 
and  a review  of  the  literature. 

Case  Reports 

Case  1 : A 65-year-old  hypertensive  woman 
with  chronic  pyelonephritis  presented  with 


fatigue,  anorexia,  and  weight  loss  of  two 
months’  duration.  Her  outpatient  complete 
blood  count  revealed  a hemoglobin  value  of 
8 gm/100  ml.  A barium  enema  examina- 
tion demonstrated  a polyp  in  the  ascending 
colon  and  a napkin-ring  lesion  in  the 
transverse  colon.  Stools  contained  occult 
blood  although  the  patient  denied  hema- 
tochezia  or  melena.  Her  history  included  a 
stroke  two  years  previously  which  resulted 
in  residual  weakness  on  the  left  side.  Re- 
view of  systems  and  family  and  social  his- 
tory were  noncontributopy  to  the  present 
illness.  Physical  examination  showed  a 
well  developed,  well  nourished,  black  wom- 
an who  was  in  no  acute  distress.  Her  blood 
pressure  was  170/100  mm  Hg,  pulse  rate 
68/minute  and  irregular,  and  respirations 
18/minute.  Positive  physical  findings  were 
a scarred,  atrophic  right  eye  and  partial 
opacity  of  the  left  cornea.  Neck  examina- 
tion revealed  a soft  carotid  bruit  on  the 
right.  The  patient’s  heart  had  an  irregular 
rhythm  with  no  murmurs.  A neurologic  ex- 
amination revealed  increased  deep  tendon 
reflexes  and  weakness  of  the  extremities 
on  the  left. 

Other  positive  findings  were  demonstrat- 
ed on  laboratory  and  roentgenographic  in- 
vestigation. The  urinalysis  showed  protein 
15  mg/100  ml.  An  SMA-12  test  revealed 
a slightly  low  albumin  level,  3.2  gm/100 
ml,  and  an  elevated  creatinine  level,  2.1 
mg/100  ml.  An  intraveneous  pyelogram 
showed  an  atrophic  kidney.  The  electro- 
cardiogram revealed  an  old  posterior  in- 
farct and  frequent  premature  ventricular 
contractions. 

After  restorative  transfusions  with  whole 
blood,  the  patient  underwent  a subtotal 
colectomy  with  an  ileosigmoidostomy. 
There  were  no  metastases  and  no  direct 
extension  to  other  organs,  and  the  postop- 
erative course  was  unremarkable. 
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Pathologic  evaluation  of  the  specimen 
revealed  a napkin-ring  adenocarcinoma  of 
the  transverse  colon  with  extension  into 
the  serosa,  and  a polypoid  adenocarcinoma 
of  the  right  colon  with  one  associated 
benign  adenomatous  polyp.  Lymph  nodes 
showed  reactive  hyperplasia. 

Case  2:  A 71-year-old  man  was  admitted 
to  the  hospital  after  a follow-up  barium 
enema  examination  revealed  a second 
primary  carcinoma  three  years  after  sur- 
gery. On  the  first  admission  he  presented 
with  lower  abdominal  pain  of  two  to  three 
months’  duration.  An  outpatient  barium 
enema  examination  revealed  a carcinoma 
of  the  sigmoid  colon  and  diverticulosis.  He 
underwent  a segmental  resection  of  the 
left  colon  and  was  followed  annually  with 
proctoscopic  and  barium  enema  examina- 
tions. Before  the  second  admission  the 
patient  had  felt  tenderness  in  the  rectum, 
had  strained  at  stool,  and  had  passed 
stools  containing  occult  blood.  Sigmoidos- 
copic  examination  showed  no  abnormali- 
ties. Barium  enema  examination  revealed 
a cecal  carcinoma. 

The  patient’s  history  was  significant  in 
that  he  had  undergone  a segmental  left 
colectomy  three  years  earlier  for  carci- 
noma. The  review  of  systems  was  negative; 
the  patient’s  mother  died  of  carcinoma  of 
the  lung. 

Physical  examination  showed  a well- 
developed  man  who  appeared  to  be  in  good 
health.  His  blood  pressure  was  144/80 
mm  Hg,  pulse  rate  76/minute,  respira- 
tions 20/minute,  and  temperature  98.6  F. 
The  entire  physical  examination  was  within 
normal  limits  except  for  bilateral  small  in- 
guinal hernias. 

Laboratory  evaluation  revealed  a hemo- 
globin value  of  12  gm/100  ml,  and  a hem- 
atocrit of  38%.  An  SMA-12  evaluation  and 
electrocardiogram  were  normal. 


The  patient  underwent  a right  hemicol- 
ectomy without  incident,  and  there  was  no 
evidence  of  metastases  or  extension  to 
other  organs.  Postoperatively,  high  output 
renal  failure  developed,  and  subsequently 
there  was  an  anastomotic  leak  with  abscess 
formation.  The  patient  underwent  a drain- 
age procedure  for  the  abscess,  and  died 
shortly  thereafter. 

Pathologic  examination  of  the  first  sur- 
gical specimen  revealed  a napkin-ring 
lesion  of  the  colon  with  one  lymph  node 
showing  metastasis.  The  second  surgical 
specimen  showed  an  annular  ulcerated  car- 
cinoma nearthe  ileocecal  valve,  and  an 
adenomatous  polyp. 

Materials  and  Methods 

During  the  years  1963-1973,  328  patients 
were  treated  at  St.  Paul  Hospital  for  car- 
cinoma of  the  colon  and  rectum,  excluding 
those  of  the  appendix  and  anus.  There  were 
17  patients  with  multiple  primary  car- 
cinomas of  the  colon  and  rectum  (5.2%). 
This  included  patients  who  had  carcinoma- 
in-situ  of  an  adenomatous  polyp,  but  did 
not  include  patients  with  ulcerative  colitis, 
familial  polyposis,  carcinoid,  orsquamous 
cell  carcinoma. 

These  multiple  tumors  met  Billroth’s 
criteria^  as  modified  by  Warren  and  Gates^^ 
and  expanded  by  Long,^^  and  Moertel  and 
associates. Their  criteria  are  as  follows: 

(1)  Each  tumor  must  be  proven  malignant; 

(2)  the  possibility  that  one  neoplasm  is  a 
metastasis  of  the  other  must  be  excluded; 

(3)  each  tumor  must  be  a distinct  entity; 

(4)  metastatic  neoplasm  must  have  an 
abrupt  demarcation  between  normal  and 
abnormal  tissue  and  must  not  appear  to 
arise  from  the  mucosa,  whereas  primary 
carcinoma  must  appear  to  arise  from  the 
mucosa,  and  have  a transitional  zone  of 
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atypical  and  abnormal  glands  separating 
the  neoplasm  from  normal  mucosa;  (5)  re- 
cent new  tumors  must  not  be  at  the  pre- 
vious line  of  anastomosis;  and  (6)  a new 
primary  carcinoma  is  one  which  occurs  six 
months  or  more  after  the  first  primary 
tumor. 

Of  the  17  patients  having  multiple  colon 
and  rectal  carcinomas  reported  here,  three 
out  of  four  had  synchronous  tumors.  The 
remainder  had  asynchronous  carcinoma  or 
a combination  of  the  two.  Overall,  syn- 
chronous neoplasms  constituted  4%  of 
the  total  cases  treated  for  carcinomas  of 
the  colon  and  rectum;  whereas,  asyn- 
chronous carcinoma  had  an  incidence  of 
0.9%.  In  the  combined  group  of  synchro- 
nous-asynchronous carcinoma,  the  inci- 
dence was  0.3%. 

Analysis  of  these  three  groups  of  pa- 
tients having  multiple  primary  tumors  re- 
vealed that  simultaneous  carcinoma  pa- 
tients had  a mean  age  of  66  years.  Interval 
tumor  patients  had  a mean  age  of  73 
years  when  the  second  carcinoma  appear- 
ed. The  only  patient  who  exhibited  the  as- 
ynchronous-synchronous carcinomas  was 
78  years  old  when  operated  on  for  the  first 
solitary  primary  tumor,  and  89  years  old 
when  the  second  resection  for  multiple 
primary  carcinomas  was  carried  out.  De- 


7.  Segmental  distribution  of  synchronous  carci- 
noma compared  with  solitary  tumors. 


vitt**  reported  a low  incidence  of  patients 
under  the  age  of  50  with  multiple  carci- 
nomas. The  largest  series  of  carcinomas 
presented  in  the  literature,  6,012  cases, 
by  Moertel^*^  noted  that  the  average  age  of 
patients  with  solitary  carcinomas  was  56 
years,  and  that  the  age  incidence  for  mul- 
tiple carcinomas  was  essentially  the  same. 
The  sex  incidence  for  multiple  carcinoma 
of  the  colon  is  essentially  equal  in  each 
group,  as  it  is  with  solitary  carcinoma. 

Forty-nine  carcinomas  were  observed  in 
our  17  patients.  Sixty-two  percent  of  the 
patients  in  the  concomitant  tumor  group 
had  two  lesions.  The  remainder  had  three 
to  eight  lesions.  Of  the  38  co-existing  tu- 
mors tabulated  5%  occurred  in  the  cecum, 
37%  were  found  in  the  ascending  colon, 
and  1 1 % were  observed  together  in  the 
transverse  colon  includingthe  hepatic  and 
splenic  flexures.  Thirteen  percent  of  the 
tumors  were  noted  concomitantly  in  the 
descending  colon.  The  sigmoid  was  the 
location  of  29  % of  the  synchronous  car- 
cinomas, while  5%  were  observed  in  the 
rectum.  By  contrast,  of  solitary  tumors, 
76%  usually  occur  in  the  rectosigmoid 
with  lesser  involvement  of  the  remainder 
of  the  colon  (Fig  1). 

On  gross  pathologic  examinations,  13  % 
were  of  the  napkin  ring  type,  21%  were 
annular  with  ulceration,  1 1 % were  poly- 
poid and  8%  were  fungating.  Byfarthe 
largest  group,  47%,  were  carcinomas 
arising  in  an  adenomatous  polyp  or  villous 
adenoma.  Thirty-three  adenomatous  pol- 
yps were  observed  in  the  patients  with 
synchronous  carcinoma,  51  % of  these 
polyps  showed  carcinomatous  changes. 

Asynchronous  tumors  were  observed  in 
four  patients.  One  man  first  had  a car- 
cinoma of  the  descending  colon  at  age  68 
years.  Seven  years  later  he  underwent  sur- 
gery for  carcinoma  of  the  ascending  colon 
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and  three  associated  adenomatous  polyps 
involving  the  cecum  and  transverse  colon. 
A second  man,  age  67,  had  a carcinoma 
of  the  sigmoid  which  was  surgically  re- 
moved, with  lymph  nodes  showing  metas- 
tasis. Three  years  later  he  was  again  oper- 
ated on  for  a second  primary  malignancy 
in  the  cecum  associated  with  an  adenoma- 
tous polyp.  The  third  patient,  a woman, 
had  surgery  at  age  63  for  carcinoma  of 
the  rectum,  and  after  a nine-year  interval 
a second  procedure  was  performed  for  an 
interval  carcinoma  of  the  transverse  colon. 
One  lymph  node  was  positive  for  metastat- 
ic tumor.  The  fourth  patient,  a woman  with 
combined  asynchronous-synchronous  car- 
cinoma, first  had  surgery  at  age  78  for  a 
neoplasm  of  the  descending  colon.  Eleven 
years  later,  the  patient  had  a surgical  pro- 
cedure forfourcoexistingtumors,  one  in- 
volving the  cecum,  one  the  ascending  col- 
on, and  two  the  transverse  colon.  The  re- 
gional lymph  nodes  were  positive  and  the 
patient  had  liver  metastases.  Because  of 
the  unusual  pathologic  findings,  this  pa- 
tient is  given  separate  consideration  in 
our  statistical  analysis. 

The  time  interval  between  the  occur- 
rence of  the  first  and  second  asynchronous 
neoplasms  was  6.3  years  on  the  average. 
The  interval  between  the  first  lesion  and 
the  multiple  simultaneous  tumors  of  the 
combined  asynchronous-synchronous  car- 
cinoma patient  was  1 1 years.  Rosenthal^® 
reported  that  54%  of  patients  with  asyn- 
chronous carcinoma  returned  in  less  than 
five  years,  and  the  most  frequent  interval 
was  two  to  three  years.  In  our  series,  the 
average  interval  was  six  to  seven  years. 

Treatment  and  Results 

Of  21  operative  procedures  on  these  17 
patients,  90.5%  were  for  cure.  The  two 


patients  having  palliative  procedures  had 
metastases  and  direct  extension  of  tumor 
to  other  organ  systems.  In  the  simultane- 
ous group,  30.7  % had  right  colectomy, 
30.7%  left  colectomy,  7.7%  segmental 
resection  of  the  rectosigmoid,  7.7%  ab- 
dominal perineal  resection,  and  23.2% 
subtotal  colectomy. 

On  the  patients  having  non-simultane- 
ous  carcinoma,  one  patient  had  first  a re- 
section of  the  rectosigmoid  and  later  a 
transverse  colectomy.  Another  patient  had 
a left  colectomy  on  the  first  occasion  and  a 
right  colectomy  at  the  second  operation. 
The  remaining  patients  initially  had  a seg- 
mental rectosigmoidectomy  followed  by  a 
right  colon  resection  a few  years  later. 

The  one  asynchronous-synchronous  car- 
cinoma patient  first  had  a left  colectomy 
followed  by  a right  colectomy. 

No  five-year  survival  statistics  can  be 
computed  from  our  series  since  the  ma- 
jority of  patients  have  been  treated  within 
the  past  five  years.  Nationally,  however, 
the  five-year  survival  rate  for  patients  with 
synchronous  carcinoma  has  been  reported 
at  14  to  15%,®  “^  and  for  asynchronous 
carcinoma  has  been  reported  at  10  to 
15%,'’’  “^  which  is  considerably  lowerthan 
the48%  for  solitary  carcinoma  reported 
from  a recent  30-year  study  from  Mayo 

Clinic. 

Discussion 

Historically,  Czerny'i  was  first  (1880)  to 
report  a case  of  two  carcinomas  of  the 
large  bowel.  Fenger,®  in  1888,  reported  the 
first  case  of  multiple  carcinoma  in  the  Eng- 
lish literature.  In  1889  Billroth^  reported 
a case  of  multiple  primary  malignancy  and 
set  up  three  criteria  for  diagnosis  that  were 
used  for  many  years.  His  criteria  are:  (1) 
Each  tumor  must  have  a different  histolog- 
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ic  structure  to  firmly  demonstrate  that  the 
lesions  are  of  different  origin;  (2)  each 
lesion  must  have  its  origin  from  its  parent 
epithelium;  and  (3)  each  tumor  must  me- 
tastasize independently.  Bacon^  suggested 
that  Billroth’s  criteria,  because  of  their 
strictness,  v/ere  responsible  for  the  low 
incidence  of  multiple  lesions  being  report- 
ed. Hojman“  stated  that  Billroth’s  criteria 
in  all  likelihood  were  false  because  two 
neoplasms  with  the  same  histologic  fea- 
tures may  occur  independently  of  each 
other.  In  1932,  Warren  and  Gates^^  set 
forth  more  logically  applicable  criteria  for 
diagnosis  of  multiple  tumors  and  these 
criteria  are  now  widely  used  in  diagnosis 
of  multiple  carcinomas  of  the  colon  and 
rectum. To  reiterate:  (1)  Each  tu- 
mor must  be  proven  malignant;  (2)  the 
possibility  that  one  neoplasm  is  a metas- 
tasis from  the  other  must  be  excluded;  and 
(3)  each  tumor  must  be  a distinct  entity. 
Long,i^  in  1950  stated  that  metastatic 
lesions  could  be  distinguished  from  pri- 
mary tumors  in  that  metastatic  neoplasms 
must  have  an  abrupt  demarcation  between 
normal  and  abnormal  tissue  and  must  not 
appear  to  arise  from  the  mucosa,  whereas 
primary  carcinomas  must  appearto  arise 
from  the  mucosa  and  have  a transitional 
zone  of  atypical  and  abnormal  glands  se- 
parating neoplasm  from  normal  mucosa. 
Moertel  and  associates, in  1958,  indicat- 
ed that  new  tumors  must  not  be  at  the 
previous  line  of  anastomosis  and  must  oc- 
cur at  least  six  months  after  the  first  pri- 
mary tumor.  Such  has  been  the  develop- 
ment of  the  diagnostic  criteria  for  multiple 
carcinomas  of  the  colon  and  rectum  used 
in  this  study. 

The  incidence  of  multiple  carcinomas  of 
the  colon  and  rectum  is  variously  reported 
between  2.1  and  10% . In  the  St.  Paul  se- 
ries, the  incidence  was  5.2%  of  cases 


treated  for  adenocarcinoma  of  the  colon 
and  rectum,  excludingtumors  of  the  ap- 
pendixand  anus,  but  includingcarcinoma- 
in-situ  and  invasive  carcinoma  of  adenoma- 
tous polyps  and  villous  adenomas.  The 
variability  of  incidence  of  multiple  tumors 
reported  in  the  literature  is  related  to  in- 
clusion orexclusion  of  the  following  fac- 
tors: tumors  of  the  appendix  and  anus, 
carcinoids,  squamous  cell  carcinomas, 
sarcomas,  and  malignancies  other  than 
adenocarcinomas,  patients  with  familial 
polyposis,  patients  with  ulcerative  colitis, 
patients  with  carcinoma-in-situ  in  villous 
adenoma  and  adenomatous  polyps,  and 
cases  diagnosed  at  autopsy.  The  series 
most  widely  referred  to  in  the  literature  is 
that  of  Moertel  and  associates^®  who  re- 
ported an  incidence  of  4.3  % for  multiple 
invasive  carcinomas  of  the  large  bowel 
among  6,012  patients  having  carcinoma  of 
the  colon  and  rectum.  They  excluded  pa- 
tients with  ulcerative  colitis,  familial 
polyposis,  and  carcinoma-in-situ  in  an 
adenoma,  but  the  series  included  autopsy 
cases. 

Most  authors®'^'^®'^®  report  a higher  inci- 
dence of  simultaneous  than  interval  car- 
cinomas, only  one’^®  havingfound  the  op- 
posite to  be  true.  In  our  series,  the  syn- 
chronous group  predominated  four  to  one. 
The  incidence  of  multiple  simultaneous 
carcinomas  in  various  studies,  including 
ours,  is  shown  in  Fig.  2. 

Sexual  incidence  of  multiple  concomi- 
tant and  sequential  carcinomas  of  the  col- 
on has  been  variably  reported,  but  it  is 
essentially  equal.  In  this  series,  the  inci- 
dence was  about  the  same  with  a slight 
majority  in  males.  The  sexual  incidence  in 
solitary  lesions  is  comparable. 

Other  authors®'2i  have  reported  a low  in- 
cidence of  multiple  tumors  in  patients  un- 
der 50  years  of  age.  The  average  age  in  the 
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St.  Paul  series  was  over  60  years.  The 
average  age  of  patients  in  Moertel’s  se- 
ries^^  was  56  years,  and  more  recently  in 
Lanier’s^-  series  was  67  years. 

Involvement  of  the  rectum  was  uncom- 
mon in  these  patients  in  that  only  three 
of  38  tumors  were  in  the  rectum,  whereas 
the  rectum  is  the  site  of  tumors  in  51  % 
of  solitary  carcinomas. The  contrasting 
decreased  number  of  rectal  cancers  in 
patients  having  multiple  carcinomas  has 
been  reported  by  other  investigators^’^® 
as  well. 

The  incidence  of  polyps  associated  with 
carcinoma  of  the  colon  has  been  variously 
reported  from  15  to40%.i--'^3.i4,25 mul- 
tiple carcinomas,  the  incidence  of  colon 
polyps  has  been  reported  from  40  to 
56%.18’20 

In  this  series,  the  incidence  of  polyps 
was  69% . Of  38  adenomatous  polyps  ob- 
served in  patients  with  multiple  carcinom- 
as, 36%  showed  carcinoma-in-situ,  18% 
exhibited  invasive  carcinoma,  and  49% 
were  benign.  Rider  and  associates'’^  found 
the  incidence  of  carcinoma  in  patients  with 
polyps  was  five  times  greater  than  in  pa- 
tients without  polyps.  RosenthaP^  reported 
that  30.6%  of  patients  operated  upon  for 

2.  Incidence  of  multiple  carcinomas. 


carcinoma  of  the  colon  associated  with 
polyps  returned  with  a second,  new  car- 
cinoma. Because  of  this,  it  has  been  sug- 
gested that  patients  with  palpable  polyps 
at  the  time  of  surgery  should  have  a more 
extensive  resection. 

In  contrast,  Spratt  and  associates'*^  and 
Turnbulp2  have  suggested  that  there  is  lit- 
tle or  no  relationship  betv/een  polyps  and 
carcinoma.  However,  the  consensus  in  the 
literature  does  not  agree  with  the  “no  rela- 
tionship” thesis.  The  relatively  high  inci- 
dence of  carcinoma  in  polyps  reported  by 
Lescherand  co-workers^-^  as  well  as  Grin- 
nell  and  Lane^®  support  the  relationship 
between  adenomatous  polyps  and  malig- 
nancy of  the  colon  and  rectum. 

Conclusions 

1.  Multiple  carcinomas,  although  low  in 
incidence,  occur  more  frequently  than  can 
be  anticipated  on  chance  alone. 

2.  These  simultaneous  lesions  show  an 
approximately  equal  sexual  incidence,  as 
do  solitary  tumors. 

3.  Multiplecarcinomasof thecolon 
show  a preponderance  in  patients  over  50 
years  of  age,  as  do  solitary  lesions;  how- 
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ever,  the  occurrence  of  multiple  carcino- 
mas is  lower  in  patients  under  50  years  of 
age. 

4.  The  incidence  of  rectal  tumors  is 
lowerin  patients  with  multipletumors  than 
those  with  solitary  tumors. 

5.  The  prognosis  is  poorer  for  patients 
with  multiple  carcinomas  than  those  with 
a solitary  carcinoma. 

6.  Since  adenomatous  polyps  are  ob- 
served more  frequently  with  multiple  le- 
sions, it  is  our  suggestion  that  a more 
thorough  preoperative  evaluation  of  mul- 
tiple tumor  patients  be  carried  out  with  a 
particularly  careful  and  tedious  intra-oper- 
ative evaluation  of  the  entire  colon,  plus  a 
more  extensive  resection  when  polyps  are 
found. 

References 

1.  Bacon  HE:  Anus,  Rectum,  Sigmoid  Colon:  Diagnosis 
and  Treatment,  ed  3,  vol  2.  Philadelphia,  JB  Lippincott, 
1949,  p 617, 

2.  Billroth  I:  Die  Allegemeine  Chirurgische  Pathologie 
und  Therapie.  Berlin,  G.  Reisner,  1889,  p 908. 

3.  Bose  B:  Multiple  synchronous  cancer  of  colon. 

Br  J Clin  Pract  25:507-510,  1971. 

4.  Buntain  WL,  ReMine  WH,  Farrow  GM:  Premalignan- 
cy of  polyps  of  the  colon.  Surg  Gynecol  Obstet  134:499- 
508,  1972. 

5.  Czerny:  Aus  der  Heidelberger  Chirurgischen  Klinik: 
Nochtrag  zur  Darmresection.  Berlin  klin  Wschr  17:683, 
1880. 

6.  Deuitt  JE,  Roth-Mayo  LA,  Brown  FN:  The  signifi- 
cance of  multiple  adenocarcinomas  of  the  colon  and  rec- 
tum. Ann  Surg  169:364-367,  1969. 

7.  Diamante  M,  Bacon  HE:  Primary  multiple  malignan- 
cy of  the  colon  and  rectum:  report  of  230  cases.  Dis 
Colon  Rectum  9:441-446,  1966. 

8.  Fenger  C:  Double  carcinoma  of  the  colon.  JAMA 
11:606-608,  1888. 

9.  Glenn  F,  McSherry  CK:  Carcinoma  of  the  distal 
large  bowel;  32  year  review  of  1,026  cases.  Ann  Surg 
163:838-849,  1966. 

10.  Grinnell  RS,  Lane  N:  Benign  and  malignant 
adenomatous  polyps  and  papillary  adenomas  of  the 
colon  and  rectum;  an  analysis  of  1,856  tumors  in  1,335 
patients.  Internet  Abstracts  Surg  106:519-538,  1958. 

11.  Hojman  D,  Garriz  RA,  Markman  I:  Multiple  malig- 
nant tumors  of  the  colon  and  rectum.  Dis  Colon  Rectum 
9:121-126,  1966. 

12.  Lanier  AP,  Wychulis  AR,  Dockerty  MB,  et  al: 
Colorectal  cancer  in  Rochester,  Minnesota  1940-1969. 
Cancer  31:606-615,  1973. 

13.  Lescher  TC,  Dockerty  MB,  Jackman  RJ,  et  al: 


Histopathology  of  the  larger  colonic  polyp.  Dis  Colon 
Rectum  10:118-124,  1967. 

14.  Long  JW,  Mayo  CW,  Dockerty  MB,  et  al:  Recurrent 
versus  new  and  independent  carcinomas  of  the  colon 
and  rectum.  Mayo  Clin  Proc  25:169-178,  1950. 
y 15.  Moertel  CG,  Bargen  JA,  Dockerty  MB:  Multiple 
carcinoma  of  the  large  intestine:  A review  of  the  litera- 
ture and  a study  of  261  cases.  Gastroenterology 
34:85-98,  1958. 

16.  Moertel  CG,  Dockerty  MB,  Baggenstoss  AH:  Mul- 
tiple primary  malignant  neoplasms  I.  Introduction  and 
presentation  of  the  data.  Cancer  14:221-230,  1961. 

17.  Rider  J A,  Kirsner  J B,  Moeller  HC,  et  al:  Polyps  of 
colon  and  rectum;  their  incidence  and  relationships  to 
carcinoma.  Am  J Med  16:555-564,  1954. 

18.  Rosenthal  I,  Baronofsky  ID:  Prognostic  and  thera- 
peutic implications  of  polyps  in  metachronous  colic  car- 
cinoma. JAMA  172:37-41,  1960. 

19.  Spratt  JS,  Ackerman  LV,  Moyer  CA:  Relationship 
of  polyps  of  colon  to  colonic  cancer.  Ann  Surg 
148:682-698,  1958. 

20.  Thomas  JF,  Dockerty  MB,  Waugh  JM:  Multiple  pri- 
mary carcinoma  of  the  large  intestine.  Cancer  1:564-573, 
1948. 

21.  Travieso  CR  Jr,  Knoepp  LF  Jr,  Hanley  PH:  Multiple 
adenocarcinomas  of  the  colon  and  rectum.  Dis  Colon 
Rectum  15:1-6,  1972. 

22.  Turnbull,  RB  Jr:  Carcinoma  in  colorectal  polyps: 
Fate  of  53  treated  patients.  Postgrad  Med  21:365-367, 
1957. 

23.  Turrell  R,  Brodenan  HR:  Adenomas  of  the  colon 
and  anorectum,  vol  1.  Philadelphia,  WB  Saunders  1959 
p312. 

24.  Warren  S,  Gates  O:  Multiple  primary  malignant 
tumors;  a survey  of  the  literature  and  a statistical  study. 
Am  J Cancer  16:1358-1414,  1932. 

25.  Weir  JA:  Cancer  of  the  colon  in  South  Saskatche- 
wan; a population  study.  Cancer  31:616-260,  1973. 

Dr.  Chandler,  Chief  Resident  in  Surgery;  Dr.  Mor- 
ris, Director  of  Medical  Affairs,  St.  Paul  Hospital, 
Dallas. 

Reprint  requests  to:  Medical  Education  Depart- 
ment, Surgical  Training  Office,  St.  Paul  Hospital, 
5909  Harry  Hines  Blvd,  Dallas,  Texas  75235. 


TEXAS  MEDICINE 


Mark  IV^  Cadillac^  Nova^  M< 
, Electra^  Camaro^  Pinto^  Mai 
, Thunderbird^  Dart^  Cornet^ 

, Duster^  Mercedes-Benz^  Poi 
Cutlass^  Rambler^  Torino^  G 
i,  Vega,  Montego,  Pantera,  R< 

),  Grand  Prix,  Chevelle,  Imp 
, Maverick,  Impala,  Astre,  Pa 
Audi,  Pickups,  Wagons,  Alf; 
Gremlins,  Riviera,  LUV,  Vo] 

All  available  through  the  Texas  Medical  Association  Automobile  Lease  Program. 

For  complete  details,  return  coupon  or  call  John  Young  or  Perry  Perkins  at 
(713)777-3816. 


Texas  Medical  Association 
AutomobUe  Lease  Program 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
I am  interested  in  receiving  more  information  regarding  vehicle  leasing  through  my  TMA  membership. 


Name. 


Address . 
City 


-State. 


-Zip. 


Phone. 


-Best  time  to  call: 


C i/_ 


Effective  relief  of  low  back  discomfort 


The  addition  of  Soma  350 
(carisoprodol)  to  bed  rest, 
moist  heat  and  exercise  can 
help  restore  range  of  motion 
by  relieving  discomfort 
associated  with  acute,  painful 
musculo-skeletal  conditions. 

Economically... with  only  one 
tablet  q.i.d. 

Measure  the  results  yourself. 
(Wallace  will  even  send  you 
a complimentary  goniometer.) 

Indications:  Carisoprodol  is  indicated  as  an  adjunct  to  rest, 
physical  therapy,  and  other  measures  for  the  relief  of  discomfort 
associated  with  acute,  painful  musculo  skeletal  conditions. 
Contraindications:  Acute  intermittent  porphyria  and  allergic 
or  idiosyncratic  reactions  to  carisoprodol  or  related  compounds 
such  as  meprobamate,  mebutamate,  tybamate. 

Warnings:  Idiosyncratic  Reactions:  Rarely,  extreme  weakness, 
transient  quadriplegia,  dizziness,  ataxia,  temporary  vision  loss, 
diplopia,  mydriasis,  dysarthria,  agitation,  euphoria,  confusion 
and  disorientation  have  appeared  within  minutes  or  hours  of  the 
first  dose.  These  usually  subside  in  several  hours  but  supportive 
and  symptomatic  therapy,  including  hospitalization,  may  be 
necessary. 

Pregnancy  and  Lactation:  Safe  use  not  established;  weigh 
potential  benefits  against  potential  hazards  in  pregnancy,  nursing 
mothers  (concentrations  in  breast  milk  are  two  to  four  times  that 
in  plasma),  or  women  of  childbearing  potential. 


Children  Under  Twelve:  Not  recommended. 

Potentially  Hazardous  Tasks:  Driving  a motor  vehicle  or 
operating  machinery. 

Additive  Effects:  Effects  of  carisoprodol  and  alcohol,  other 
CNS  depressants  or  psychotropic  drugs  may  be  additive. 

Drug  Dependence:  Use  cautiously  in  addiction-prone  patients. 
Precautions:  To  avoid  excess  accumulation,  use  caution  in 
patients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System:  Drowsiness, 
dizziness,  vertigo,  ataxia,  tremor,  agitation,  irritability,  headache, 
depressive  reactions,  syncope,  insomnia,  idiosyncratic  reaction 
(see  "Warnings”). 

Allergic  or  Idiosyncratic:  In  previously  unexposed  patients, 
these  are  usually  seen  after  T4  doses  and  include  rash,  erythema 
multiforme,  pruritus,  eosinophilia,  fixed  drug  eruption  with  cross 
reaction  to  meprobamate.  Asthmatic  episodes,  fever,  weakness, 
dizziness,  angioneurotic  edema,  smarting  eyes,  hypotension  and 
anaphylactoid  shock  may  be  manifestations  of  severe  reactions. 
In  such  cases,  stop  carisoprodol  and  initiate  appropriate 
treatment  (e.g.,  epinephrine,  antihistamines,  corticosteroids), 

CardiouQscu/ar  Tachycardia,  postural  hypotension,  facial 
flushing. 

Gastrointestinal:  Nausea,  vomiting,  hiccup,  epigastric  distress. 
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Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the 
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Cancer  incidence  rates  in 

the  Dallas-Fort  Worth  metropolitan  area 

Eugene  P.  Frenkel,  MD;  Bessie  Clark;  Constance  Percy,  MSPH 


This  report  delineates  some  of  the  prelimi- 
nary and  selected  data  from  the  cancer 
survey  conducted  in  the  Dallas-Fort  Worth 
metropolitan  area  from  1969  through 
1971. 

Introduction 

A study  of  the  incidence  of  cancer  in  the 
Dallas-Fort  Worth  metropolitan  area  (de- 
fined as  including  Dallas,  Tarrant,  Denton, 
Johnson,  Rockwall,  Kaufman,  Ellis,  Collin 
counties),  which  encompasses  2,318,036 
individuals, ^ has  been  in  progress  since 
1969  as  part  of  the  Third  National  Cancer 
Survey.  The  purposes  of  the  survey  were 
to  acquire  incidence  and  prevalence  data 
forthe  different  cancer  sites  by  histologic 
type,  and  characterize  the  demographic 
aspects  of  the  cancer  patients  for  the 
three-year  period  1969-1971.  These  data 
further  served  to  identify  changing  trends 
in  cancer  incidence  by  comparison  with 
previous  studies  in  this  area  done  in  1938-^ 
and  1948.'*  *^  In  addition  to  the  Dallas-Fort 
Worth  metropolitan  area,  the  Third  Nation- 
al Survey  was  conducted  in  eight  other  geo- 
graphic areas  in  the  United  States  (Atlanta, 
Ga;  Birmingham,  Ala;  Detroit,  Mich;  Min- 
neapolis-St  Paul,  Minn;  Pittsburgh,  Pa;  San 
Francisco-Oakland,  Calif;  and  the  states  of 
Iowa  and  Colorado),  providing  a data  base 
in  excess  of  10%  of  the  US  population. ^ 
This  report  delineates  some  of  the  pre- 
liminary results  from  the  survey,  compar- 
ing the  Dallas-Fort  Worth  area  to  the  total 
for  all  nine  areas. 

Methods 

The  medical  community  of  the  Dallas-Fort 
Worth  area  provided  enthusiastic,  interest- 
ed, and  critical  cooperation  in  the  acquisi- 


Supported  by  USPHS  l-CP  9-0040. 


tion  of  the  data.  Cases  were  identified  and 
abstracted  from  physicians’  offices,  hos- 
pital charts,  pathology  reports,  autopsy 
reports,  radiotherapy  records,  outpatient 
clinic  records,  cancer  registries,  and  medi- 
cal record  indices.  In  addition,  death  cer- 
tificates were  reviewed  for  follow-back  to 
the  attending  physician.  Case-finding 
audits  were  made  to  insure  maximum  case 
identification. 

All  data  are  expressed  as  primary  in- 
vasive cancer  in  residents  of  the  geo- 
graphic area  diagnosed  (ie,  incident  cases) 
during  the  three  years  1969-1971.  Indivi- 
duals with  newly  diagnosed  multiple  inde- 
pendent primary  tumors  were  counted  ac- 
cordingtothe  numberof  primaries.  Skin 
cancer  was  the  subject  of  a separate  study** 
and  that  data,  as  well  as  a study  of  in-situ 
carcinoma,  was  compiled  separately.  The 
1970  census  figures^  were  used  to  com- 
pute incidence  rates,  and  the  rates  are 
expressed  per  100,000  population.  Thus 
the  incidence  rate  is  the  average  annual 
number  of  cancers  divided  by  the  popula- 
tion base.  Age-specific  rates  were  similarly 
calculated.  Age-adjusted  rates  were  obtain- 
ed by  pooling  the  age-specific  rates,  using 
the  age  distribution  of  the  total  1970  pop- 
ulation of  the  United  States’  as  a set  of 
weights.  Comparisons  with  previous  sur- 
veys were  similarly  adjusted,  using  the 
1950  population  as  a set  of  weights. 

Results 

Atotal  of  17,371  incident-resident  cases 
(excluding  carcinoma  in-situ  and  nonmela- 
noma skin  cases)  were  identified  in  the 
Dallas-Fort  Worth  area,  of  which  8,886 
were  men  and  8,485  were  women.  There 
were  5,642  cases  in  1969,  5,768  in  1970, 
and  5,961  in  1971,  an  increasing  number 
consistent  with  the  pattern  of  increasing 
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population.  The  average  annual  age-adjust- 
ed incidence  (based  on  the  1970  Popula- 
tion Standard)  \A^as  301  per  100,000 
population,  an  incidence  similarto that 
found  in  the  total  survey  area  (300  per 
100,000).2  However,  the  age-adjusted  rate 
in  men  was  366.4  per  100,000  population, 
which  is  5%  greaterthan  the  US  rate  of 
346.8.2  By  contrast,  the  rate  in  women  was 
lower  (only  259.5  per  100,000),  compared 
to  the  overall  area  rate  of  270.2  per 
100,000.®The  incidence  in  whites  was 
similarto  that  in  the  rest  of  the  country. 
Blacks,  who  represent  14%  of  the  Dallas- 
Fort  Worth  population, ^ have  a rate  of  327 
per  100,000,  which  is  higherthan  the  rate 
of  319  for  the  US  (where  blacks  represent 
10.7%  of  the  population).  When  these 
rates  are  further  subdivided,  the  incidence 
in  black  men  was  418  per  100,000,  as 
compared  to  397  for  a similar  group  in  the 
US. 2 The  rate  in  black  women  in  this  area 


was  only  254  per  100,000,  as  compared  to 
the  US  rate  of  257,2  ^oth  of  which  are  low- 
erthan  the  rates  in  white  women. 

Incidence  Patterns  of  Cancer  in  Specific 
Sites 

Evaluation  of  incidence  rates  in  relation  to 
the  specific  primary  site  of  involvement 
revealed  that  the  rates  for  some  cancers  in 
this  geographic  area  differed  from  those  in 
the  overall  population  survey.  As  shown  in 
Fig  1,  the  average  annual  age-adjusted  in- 
cidence rate  for  cancer  of  the  lung  (46  per 
100,000)  was  not  only  higherthan  that 
seen  in  all  other  areas,  but  exceeded  the 
incidence  for  colon-rectum  cancer  which 
is  the  most  common  form  in  the  total  areas 
of  the  survey. 2 Lung  cancer,  in  fact,  ranks 
third  for  all  areas  of  the  survey,  after  can- 
cer of  the  colon-rectum  and  breast.  As  is 
further  shown  in  Fig  1,  the  Dallas-Fort 


1.  Average  animal  age-adjusted  cancer  incidence  are  expressed  per  100,000  population  and  are  indi- 
rates for  selected  primary  sites  for  the  Dallas-Fort  cated  by  the  numerical  insert. 

Worth  area  and  all  areas  of  survey.  Incidence  rates 
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Worth  rates  for  other  common  sites  (for 
example,  prostate,  pancreas)  are  essen- 
tially those  seen  in  all  areas,  and  rates  for 
some  sites  are  lower  (for  example,  urinary 
bladder  and  stomach).  In  sharp  contrast 
are  this  area’s  incidence  rates  for  buccal 
cavity  cancer  and  melanoma  (Fig  1)  which 
are  considerably  higherthan  forthe  rest  of 
the  survey  area.^  The  buccal  cavity  cate- 
gory includes  (for  the  purpose  of  the  cur- 
rent analysis)  cancer  of  the  lip,  the  site 
which  principally  accounts  forthe  geo- 
graphic differences.  Thus,  the  lip  cancer 
incidence  in  this  area  is  5.4  per  100,000 
compared  to  1.9  forthe  general  popula- 
tion. It  is  also  noteworthy  that  our  rate  for 


melanoma  (7.1)  is  nearly  twice  that  of  the 
rest  of  the  country  (4.2  per  100,000).  It 
should  be  stressed  that  the  rates  for  breast 
and  prostate  cancer  in  Fig  1 are  expressed 
in  terms  of  total  population  and  do  not, 
therefore,  account  for  sexual  specificity  of 
these  tumor  sites. 

The  incidence  rates  for  selected  cancers 
of  the  female  genital  tract  and  breast  are 
shown  in  Fig  2,  where  the  rates  are  ex- 
pressed per  100,000  women.  These  rates 
are  further  categorized  by  race.  As  can  be 
seen,  the  incidence  of  cancer  of  the  breast 
in  white  women  is  lower  in  the  Dallas-Fort 
Worth  area  than  in  the  rest  of  the  US  sur- 
vey areas;  and  the  incidence  in  black  wom- 


2.  Average  annual  age-adjusted  incidence  rates  per  black  women  in  all  areas  compared  to  Dallas-Fort 
100,000  population  for  breast  cancer  and  selected  Worth, 

tumors  of  the  female  genital  tract  for  white  and 
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3.  Average  annual  age-adjusted  incidence  rates  for 
selected  cancers  in  the  Dallas-Fort  Worth  area  by 
sex  and  race. 

R^DALLAS-FT  WORTH -White  Men 
■ OALLAS-FTWORTH-Block  Men 
HHdALLAS-FT WORTH- White  Women 


SSS8  DALLAS-FT  WORTH-  Block  Women 


ESOPHAGUS  STOMACH  PANCREAS  BLADDER  MULTIPLE 

MYELOMA 

4.  Changing  trend  in  cancer  incidence  in  men  and  tal  for  all  areas  for  1938,  1948,  and  1969-71. 

women  for  Dallas-Fort  Worth  compared  to  the  to- 
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en  is  significantly  less  than  that  in  white 
women  in  ourarea,  as  well  as  in  the  overall 
study.  A striking  racial  difference  was  seen 
in  cervical  cancer;  the  rate  in  black  women 
for  invasive  carcinoma  of  the  cervix  was 
twice  that  for  white  women.  Although  the 
rates  for  carcinoma-in-situ  were  not  in- 
cluded in  the  overall  incidence  rates,  the 
data  were  compiled  and  revealed  a rate  in 
white  women  in  the  Dallas-Fort  Worth  area 
nearly  twice  that  in  the  overall  study  (56.9 
compared  to  33.2  per  100,000),  with  an 
even  higher  rate  in  black  women  (75.9 
compared  to  64.6  per  100,000). 

Racial  differences  were  noted  in  several 
othertumors.  As  shown  in  Fig3,  the  inci- 
dence of  cancer  of  the  esophagus,  stom- 
ach, and  pancreas  and  of  multiple  mye- 
loma was  considerably  higher  in  black  men 
than  in  white  men.  A similar  pattern  was 
seen  for  black  women  with  cancer  of  the 


stomach  and  multiple  myeloma.  By  con- 
trast carcinoma  of  the  bladder  had  lower 
incidence  rates  in  blacks  than  in  whites. 
Although  not  shown  in  the  figure,  incidence 
rates  for  carcinoma  of  the  prostate  in  white 
men  were  similar  to  that  of  the  total  study 
(55.8  per  100,000  men),  whereas  the  in- 
cidence in  black  men  was  nearly  double 
that  of  whites,  95.1  per  100,000  men  in 
total  area  and  103.7  in  the  Dallas-Fort 
Worth  area. 

Trends  in  Cancer  Incidence 

The  availability  of  correlative  data  from 
the  1938®  and  1948^’®  surveys  in  this  area 
provided  the  opportunity  to  evaluate 
changingtrends  in  cancer  incidence.  The 
general  patterns  shown  in  Fig  4 are  similar 
to  those  in  all  areas.  Although  the  inci- 
dence of  cancer  has  shown  some  decline 


5.  Trends  in  cancer  incidence  for  selected  sites  in  deuce  per  100,000  population  for  1938, 1948,  and 

men  and  women  in  the  Dallas-Fort  Worth  area.  1969-71 . 

The  rates  are  average  annual  age-adjusted  inci- 
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in  women,  the  rates  in  men  have  continued 
toclimb. 

Fig  5 depicts  these  trends  for  some  com- 
mon sites  in  both  men  and  women.  The 
nearly  50%  decline  in  stomach  cancer  in 
both  sexes  and  the  dramatic  decline  in 
uterine  cancer  is  in  sharp  contrast  to  the 
remarkable  ten-fold  increase  in  lung  can- 
cer incidence. 

Variations  in  Dallas-Fort  Worth  Region 

The  design  of  the  data  acquisition  and 
recording  provided  the  opportunity  to  re- 


trieve geographic  segments  with  ease. 
These  geographic  comparisons  permit  one 
form  of  quality  control  on  data  accrual, 
since  they  provide  a mechanism  for  scru- 
tiny of  the  distribution  of  any  weighted 
sample.  Fig  6 provides  a compilation  of 
some  tumors  in  which  differences  were 
recorded  between  the  Dallas  metropolitan 
area  and  the  Fort  Worth  metropolitan  area. 
The  incidence  of  carcinoma  of  the  lip  in 
white  men  in  Fort  Worth  was  50%  greater 
than  that  in  Dallas.  The  incidence  of 
esophageal  cancer  in  black  men  in  Dallas 
was  twice  that  for  Fort  Worth,  and  four 


6.  Average  age-adjusted  incidence  of  selected  tumors  by  geographic  locale. 


All  Races 

Whites 

Blacks 

Sites 

Total  Men 

Fort  Fort 

Women 

Fort 

Total 

Fort 

Men 

Fort 

Women 

Fort 

Total 

Fort 

Men 

Fort 

Women 

Fort 

Dallas  Worth  Dallas  Worth  Dallas  Worth  Dallas  Worth  Dallas  Worth  Dallas  Worth  Dallas  Worth  Dallas  Worth  Dallas  Worth 


All  Sites 
Combined 

304.1 

295.0 

369.2 

361.2 

262.7 

252.9 

301.4 

290.9  362.7  356.3  264.6  249.8 

323.1 

335.4 

421.7 

406.6 

242.6 

282.9 

Lip 

4.4 

7.4 

9.0 

14.4 

0.8 

1,4 

49 

7.9 

10.2 

15  4 

0.8 

1.6 

0.4 

0.8 

Esophagus 

3.4 

2.8 

61 

4.6 

1.4 

15 

2.5 

2.4 

4.4 

4.0 

1.2 

1.3 

9.9 

6.2 

18.3 

10.8 

2.8 

2,8 

Stomach 

7.9 

8.4 

11.6 

13.0 

5.5 

5.3 

7.3 

7.1 

10.5 

11.3 

5.3 

4.1 

12.6 

21.5 

19.4 

28.3 

6.9 

16.4 

Colon- 

Rectum 

268 

25,7 

27.6 

27.0 

26.8 

24.9 

27.1 

25  0 

282 

26.0 

26.8 

24.3 

25.2 

33.6 

23.4 

37.6 

26.8 

30.3 

Liver 

2.5 

17 

3.7 

3.0 

1.6 

0.7 

2.1 

1.7 

3.0 

3.0 

1.5 

0.7 

5.2 

2.1 

8.4 

3.3 

2.5 

1.0 

Lung 

47.5 

43.3 

88.0 

81.1 

16.9 

14.4 

47.0 

44.1 

86.9 

82.0 

17.6 

15.4 

51.7 

38.1 

99.1 

78.2 

12  2 

5.2 

Prostate 

61,1 

61.9 

56.1 

55.3 

96.2 

122.8 

Bladder 

10.8 

92 

19.3 

15.6 

4.7 

4.6 

11.4 

9,6 

20.5 

16.7 

4.9 

4.6 

7.5 

5.3 

12.3 

6.4 

3.6 

4.2 

Breast 

69.2 

64.8 

70.9 

65.2 

55.6 

61.5 

‘Rates  are  standardized  for  1970  population.'  The  Dallas  standard  metropolitan  area  comprises  Dallas,  Denton,  Rockwell,  Kaufman, 
Ellis,  and  Collin  counties.  The  Fort  Worth  standard  metropolitan  area  comprises  Tarrant  and  Johnson  counties. 
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times  that  in  white  men  in  eitherarea. 
Similarly,  the  incidence  of  lung  cancer  was 
higher  in  Dallas  for  men  of  both  races.  By 
contrast,  the  rates  in  black  men  for  cancer 
of  the  stomach,  colon,  liver,  and  prostate 
were  higher  in  Fort  Worth. 

Selected  Observation  in  Skin  Cancer 

Data  on  nonmelanotic  skin  cancerwere  col- 
lected for  a six-month  period  (September 
1971  through  February  1972)  by  an  inten- 
sive case-finding  program.®  Only  cases  of 
new  skin  cancers  in  residents  were  tabu- 
lated. Cases  were  counted  as  multiple 
when  they  were  anatomically  and/or  his- 
tologically independent,  but  incidence 
rates  were  calculated  only  on  the  basis  of 
number  of  patients.  Histologic  characteri- 
zation was  present  in  95%  of  the  cases. 
Duringthis  six-month  period  3,218  pa- 
tients of  which  all  but  five  were  whites,  had 
a diagnosis  of  nonmelanotic  skin  cancer. 
Since  similar  studies  were  performed  sim- 
ultaneously in  three  other  geographic 
areas,  annual  age-adjusted  incidence  rates 
could  be  compared.  As  shown  in  Fig  7,  the 
rate  in  the  Dallas-Fort  Worth  area  of  379 
per  100,000  population  greatly  exceeded 
that  in  all  other  areas.  The  rate  in  men  was 
539  per  100,000,  and  in  women,  259.  The 
histologic  characterization  of  these  skin 
cancers  in  men  demonstrated  that  394  per 
100,000  were  basal  cell,  124  squamous 
cell,  and  21  both  cellulartypes;  whereas, 
in  women  205  per  100,000  were  basal  cell, 
51  were  squamous  cell,  and  3 were  both 
types.  As  expected,  the  rate  increases 
rapidly  over  the  age  of  35®  with  the  average 
age  of  the  patients  being  approximately  62 
years. 

Discussion 

The  present  study  provides  incidence 
rates,  demographic  analysis,  and  data  con- 
cerning geographic  origin  and  site  and  type 


of  cancer  in  the  Dallas-Fort  Worth  metro- 
politan area^  forthe  years  1969  through 
1971,  and  compares  these  data  to  all  areas 
of  the  Third  National  Cancer  Survey.  The 
broad  population  base  permitted  validation 
of  observations,  critical  in  neoplasms  of 
relatively  infrequent  incidence,  and  com- 
parative studies  with  other  geographic  pop- 
ulation groups  in  the  United  States.  The 
survey  not  only  provided  a broad  reference 
base,  but  also  demonstrated  that  an  area- 
wide tumor  registry  could  function  eco- 
nomically and  efficiently  and  accrue  data 
that  can  be  easily  retrieved  for  further  in- 
vestigation later. 

It  is  evident  that  certain  cancers  in  this 
area  have  an  unusual  incidence.  Carci- 
noma of  the  lungand  the  skin  occurfar 
more  frequently  than  in  the  rest  of  the 
country.  The  lattertumor’s  relation  to  solar 
exposure  is  certainly  one  etiologic  factor, 
but  even  within  the  region  (see  Fig  6)  ma- 

7.  Average  annual  age-adjusted  incidence  rates  per 
100,000  population  for  {nomnelanoma)  cancer  of 
the  skin  in  four  geographic  study  areas  (Dallas-Fort 
Worth.  Tex;  San  Francisco-Oakland,  Calif;  Min- 
neapolis-St.  Paul,  Minn;  and  Iowa). 
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jor  differences  exist  for  certain  tumors.  At 
present,  the  causes  for  such  differences 
are  only  speculative,  but  studies  are  in 
progress  to  identify  features  that  may  ex- 
plain some  of  these  differences. 

It  was  only  because  of  the  excellent  and 
interested  cooperation  of  the  clinicians  in 
our  area  that  these  data  are  available.  The 
full  detailed  report  of  the  findings^  will  be 
available  for  the  use  of  all  clinicians  and 
investigators. 
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Lumpectomy:  Simple  mastectomy 
versus  radical  mastectomy 
for  cancer  of  the  breast 


Guy  F.  Robbins,  MD 

Even  though  there  are  gaps  in  our  knowl- 
edge concerning  breast  carcinoma,  it  is 
essential  to  utilize  well  documented  data 
in  attempts  to  obtain  maximum  survival  for 
the  thousands  of  women  who  are  afflicted 
by  this  disease  each  year. 

At  best,  available  treatment  regimens 
may  eradicate  breast  carcinoma  if  it  is  con- 
fined to  the  breast,  ipsilateral  axillary  and 
internal  mammary  lymph  nodes.  The  great- 
er the  involvement  of  these  three  areas,  the 
less  likely  the  chances  of  total  local  control 
and  cure  or  long-term  survival  of  the 
patient. 

Selection  of  Primary  Treatment 

Thefrequency  of  simultaneous  and  sub- 
sequent breast  carcinomas  developing  in 
the  opposite  breast  is  well  documented. 
Routine  use  of  mammography  before  ini- 
tial treatment  and  as  an  adjunct  to  long- 
term follow-up  of  women  with  breast  car- 
cinoma has  become  routine  in  our  insti- 
tute. Urban’s  data  regarding  the  biopsy  of 
the  opposite  breast**  have  resulted  in  our 
accepting  this  procedure  as  part  of  the 
primary  treatment  for  all  women  with  his- 
tologically proven  breast  carcinoma. 

Urban’s  data  have  provided  guidelines 
for  the  treatment  of  patients  with  circum- 
areolarand  inner  quadrant  lesions.  An  ex- 
tended radical  mastectomy  is  recommend- 
ed forthis  group  of  patients,  provided  their 
medical  status  is  satisfactory.  Postopera- 
tive prophylactic  radiation  therapy  is  pre- 
scribed when  extensive  nodal  involvement 
is  demonstrated  in  the  surgical  specimen. 
Those  operable  cases,  patients  having  in- 
nerquadrant  or  central  lesions  with  inva- 
sive carcinoma  not  subjected  to  the  Urban 
procedure,  are  treated  with  a radical  or 
modified  radical  mastectomy  and  subse- 
quent prophylactic  radiation  therapy. 


The  standard  radical  mastectomy  is  rec- 
ommended for  patients  with  invasive 
breast  carcinoma  who  cannot  medically 
tolerate  the  extended  radical  mastectomy. 
At  times  a modified  radical  mastectomy 
(breast  plus  pectoral  fascia  and  axillary 
contents)  is  all  that  the  patient  may  toler- 
ate. Patients  with  the  dominant  mass  in  the 
outer  half  of  the  breast  are  routinely  sub- 
jected to  a radical  mastectomy.  Extensive 
axillary  nodal  involvement  is  an  indication 
for  postoperative  prophylactic  radiation 
therapy.  As  with  patients  with  inner  quad- 
rant lesions,  postoperative  prophylactic 
radiation  therapy  is  prescribed  for  patients 
who  have  large  primary  tumors  and  posi- 
tive lymph  nodes. 

A modified  radical  mastectomy  is  per- 
formed in  patients  with  noninvasive  car- 
cinoma. In  addition,  this  operation  is  util- 
ized when  treating  Paget’s  disease  of  the 
nipple  without  evidence  of  an  associated 
infiltrating  carcinoma.  Medical  contraindi- 
cations to  more  extensive  surgery  are  also 
criteria  for  the  use  of  this  procedure. 
Wanebo,  Huvos,  and  Urban  recently  pre- 
sented their  experience  with  modified  radi- 
cal mastectomy  in  the  treatment  of  mini- 
mal breast  cancer.  Their  recommendations 
are  accepted  as  additional  criteria  forthe 
use  of  this  less  extensive  procedure.  Pa- 
tients with  lesions  of  less  than  0.1  cm  in 
the  outer  half  of  the  breast,  and  a negative 
report  on  frozen  section  examination  of  the 
axillary  nodes  fall  into  this  category. 

There  are  rare  cases  in  which  medical 
complications  are  so  extensive  that  we 
have  advised  partial  mastectomy  or  biopsy 
and  radiation  therapy.  However,  this  situa- 
tion occurs  in  less  than  1 % of  our  pa- 
tients. Dr.  Farrow’s  report"'  on  this  group 
of  patients  presents  a poor  long-term  sur- 
vival rate  at  the  ten-year  level.  Ten-year 
survival  figures  on  patients  subjected  to 
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partial  mastectomy  at  the  Cleveland  Clinic 
are  less  than  forthose  patients  who  had 
simple  or  radical  mastectomy  (48%  and 
34%  versus  34%).  Our  1960  figures  are 
nearly  twice  as  high  (34%  versus  61  %). 
Our  figures  are  crude  in  that  all  patients 
were  included,  regardless  of  cause  of 
death  (Fig  1). 

When  one  defines  localized  disease,  the 
correlation  of  positive  nodes  with  size  of 
the  dominant  lesion  should  be  considered. 
Adair’s  1940-1943  series  of  1,458  pa- 
tientsi  and  Shah’s  1973  report'  present 
almost  identical  incidence  of  positive  axil- 
lary nodes  when  correlated  with  the  size  of 
the  dominant  area  of  invasive  carcinoma. 
Among  patients  with  lesions  less  than  1 
cm  in  diameter  (pathologist’s  measure- 
ments), 17.4%  had  positive  nodes.  The 
percentage  increases  with  the  size  of  the 
lesion.  Seventy-four  percent  of  patients 
with  lesions  greaterthan  5 cm  had  positive 
nodes.  Even  in  the  so-called  early  cases, 
frequently  there  is  evidence  of  axillary 
metastasis.  If  one  is  to  achieve  maximum 
local  control,  an  attempt  must  be  made  to 
thoroughly  remove  the  axillary  fat  and 
nodes.  Many  of  these  involved  nodes  have 
microscopic  involvement,  thus  eliminat- 
ingan  accurate  clinical  evaluation  of  the 
axillary  contents. 

Statistical  Analysis  of  Data 

Attempts  to  standardize  staging  of  disease 
and  reporting  of  data  pertainingto  breast 
cancer  have  met  with  little  success.  The 


American  Joint  Committee  for  Cancer  Stag- 
ing and  End  Results  Reporting,  established 
in  1959,  has  expanded  its  activities  to  in- 
clude clinical  and  surgical  staging  and 
classifications.  Wide  implementation  of 
their  recommendations  should  lead  to  a 
more  realistic  presentation  of  data.  Com- 
parisons of  results  following  specific  treat- 
ment regimens  must  be  made  on  patients 
with  similar  stage  of  disease.  The  reports 
should  include  data  from  enough  cases  to 
make  them  statistically  significant.  The 
furor  over  lumpectomy  has  been  generated 
from  several  series  of  30  to  60  patients. 

In  other  instances,  radical  mastectomy 
versus  lumpectomy  studies  have  been 
weighted  with  patients  with  favorable 
lesions  (<2  cm  tumors)  in  the  lumpectomy 
series.  Recently  the  emotional  fervor  set- 
ting upfemininity  against  long-term  sur- 
vival has  created  hysteria  and  confusion 
among  those  women  contemplating  breast 
surgery.  A physician’s  dilemma  in  the  de- 
fense of  rational  treatment  based  on  the 
available  data  base  has  become  a major 
problem  in  making  recommendations  to 
patientsand  theirfamilies.  Reportingof 
five-year  survivals  of  patients  with  breast 
carcinoma  should  be  downgraded,  since 
many  die  during  the  next  two  or  three 
years.  Ten-year  survival  figures  reflect  a 
more  realistic  end  point  (Fig  1). 

Summary 

The  variables  affecting  the  growth  and  dis- 


1 . Ten-year  survival  in  breast  cancer. 


Source 

Years 

Stage 

Surgical  Method 

No.  patients 

%10-year  survival 

Crile’ 

1955-57 

I-II 

Simple 

69 

48 

Crile^ 

1955-57 

I-II 

Radical 

62 

34 

Crile" 

1957-66 

I-II 

Partial  mastectomy 

32 

34 

Crile" 

1957-66 

I-II 

"Total  mastectomy" 

32 

7 

Memorial® 

1960 

I-II 

Radical 

304 

61 

Payne* 

1955-64 

All  potentially 

curable  Radical 

2,171 

59.4 

Atkins® 

10  years 

I-II 

Radical 

188 

70  (aporox) 
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semination  of  breast  carcinoma  are  only 
partially  understood. 

Local  control  of  breast  carcinoma  is  all 
that  current  treatment  regimens  can  attain. 

The  multicentricity  of  origin  of  breast 
carcinoma  and  our  current  inability  to  de- 
termine clinically  the  histologic  status  of 
axillary  and  internal  mammary  nodes 
should  be  of  prime  consideration  in  struc- 
turing the  treatment  plan  forwomen  with 
potentially  curable  carcinoma  of  the 
breast. 

End-result  reporting  should  compare 
patients  having  similar  extent  of  disease. 

Patient  populations  studied  must  be  of 
such  magnitude  that  data  analysis  will  be 
statistically  significant. 

Breast  carcinoma  end-result  reporting 
should  be  at  the  ten-year,  not  the  five-year, 
level. 
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A high-risk  group  for  breast  cancer 


David  E.  Anderson,  PhD 

Breast  cancer  has  long  been  and  continues 
to  be  the  subject  of  an  impressive  amount 
of  attention,  both  from  the  clinical  and 
research  points  of  view. 

The  one  clear  fact  which  has  emerged 
is  that  breast  cancer  is  complex.  This  com- 
plexity is  manifest  in  many  ways:  different 
clinical  and  morphological  forms  of  the 
disease,  with  their  characteristic  ages  and 
rates  of  development;  different  responses 
to  therapeutic  modalities;  different  me- 
tastatic tendencies;  and  different  survival 
rates. 

Then,  too,  there  is  abundant  clinical 
and  epidemiologic  evidence  pointing  to 
differences  in  the  disease  when  it  develops 
in  the  premenopausal  rather  than  in  the 
postmenopausal  period.  In  fact,  premeno- 
pausal breast  cancer  is  considered  to  in- 
volve estrogens  of  ovarian  origin,  while 
postmenopausal  disease  is  considered  to 
involve  estrogens  of  adrenocortical  origin. 

Furthermore,  a variety  of  factors  have 
been  implicated  which  appears  to  increase 
a woman’s  risk  of  having  the  disease, 
such  as  nulliparity  and  low  parity,  and  late 
age  at  birth  of  the  first  child,  all  of  which 
point  to  reduced  reproductive  function. 

In  addition  to  the  endocrine  compo- 
nent, viruses  have  also  been  implicated  in 
the  disease.  A genetic  basis  is  also  sug- 
gested by  the  fact  that  relatives  of  patients 
are  at  increased  risk.  In  view  of  this  com- 
plexity, it  seems  unlikely  that  the  term 
“breast  cancer”  refers  to  a single  dis- 
ease; rather,  the  term  probably  refers  to 
a composite  of  several  diseases,  in  which 
case  it  would  be  unlikely  that  a single  fac- 
tor were  the  cause  of  all  breast  cancers. 

The  possibility  of  breast  cancer  being  a 
familial  disease  was  first  emphasized  by 
Paul  Broca  in  1866,  when  he  described  his 
own  family’s  history  from  1788  to  1856, 
during  which  time  10  of  24  women  died  of 


breast  cancer.  The  literature  now  contains 
numerous  reports  of  familial  aggregations 
of  the  disease. 

The  possibility  of  a hereditary  basis  for 
breast  cancer  also  was  supported  by  the 
observation  that  inbred  strains  of  mice 
differed  noticeably  in  their  susceptibility 
to  mammary  cancer.  The  studies  with 
mice  further  disclosed  that  the  genetic 
mechanism  underlying  the  disease  was 
complex:  the  action  of  some  of  the  genes 
was  localized  in  the  physiology  of  hor- 
mone production  by  the  ovaries;  other 
genes  apparently  controlled  the  response 
of  mammary  tissue  to  these  hormones; 
and  still  others,  probably  few  in  number, 
were  important  in  the  propagation  and 
transmission  of  the  mammary  tumor  vi- 
rus. These  findings  led  to  the  possibility 
that  similar  mechanisms  might  be  operat- 
ing in  man.  But  in  spite  of  an  impressive 
number  of  studies  on  the  subject  since  the 
1930s,  little  is  known  about  the  genetic 
aspects  of  breast  cancer  in  humans.  The 
most  consistent,  and  basically  the  only, 
finding  has  been  that  close  relatives  of  a 
patient  manifest  the  disease  at  two  to 
three  times  the  rate  found  in  control  rela- 
tives or  in  the  general  population.  We  still 
have  no  clues  as  to  the  type  of  genetic 
mechanism  that  may  be  involved,  or 
whether  there  may  be  several  mechan- 
isms, and  what  the  genetic  mechanism 
involves. 

Perhaps  one  reason  forthis  lack  of  con- 
vincing genetic  evidence  from  past  studies 
has  been  the  assumption  implicit  in  each 
that  breast  cancer  was  a single  disease.  If 
the  disease  were  not  single,  as  previously 
assumed,  but  were  comprised  of  several 
diseases,  as  evidence  now  suggests,  then 
the  effect  of  such  assumption  would  be  to 
dilute  or  obscure  any  measure  of  a genetic 
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effect.  This  dilution  effect  stemming  from 
the  assumption  of  a single  disease  could 
also  apply  to  any  other  effect  being  meas- 
ured, whether  viruses,  hormones,  or 
treatment  modalities. 

Materials 

We  have  had  a genetic  study  on  breast 
cancer  under  way  for  several  years.  It  dif- 
fers from  past  studies  in  several  impor- 
tant respects  and,  moreover,  is  providing 
results  quite  unlike  those  from  past  stud- 
ies. We  are  findingthat  the  risks  to  some 
women  are  much  higherthan  the  long-ac- 
cepted two-  to  three-fold  risks  so  fre- 
quently cited  in  the  literature. 

One  important  difference  between  our 
study  and  past  studies  is  that  we  do  not 
consider  breast  cancerto  be  a single  ho- 
mogeneous disease.  We  assume  it  to  be  a 
composite  of  several  diseases.  Second, 
ratherthan  using  any  and  all  patients  as 
was  the  case  in  past  studies,  we  use  only 
those  with  positive  family  histories  of  the 
disease.  (There  are  two  reasons  for  this: 

It  reduces  heterogeneity  among  breast 
cancer  patients,  and  it  enhances  any  ge- 
netic effect  that  may  exist.)  Third,  since 
we  select  patients  with  positive  family  his- 
tories, suitable  controls  are  a problem. 
Consequently,  our  controls  are  patients 
who  also  have  family  histories  of  a neo- 
plasm, but  not  of  the  breast.  Colon  can- 
cer, basal  cell  carcinoma,  and  malignant 
melanoma  are  the  primary  neoplasms  in 
the  control  patients  and  their  families.  An 
other  control  group,  used  in  our  initial 
studies,  consisted  of  the  patients  remain- 
ing in  the  breast  cancer  population  after 
removal  of  those  with  family  histories  of 
the  neoplasm,  so-called  nonfamilial 
patients. 


As  a first  step  in  avoiding  some  of  the  het- 
erogeneity among  familial  breast  cancer 
patients,  we  classified  the  patients  into 
those  whose  disease  developed  in  the  pre- 
menopausal period  and  those  whose  dis- 
ease developed  in  the  postmenopausal 
period.  The  rationale  forthis  classifica- 
tion was  the  clinical  and  epidemiologic 
evidence  pointing  to  differences  between 
patients  with  premenopausal  and  post- 
menopausal disease,  and  the  proposal 
based  on  these  and  other  differences  that 
ovarian  estrogens  seemed  to  play  an  im- 
portant role  in  premenopausal  breast  can- 
cer, while  estrogens  of  adrenocortical  ori- 
gin were  more  important  in  the  postmeno- 
pausal type. 

The  most  striking  difference  to  emerge 
from  this  classification  pertained  to  the 
frequency  of  bilateral  breast  cancer.  Fa- 
milial patients  exhibited  much  higherfre- 
quencies  of  bilateral  disease  than  did  non- 
famiiial  patients,  and  this  was  especially 
evident  for  premenopausal  patients.  They 
exhibited  a 15%  frequency  of  bilaterality, 
compared  with  only  a 3 % frequency  in 
similar-aged  nonfamilial  patients,  who 
showed  no  age  trend  in  bilaterality. 

Another  difference  was  that  familial  pa- 
tients also  had  earlier  diagnoses  than  non- 
familial patients,  and  a definitely  earlier 
diagnosis  if  the  patient  had  bilateral  rath- 
erthan unilateral  disease.  These  initial 
comparisons  thus  suggested  that  familial 
patients  were  characterized  by  an  earlier- 
occurring  and  more  bilateral  form  of  the 
disease  than  were  nonfamilial  patients, 
and  that  an  early  age  and  bilaterality  were 
associated. 


These  two  characteristics,  early  age  and 
bilaterality,  appeared  to  have  a genetic 
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basis.  When  we  assumed  breast  cancer  to 
be  a single  disease,  as  in  past  studies,  the 
risk  of  breast  cancer  in  first-degree  rela- 
tives was  about  twice  as  high  as  in  control 
relatives.  We  then  classified  the  patients 
according  to  their  age  at  diagnosis,  there- 
by reducingthe  possibility  of  including 
several  types  of  breast  cancer.  With  this 
classification,  the  risk  of  breast  cancer  in 
the  first-degree  relatives  (sisters,  daugh- 
ters, and  mothers)  of  patients  was  clearly 
highest  when  the  patient  had  either  pre- 
menopausal diagnosis  (three-fold  in- 
crease) or  bilateral  disease  (five-fold  in- 
crease), and  particularly  so  when  she  had 
both  premenopausal  and  bilateral  disease. 
The  risk  for  relatives  of  such  patients  was 
about  nine-fold  higherthan  forthe  control 
relatives,  while  relatives  of  patients  with 
postmenopausal  and  unilateral  cancer  ex- 
hibited only  an  insignificant  1.2-fold  high- 
er risk  than  controls.  These  results  sug- 
gested a much  stronger  genetic  effect  in 
familial  patients  with  premenopausal  and 
bilateral  disease  than  in  those  with  post- 
menopausal and  unilateral  disease. 

A further  enhancement  of  the  genetic 
effect  was  observed  when  we  classified  pa- 
tients according  to  the  pattern  of  preexist- 
ing breast  cancer  in  their  families.  This 
type  of  classification  was  possible  be- 
cause the  patients  were  originally  selected 
fortheir  positive  family  histories  of  the 
disease;  consequently,  information  was 
available  on  who  amongthe  patients’  rel- 
atives had  breast  cancer  before  the  pa- 
tient entered  our  study.  Three  basic  famil- 
ial patterns  were  identified:  (1)  where  only 
a second-degree  relative  (aunt,  grand- 
mother, or  cousin)  of  the  patient  had  evi- 
dence of  preexisting  disease  (second-de- 
gree pedigrees):  (2)  where  preexisting 
disease  in  the  family  was  confined  to  a sis- 
ter (sister  pedigrees);  and  (3)  where  pre- 


existing disease  in  the  family  involved  the 
mother  of  the  patient  (mother  pedigrees). 
The  groups  provided  data  for  determining 
the  risks  and  frequencies  of  breast  cancer 
in  the  patients’  remaining  sisters  (exclud- 
ing those  sisters  who  may  have  had  pre- 
existing disease). 

The  most  strikingfindingwith  this  clas- 
sification was  the  extremely  high  frequen- 
cy of  the  disease  in  20-  to  30-year-old  sis- 
ters of  patients  whose  mothers  had  breast 
cancer.  Approximately  30%  of  these  sis- 
ters developed  the  disease,  which  was  47- 
fold  greater  than  the  frequency  experi- 
enced by  control  sisters  of  the  same  ages. 
At  age  40  to  59,  the  risks  declined  to  a six- 
fold excess,  and  forthe  oldest  age  group, 
the  risks  were  similar  to  those  for  control 
patients.  This  pronounced  age  decline  was 
in  sharp  contrast  to  that  in  controls  where 
the  breast  cancer  frequency  increased 
with  age  and  period  of  risk,  indicating 
again  the  early  occurrence  of  the  disease 
in  familial  patients  compared  with  time  of 
onset  of  breast  cancer  in  general. 

In  the  sister  pedigrees,  the  breast  can- 
cer frequencies  were  again  higherthan  in 
controls,  the  average  risk  being  about 
three  fold  greater  than  for  controls.  The 
age  decline  in  risk  was  not  so  dramatic  as 
that  in  the  mother  pedigrees,  but  it  was 
still  different  from  that  of  control  sisters. 
The  findings  in  the  second-degree  pedi- 
grees were  insignificant  since  only  one 
case  of  breast  cancer  occurred  in  this 
pedigree  group. 

The  cumulative  age  frequencies  further 
indicated  that  the  disease  in  the  high-risk 
pedigree  group  developed  at  a rapid  rate 
at  early  ages,  such  that  if  an  individual 
were  to  develop  the  disease,  she  would 
likely  have  developed  it  by  age  50;  where- 
as, in  the  other  pedigree  groups,  the  dis- 
ease develops  at  a slower  but  continuing 
rate  throughout  the  entire  age  span. 
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In  addition  to  the  early  and  rapid  dis- 
ease development,  the  high  risk-group 
was  also  characterized  by  a more  homoge- 
neous tumor  distribution.  The  tumors  were 
primarily  adenocarcinomas  and  duct  cell 
carcinomas,  while  the  other  pedigree 
groups  exhibited  lower  frequencies  of 
these  tumors  but  higher  frequencies  of 
intraductal  and  medullary  carcinomas,  as 
well  as  othertumortypes.  It  is  important 
to  note  that  tumors  at  other  sites  did  not 
differ  among  the  pedigree  groups,  only 
the  frequencies  and  types  of  breast 
cancer. 

We  also  observed  that  in  the  high-risk 
group  the  sisters  of  the  patients  tended  to 
resemble  one  another  in  their  age  at  diag- 
nosis, much  more  so  than  unrelated  indi- 
viduals or  the  sisters  belonging  to  the  oth- 
er pedigree  groups.  Furthermore,  the  rel- 
atives in  the  high-risk  group  resembled 
one  another  in  developing  bilateral  dis- 
ease. The  frequency  of  bilaterality  in  the 
patients  was  14%,  and  was  15%  in  their 
affected  sisters.  It  is  also  significant  that 
the  affected  mothers  of  bilateral  patients 
had  a higher  than  expected  frequency  of 
bilaterality,  while  among  affected  sisters 
of  bilateral  patients  in  the  sister  pedi- 
grees, no  such  excess  was  observed. 

These  results  suggest  that  the  mother 
pedigrees  refer  to  a hereditary  form  of 
breast  cancer  such  that  an  affected  moth- 
er tends  to  transmit  the  disease  to  approx- 
imately 30%  of  her  daughters,  and  that 
this  hereditary  form  of  breast  cancer 
tends  to  develop  in  the  premenopausal 
period  and  in  both  breasts. 

In  support  of  these  findings,  clinical 
surveys  have  indicated  that  patients  with 
family  histories  of  breast  cancer  are  more 
frequent  amongthe  youngerthan  older 
patients,  and  definitely  more  frequent 
amongthose  with  bilateral  than  unilateral 


disease.  Numerous  published  pedigrees 
also  show  early-onset,  bilateral  disease 
among  mothers  and  a significant  fraction 
of  their  daughters. 

Cancers  at  other  sites  for  which  a herit- 
able component  has  been  identified  are 
consistently  characterized  by  an  early  av- 
erage age  at  diagnosis,  and  a high  fre- 
quency of  multiple  tumors  either  in  one  or 
both  organs  of  a paired  organ,  or  at  multi- 
ple sites  wherever  a given  type  of  cell  or 
tissue  occurs.  Moreover,  the  inbred 
strains  of  mice  which  are  highly  suscepti- 
ble to  a given  tumor  also  have  decidedly 
earlier  ages  at  onset  and  higher  frequen- 
cies of  multiple  tumors  than  do  the  resist- 
ant strains.  Early  age  at  onset  and  multi- 
plicity of  tumors  thus  appearto  be  biolog- 
ic characteristics  of  heritable  tumors. 

We  think  that  this  hereditary  type  of 
breast  cancer  is  associated  with  ovarian 
activity.  Benign  lesions  of  the  breast,  in- 
cluding cystic  disease,  are  more  frequent 
in  premenopausal  than  postmenopausal 
patients,  a finding  which,  among  others, 
led  to  the  proposal  that  ovarian  estrogens 
play  an  important  role  in  premenopausal 
breast  cancer.  Since  the  genetic  effect  is 
strongest  in  premenopausal  patients, 
then  conceivably  the  genetic  effect  could 
be  associated  with  ovarian  activity.  Fur- 
ther support  for  this  possibility  was  also 
provided  by  the  mother  pedigrees,  where 
the  frequencies  and  risks  were  highest 
duringthe  period  of  highest  ovarian  activ- 
ity, declined  in  the  period  of  decreasing 
ovarian  activity,  and  were  lowest  in  the 
postmenopausal  period  when  the  ovaries 
are  largely  nonfunctional. 

This  early  bilateral  type  of  breast  can- 
cer is  by  no  means  the  only  hereditary 
form  of  the  disease,  although  it  appears  to 
be  the  most  frequent  type.  There  is  anoth- 
er type  which  is  characterized  by  the  occur-  89 
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rence  in  close  relatives  not  only  of  early 
and  bilateral  breast  cancer,  but  also  of 
leukemia,  brain  tumor,  sarcoma,  or  carci- 
noma of  the  lung,  pancreas,  and  skin;  or 
a combination  of  these.  There  is  still  an- 
other in  \A/hich  breast  cancer  in  the  family 
occurs  in  association  with  cancerof  the 
colon  or  uterus,  or  both.  Still  another — 
but  infrequent — type  is  associated  with 
stomach  cancer;  and  yet  another  even 
more  infrequent  type  is  associated  with 
ovarian  cancer. 

We  have  also  looked  at  other  factors 
which  have  long  been  implicated  in  the 
disease.  One  such  factor  is  breast  feeding. 
Some  have  proposed  that  it  protects 
against  the  development  of  breast  cancer, 
and  others  say  that  it  affords  a means  for 
the  transmission  of  a virus,  if  a virus  is  in- 
deed involved.  We  evaluated  the  effect  of 
breast  feeding  by  comparing  paternal  and 
maternal  relatives  with  regard  to  breast 
cancer.  If  a virus  were  involved,  higher 
frequencies  of  the  disease  would  be  ex- 
pected in  the  mother’s  side  of  a family 
than  in  the  father’s  side,  because  the 
mother  could  transmit  a virus  through  her 
egg  orthrough  the  milk.  We  compared  the 
disease  frequency  in  various  paternal  and 
maternal  relatives.  Regardless  of  the  type 
of  comparison,  whether  between  paternal 
and  maternal  grandmothers  or  paternal 
and  maternal  aunts,  no  differences  were 
observed.  In  fact,  for  all  comparison,  the 
disease  frequency  in  paternal  relatives 
was  similarto  that  in  maternal  relatives 
(7.2%  versus  6.8%),  while  in  controls 
the  frequency  was  2.5% . Consequently, 
neither  a cytoplasmic  nor  a milk-trans- 
mitted virus  appears  to  be  involved  in  the 
present  data. 

What  of  the  practical  aspects  of  these 
results?  For  one  thing,  it  definitely  ap- 
pears that  some  women  are  at  much  high- 
er risk  of  contracting  breast  cancer  than 
others,  and  these  are  women  whose  moth- 
ers and  at  least  one  sister  had  breast  can- 


cer, generally  premenopausally,  bilateral- 
ly, or  both.  These  high-risk  women  should 
be  examined  periodically  at  least  by  mam- 
mography, and  preferably  by  mammog- 
raphy and  thermography.  The  early  age  of 
occurrence  in  the  high-risk  families  fur- 
ther indicates  that  these  examinations 
should  not  be  postponed  until  age  35  or 
40,  as  is  now  sometimes  recommended, 
but  should  be  instituted  earlier  as  soon  as 
a woman  is  identified  as  being  at  high 
risk.  It  is  generally  also  accepted  that 
women  should  be  examined  at  yearly  inter- 
vals, but  in  view  of  the  extremely  high  risk 
and  rapid  rate  of  development  of  the  dis- 
ease at  young  ages  in  high-risk  families, 
this  pattern  perhaps  should  be  replaced  by 
a more  individualized  program  of  surveil- 
lance, perhaps  with  thermography  and 
physical  examination  at  six-month  inter- 
vals and  mammography  at  yearly  inter- 
vals. A program  of  periodic  examination 
of  genetically  high-risk  women,  even  at 
relatively  young  ages,  30  years  or  young- 
er, should  result  in  the  detection  of  breast 
lesions  at  an  early  stage  that  is  more 
amenable  to  treatment  and  cure  than  is 
advanced  disease. 

This  is  not  a far-fetched  proposal.  We 
now  are  examining  women  deemed  to  be 
at  high  risk  purely  on  the  basis  of  their 
family  histories.  We  have  examined  81 
women  and  have  found  two  cases  of  previ- 
ously unsuspected  cancer.  We  have  a simi- 
lar program  underway  on  colon  cancer,  in 
which  we  have  detected  four  new  cases 
during  108  examinations.  This  is  a detec- 
tion rate  of  4.6% , which  has  an  added  sig- 
nificance because  ourexamined  popula- 
tion averages  only  39  years  of  age.  There- 
fore, examination  of  individuals  at  high 
genetic  risk  of  developing  a neoplasm  is  a 
possible  and  practical  approach  to  early 
cancer  detection. 

Dr.  Anderson,  Professor  of  Biology,  M.D.  Ander- 
son Hospital  and  Tumor  Institute,  Houston, 

Texas  77025. 
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What’s  your  diagnosis? 


Case  1.  Prepared  by  Jon  F.  Bergstrom, 
MD,  Department  of  Diagnostic  Radiology, 
Scott  and  White  Clinic,  Temple,  Texas 
76501.  History:  A young  girl  presented 


with  low  back  pain.  Differential  Diagnoses: 
(1)  Neurofibromatosis:  (2)  spinal  cord  tu- 
mor; (3)  Hurler’s  mucopolysaccharidosis, 
(4)  Achondroplasia. 
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COMMEMORATING 
200 YEARS 
OFIRREGVEAR 
AMERICANS 

CaseyJones  was  a bug  on 
punctuality— some  even  set 
their  watches  by  his 
train’s  whistle. 


Just  get  me  to  the  station  on  time.  For  200  years,  Americans  have  been 
in  a hurry.  But  some  things  just  don’t  happen  on  schedule—  like  bowel 
movements  in  a constipated  patient.  And  tor  200  years,  Americans  have  dealt 
with  this  problem  in  a varietyofways— and  with  varying  degrees  of  success. 


Now  there’s  Modane?  One  tablet  with  the  evening  meal  provides  comfortable 
taxation  in  the  morning... for  postoperative,  pregnant,  or  geriatric  patients. 
Because  it’s  reliable.  Because  it’s  predictable.  Because  it’s  gentle. 


MODANE 

LAXATIVE  TABLETS 


WARREN -TEED 

pharmaceuticals  incorporated 

SUBSiDIAny  OF  nOMM  AMO  HAAS  COMPANY 

COLUMBUS,  OHiO  ^3515 


94 


TEXAS  MEDICINE 


Air  pollution  in  Texas,  1973: 
Basic  information  for  physicians 


TMA  Committee  on  Environmental  Pollution 


Control  of  area  pollution  may  be  undertak- 
en for  esthetic  reasons,  because  of  eco- 
nomic loss  stemming  from  contamination 
of  the  atmosphere,  or  because  such  pollu- 
tion endangers  human  health.  The  latter 
reason  is  of  primary  concern  to  physicians. 
This  article  reviews  the  status  of  air  pollu- 
tion control  in  Texas  and  the  known  effects 
of  air  pollution  on  health,  and  presents 
suggestions  for  patients  during  periods  of 
unusually  severe  air  pollution. 

I.  Legal  Status  of  Air  Pollution  Control 

Pursuant  to  the  Federal  Clean  Air  Act,  as 
amended,  the  administratorof  the  Environ- 
mental Protection  Agency  (EPA)  has  set 
national  primary  and  secondary  air  quality 
standards  fora  variety  of  air  pollutants. 
Each  state  was  required  to  submit  an  im- 
plementation plan  to  the  EPA  by  Jan  30, 
1972.  The  implementation  plan  was  to 
show  by  what  methods  the  state  would 
achieve  the  national  primary  airquality 
standards  by  mid-1975.  Enforcement  of  air 
pollution  controls  remains  in  the  hands  of 
the  states. 

However,  if  the  EPA  finds  the  control 
strategy  of  the  state  to  be  deficient,  or  that 
adequate  controls  are  not  enforced  within 
the  state,  controls  may  be  enforced  by  the 
federal  government. 

Air  pollution  control  in  Texas  is  vested 
in  the  Texas  Air  Control  Board,  which  is  an 
independent  state  agency.  The  Board  con- 
sists of  nine  members  appointed  by  the 
governor,  and  it  has  an  executive  director 
who  is  responsible  forthe  administration 
of  Board  activities.  Since  problems  in  air 
pollution  control  differ  from  one  area  of 
the  state  to  another,  Texas  has  been  divid- 
ed into  12  AirQuality  Regions.  Each  large 
municipality  in  Texas  maintains  further  air 
control  activities,  usually  within  its  own 


health  department.  Each  level  of  govern- 
mental authority  is  empowered  to  enact 
rules  and  regulations  pertainingtoair  pol- 
lution control  which  are  no  less  strict  than 
those  of  the  Texas  Air  Control  Board.  Local 
governments  also  may  enact  ordinances 
for  substances  not  covered  by  state 
standards. 

Ambient  air  pollution  refers  to  the  con- 
tamination of  the  air  to  which  the  general 
public  has  access.  As  such,  it  represents 
contamination  by  either  single  or  multiple 
sources.  Some  of  these  sources  are  more 
easily  identified  and  controlled  than  oth- 
ers. Stationary  sources,  such  as  industries, 
incinerators,  or  construction  sites  have 
received  the  major  emphasis  in  the  Texas 
control  strategy.  By  controlling  emissions 
from  these  sources,  it  is  anticipated  that 
the  ambient  airquality  standards  can  be 
attained.  Federal  legislation  has  restricted 
the  emissions  of  air  pollutants  from  new 
automobiles,  and  further  restrictions  in 
these  emissions  are  called  for  by  1976- 
1977.  These  restrictions  will  substantially 
reduce  levels  of  such  pollutants  in  the  at- 
mosphere. These  federal  regulations, 
however,  pertain  only  to  new  cars,  and  no 
attempt  at  the  federal  level  has  been  made 
to  impose  emission  standards  for  vehicles 
in  service.  Since  a significant  percentage 
of  total  air  pollution  in  certain  areas  of 
Texas  is  contributed  by  these  vehicles, 
some  of  these  areas  may  require  varying 
degrees  of  transportation  control  to 
achieve  the  ambient  air  standards.  The 
current  status  of  the  12  Air  Quality  Regions 
in  Texas  in  respect  to  national  ambient 
standards  are  listed  in  Fig  1.  Priority  I in- 
dicates that  current  measurements  of  that 
pollutant  exceed  the  national  primary 
standards.  Priority  III  indicates  that  the 
national  ambientairquality  standard  for 
the  pollutant  indicated  is  not  being  exceed- 
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ed.  Priority  II,  in  the  case  of  total  suspend- 
ed particulates  and  sulfur  dioxide,  reflects 
an  intermediate  level  of  pollution. 

The  Texas  Air  Control  Board  contends 
the  oxidant  control  strategy  it  has  adopted 
meets  all  the  EPA  requirements,  and  that 
the  EPA  plan  will  probably  fail  to  achieve 
any  furtheroxidant  reduction,  particularly 
in  the  Gulf  Coast  area  where  major  hydro- 
carbon sources  are  industrial. 

Particulate  concentrations  have  been 
decreasing  since  the  initiation  of  airpollu- 


tion  control  over  point  sources  and  com- 
pliance with  the  national  standards  should 
be  achieved  in  all  areas  of  Texas.  However, 
in  the  view  of  the  EPA,  additional  controls 
for  photochemical  oxidants  will  be  required 
in  some  areas.  Since  gasoline-powered  ve- 
hicles are  significant  sources  of  oxidant- 
forming air  pollution,  the  additional  EPA 
controls  under  consideration  may  involve 
restricting  the  amount  of  vehicular  emis- 
sions. A number  of  possible  means  to 
achieve  this  goal  are  under  consideration. 


1.  Current  status  of  Air  Quality  Regions  in  Texas  with  regard  to  national  ambient  standards. 


National  Standards 

Primary 

Secondary 

Region 

Particulates 
(iig/cu  m) 

75 

60 

(ann.  geometric 
mean) 

SO2 

(ug/cu  m) 

80 

ann.  arithmetic 
mean) 

CO 

(mg/cu  m) 

10 

10 

(max.  8 hr 
concentration, 
not  to  exceed 
once  per  yr) 

NO 

(ng/cu  m) 

100 

100 

(ann. 

1 hr 
max.) 

OX 

(ag/cu  m) 

160 

160 

(max.  1 hr 
concentration 
not  to  be 
exceeded  more 
than  once 
per  year) 

1.  Abilene-Wichita  Falls 

II 

II 

III 

Ill 

III 

2.  Amarillo-Lubbock 

II 

I 

III 

III 

III 

3.  Austin-Waco 

II 

III 

III 

III 

I 

4.  Brownsville-Laredo 

I 

III 

III 

III 

III 

5.  Corpus  Christi-Victoria 

I 

I 

III 

III 

I 

6.  Midland-Odessa-San  Angelo 

II 

II 

III 

III 

III 

7.  Houston-Galveston 

I 

I 

III 

III 

I 

8.  Dallas-Fort  Worth 

II 

III 

III 

III 

I 

9.  San  Antonio 

II 

III 

III 

III 

I 

10.  Southern  Louisiana-Southeast  Texas 

II 

I 

III 

III 

I 

11.  El  Paso-Las  Cruces-Alamogordo 

I 

I 

I 

III 

I 

12.  Shreveport-Texarkana-Tyler 

II 

III 

III 

III 

III 
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II.  Health  Effects  of  Air  Pollution 

The  episodes  of  severe  air  pollution  asso- 
ciated with  easily  demonstrable  increases 
in  acute  mortality  occurred  in  localities 
such  as  London,  New  York,  and  Donora,  Pa, 
where  particulate  matter  and  sulfurdioxide 
were  the  major  pollutants.  Sulfurdioxide 
occurs  in  Texas  in  high  concentrations  pri- 
marily in  areas  surroundingthe  smelting 
and  petrochemical  industries,  since  high 
sulfur-containingfuels  are  not  used  atthis 
time  for  heating  and  electric  power  genera- 
tion. The  levels  of  particulate  matter  and 
sulfurdioxide  which  occurred  duringthe 
classical  episodes  were  very  high  and  un- 
likely to  be  reproduced  in  Texas.  However, 
epidemiologic  studies  have  shown  that 
populations  living  in  regions  with  high  par- 
ticulate matterand  sulfurdioxide  levels 
experience  more  pulmonary  functional 
disability  than  populations  living  in  areas 
with  lower  levels  of  these  pollutants.  The 
adopted  national  standards  are  based  pri- 
marily on  these  epidemiologic  studies  and 
incorporate  an  additional  safety  factor; 
that  is,  the  adopted  standard  is  somewhat 
less  than  the  lowest  level  thus  far  observed 
to  have  an  adverse  effect  on  human 
health. 

Hydrocarbons  are  essentially  inert  but 
are  of  importance  because  of  their  role 
in  formation  of  more  toxic  oxidant  com- 
pounds. This  reaction  occurs  in  the  pre- 
sence of  sunlight  and  is  a photochemical 
process.  Nitrogen  dioxide,  in  concentra- 
tions exceeding  those  found  in  ambient  air, 
has  been  shown  to  produce  bronchiolitis  in 
experimental  animals,  and  to  impair  pul- 
monary antibacterial  defenses.  However, 
a study  recently  completed  in  Chattanooga 
indicates  that  children  living  in  an  atmos- 
phere where  nitrogen  dioxide  is  120-150 


/j.g/cu  meter  have  lower  pulmonary  func- 
tion and  more  episodes  of  bronchitis  than 
do  children  living  in  other  parts  of  Chat- 
tanooga where  nitrogen  dioxide  levels  are 
belowthe  national  primary  standard.  These 
differences  could  not  be  explained  by 
socioeconomic  factors.  The  adopted  pri- 
mary national  standard  for  nitrogen  dioxide 
is  just  below  a level  shown  to  have  an  ad- 
verse effect  on  human  health,  and  incor- 
porates only  a small  safety  factor. 

Oxidant  levels  exceeding  1 ,200  fj.g/cu 
meter  reduce  the  pulmonary  function  of 
healthy  individuals  following  a two-hour 
exposure.  At  levels  of  240  ng/cu  meter, 
asthmatic  attacks  occur  with  increased  fre- 
quency. Persons  with  chronic  respiratory 
diseases  experience  reduced  pulmonary 
function,  and  many  persons  experience  eye 
irritations  at  concentrations  as  low  as  200 
/xg/cu  meter.  Similar  changes  have  been 
observed  in  animals  exposed  experimen- 
tally to  oxidant  pollutants.  However,  an  im- 
pairment in  the  pulmonary  antibacterial  de- 
fense mechanism  has  been  demonstrated 
in  animals  exposed  to  160  /x,g/cu  meter  for 
a three-hour  period.  These  observations  in- 
dicate that  the  adopted  primary  air  quality 
standards  for  oxidants  are  lower  than  those 
levels  associated  with  an  advere  effect  on 
human  health,  and  incorporate  a safety 
factor  somewhat  largerthan  that  for  nitro- 
gen dioxide. 

Carbon  monoxide  is  a substance  with 
well-known  toxicity  when  exposure  to  high 
levels  occurs.  While  subtle  impairment  in 
mental  performance  can  be  demonstrated 
in  persons  breathing  levels  of  carbon 
monoxide  which  do  occur  in  the  atmos- 
phere, the  adopted  national  primary  air 
quality  standard  for  carbon  monoxide  ap- 
pears to  incorporate  a reasonable  safety 
factor. 
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III.  Advice  to  Physicians  and  Patients 
During  Episodes  of  Increased  Air  Pollution 

Patients  most  likely  to  be  affected  during 
episodes  of  air  pollution  are  those  with 
asthma,  bronchitis,  emphysema,  and  car- 
diac conditions.  The  elderly  and  the  very 
young  are  most  susceptible. 

A.  General  instructions  applicableto  all 
air  pollution  episodes  are: 

1.  Avoid  all  smoking,  minimize  physical 
activity,  and  stay  indoors. 

2.  Avoid  dusts  and  other  irritants  such 
as  aerosol  sprays,  odors,  and  perfumes. 

3.  Avoid  respiratory  infections. 

4.  Consult  one’s  physician  for  advice. 

5.  It  is  advisable  to  administer  influen- 
za virus  vaccine  to  susceptible  populations 
since  influenza  can  produce  great  disabili- 
ty in  these  patients  and  may  coexist  with 
pollution  episodes  during  winter  months. 

B.  Advice  during  air  pollution  episodes: 

1.  Air  Stagnation  Advisory:  An  Air  Stag- 
nation Advisory  (ASA)  is  issued  by  the  Na- 
tional Weather  Service  when  weather  con- 
ditions are  suitable  for  an  episode.  Pa- 
tients and  physicians  should  regularly 
monitor  the  news  media  for  reports  of 
pollutant  build-ups. 

2.  Level  1 Air  Pollution  Episodes:  This 
is  the  first  stage  of  an  air  pollution  episode. 
One  or  more  pollutants  has  reached  a level 
that  is  75%  of  the  significant  harm  level. 

All  the  general  instructions  should  apply. 

In  addition: 

a.  Dusting,  vacuuming,  cleaning, 
fireplace  burning,  starting  up  of  fur- 
naces, exposure  to  cold  should  be 
avoided. 

b.  Air  conditioners,  preferably  with 
charcoal  filters,  and  electrostatic  pre- 
cipitators should  be  used  if  available. 

c.  If  patients  are  using  bronchodila- 
tors  and/or  aerosols,  their  use  should 
be  increased.  Increased  steroid  dosage 


should  be  considered;  expectorants  may 
be  used. 

d.  Physical  activity  should  be  modi- 
fied. School  children  should  avoid  vigor- 
ous outdoor  activity  and  preferably 
remain  indoors. 

e.  Antihistamines,  tranquilizers,  de- 
pressants, reserpine,  etc,  should  be 
judiciously  discontinued  because  of 
their  drying  effect. 

f.  Patients  should  stay  home  from 
work  or  school  and  bed  rest  may  be 
advisable. 

g.  Antibiotics  should  be  instituted  at 
the  first  signs  of  respiratory  infections 
to  patients  susceptible  to  such 
infections. 

h.  Leaving  the  area  completely 
should  be  considered. 

3.  Level  2 Air  Pollution  Episode:  One  or 
more  pollutants  have  reached  the  signifi- 
cant harm  level,  and  conditions  are  such 
that  the  pollutant  levels  may  persist  long 
enough  or  increase  sufficiently  that  human 
health  or  safety  may  be  adversely  affected. 
All  the  advice  for  Level  1 applies. 
Additionally: 

a.  Patients  should  contact  physicians 
promptly  if  symptoms  worsen. 

b.  Hospitalization  may  be  consider- 
ed, usingan  air  conditioned,  pollution 
free  room  with  activated  charcoal  filters. 

c.  At  this  stage  hospital  space  should 
be  made  available  and  all  elective  ad- 
missions, such  as  elective  surgery, 
should  be  cancelled. 

These  procedures  should  remain  in  ef- 
fect until  the  episode  has  passed  and  pa- 
tient’s symptoms  have  generally  subsided. 
Physicians  should  warn  patients  in  advance 
of  such  episodes,  and  instruct  them  in  pro- 
cedures for  the  various  alert  stages  to 
avoid  panic. 
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The  Bordenlbu 


It’s  inside  every  carton  of  Borden  milk  cind  ice 
cream:  freshness,  flavor  and  old-fashioned  value 
wrapped  up  together  in  one  famous  name.  If  it’s 
Borden,  it’s  got  to  be  good  ...  we  guarantee  it! 
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A glimpse  into  the  past 


Date:  The  year  1900. 

Place:  Turn  of  the  century  Texas. 

Setting:  Population  of  Texas  is  3,048,710, 
double  what  it  was  in  1880.  The  Texas  cot- 
ton crop  is  valued  at  $139, 000, 000. ^ The 
year  marks  the  worst  natural  disaster  in 
US  history,  the  Great  Galveston  Storm, 
in  which  6,000-8,000  lives  were  lost.-  The 
University  of  Texas  football  team  comes 
into  its  own  with  an  undefeated  season  un- 
der coach  Huston  Thompson.'^  Joseph  D. 
Sayers  is  governor  of  the  state. Dr.  B.  E. 
Hadra  of  Waco  heads  the  State  Medical 
Association  of  Texas^  which  has  a “com- 
fortable” balance  of  more  than  $1,000  in 
its  treasury.®  And  an  up-and-coming  Aus- 
tin ophthalmologist.  Dr.  H.  L.  Hilgartner, 
is  among  many  physicians  making  signifi- 
cant contributions  to  Texas  medicine  and 
their  specialties. 

Called  an  “original  and  advanced  think- 
er,”' Dr.  Hilgartner  was  instrumental  in 
dispelling  the  preaching  of  charlatans  that 
they  could  restore  vision  to  people  blinded 
from  optic  atrophy.  Dr.  Hilgartner  was  sur- 
geon and  founder  of  the  Texas  Eye,  Ear, 
Nose  and  Throat  Hospital  which  he  operat- 
ed from  1896  to  1912.  He  was  the  first  to 
use  x-ray  in  the  treatment  of  retinoblasto- 
ma. He  served  as  oculist  of  the  Texas 
School  forthe  Blind  from  1892  and  as 
oculist  of  the  Texas  School  for  Colored 
Deaf  and  Dumb  from  1932  until  his  death 
in  1937  at  the  age  of  68.  Among  his  many 
activities.  Dr.  Hilgartner  was  a regular  and 
valuable  contributor  to  medical  society 
programs  and  to  ophthalmic  medical 
literature." 

Recently,  some  of  Dr.  Hilgartner’s  origi- 


Editor’s  note:  With  the  bicentennial  of  the  United 
States  approaching,  there  has  been  a renewed 
interest  in  nostalgia  and  history.  During  the  cele- 
bration of  these  bicentennial  years,  the  journal 
will  strive  to  bring  its  readers  some  highlights  of 
the  early  days  of  Texas  medicine.  The  editors 
express  appreciation  to  Dr.  Henry  L.  Hilgartner, 
Jr.  of  Austin  for  use  of  the  manuscripts  upon 
100  which  this  article  is  based. 


Henry  L.  Hilgartner,  MD 


nal  manuscripts,  dating  back  to  the  late 
1800s,  were  uncovered  by  his  son.  Dr. 
Henry  L.  Hilgartner,  Jr.,  of  Austin.  The  fol- 
lowing are  some  excerpts  from  three  of 
these  papers  which  have  been  presented 
to  the  TMA  Memorial  Library. 

Blindness  in  Texas 

In  April,  1894  before  the  Texas  State  Med- 
ical Association,  Dr.  Hilgartner  reported, 
“Research  of  late  pursued  in  one  direction 
has  revealed  a condition  of  things  which 
concerns  not  alone  the  eye  specialist  and 
the  medical  profession,  but  every  one  who 
considers  our  national  welfare,  to  the  con- 
sideration of  the  alarming  increase  of 
blindness  in  the  United  States — an  in- 
crease out  of  all  proportion  to  the  simul- 
taneous growth  of  population  . . . 
“Blindness  is  greater,  in  proportion  to  the 
population,  in  the  eastern  states;  that  is, 
proportionately  greater  in  these  states  in 
the  thickly  populated,  than  in  the  rural  dis- 
tricts; that  the  crowding  together  of  chil- 
dren in  institutions  seems  to  be  a prolific 
cause;  that  contagious  eye  diseases  are 
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often  brought  in  by  emigrants;  that  the  fi- 
nancial loss  to  the  nation  is  immense; 
from  the  necessity  of  supporting  this  great 
number  of  blind  persons.  These  conclu- 
sions led  the  ophthalmological  society  to 
appoint  a committee  to  examine  into  the 
subject,  as  did  also  the  medical  society  of 
the  state  of  New  York,  after  the  same  fig- 
ures had  been  presented  there  for  consid- 
eration. The  committee  in  both  of  these 
societies  reported  the  advisability  of  some 
legislation  to  limit  the  further  increase  of 
what  may  be  considered  one  of  the  princi- 
pal causes  of  blindness,  namely,  ophthal- 
mia neonatorum.  Since  that  time  the 
states  of  New  York,  Maine  and  Rhode  Is- 
land have  passed  laws  which  have  for  their 
object  the  preventative  treatment  of  this 
disease.  Inthe  remainder  of  this  paper  I 
hope  to  show  the  desirability  of  a similar 
law  in  our  own  state  . . . 

“The  important  questions  which  present 
themselves  are:  First,  Why  does  ophthal- 
mia neonatorum  continue  to  cause  so 
much  blindness? 

“Second,  What  can  be  done  to  prevent  fur- 
ther increase  in  blindness  from 
this  source? 

“The  answer  to  the  first  question  ...  is  ig- 
norance; ignorance  of  its  great  danger  on 
the  part  of  parents;  ignorance  on  the  part 
of  mid-wives,  and  too,  often  ignorance  on 
the  part  of  medical  attendants. 

“As  to  the  second  question,  we  must  con- 
sider what  means  can  be  adopted  to  bring 
these  children  as  soon  as  possible  to  the 
notice  of  a competent  physician.  Educa- 
tion of  the  laity  is  useless;  urging  nurses 
is  equally  insufficient.  The  surest  and  best 
means  of  accomplishing  this  is  undoubt- 
edly by  legislation.  This  was  the  view  tak- 
en of  the  subject  by  those  who  have  con- 
sidered it  most  carefully,  and,  following 
the  plan  which  had  been  partially  adopted 
before  in  Switzerland,  a concise,  but  ex- 
plicit bill  forthe  proper  protection  of 
these  infants,  was  passed  by  both  houses 
of  the  New  York  legislature,  1890,  without 
a dissenting  vote,  and  became  law  at  once. 


The  state  of  Maine  was  the  second  to  pass 
such  a law,  and  Rhode  Island  the  third 
state  to  have  such  a law.  There  is  a similar 
bill  before  the  legislature  of  Ohio 
at  the  present  time  . . . 

“The  question  in  connection  with  mid- 
wives is  the  most  difficult  to  answer.  Our 
laws  require  nothing  but  self-confidence  on 
the  woman’s  part  to  entitle  herto  license. 
These  women  attend  many  more  poor 
women  in  confinement  than  do  physicians, 
and  are  naturally  interested  in  covering  up 
their  mistakes.  In  various  parts  of  Europe, 
Saxony,  Prussia,  etc.;  there  are  laws  of 
more  or  less  stringency  regulating  the  li- 
censing of  these  women,  compelling  them 
to  know  Credo’s  method  before  obtaining 
their  licenses,  and  to  use  it  in  practice.  A 
law  of  this  kind  makes  a nurse  appreciate 
her  responsibility,  and  lets  her  know  that 
condition  indicated  by  the  redness  and  dis- 
charge in  the  newly  born,  is  not 
to  be  trifled  with  ...” 

Experiments  with  x-rays  upon  the  blind 

In  1897,  Dr.  Hilgartner and  Professor 
E.  F.  Northrop,  head  of  the  UT  physics  de- 
partment at  the  time,  prepared  a paper  on 
their  experiments  with  x-rays 
upon  the  blind. 

They  reported,  “Though  X-ray  myths  and 
theories  are  rife,  physicists  do  not  yet 
know  what  these  rays  are,  nor  have  their 
proper  relations  to  other  well  known  phe- 
nomena as  yet  been  pointed  out.  Things 
which  are  mysterious  and  not  understood 
are  generally  assumed  to  possess  hidden 
potencies  which  they  do  not  possess. 

Many  have  looked  to  the  X-rays  hoping  to 
find  in  them  an  agency  forexciting  vision 
in  the  totally  blind.  Reports  of  some  very 
remarkable  results  of  X-ray  experiments 
upon  the  blind  have,  from  time  to  time,  ap- 
peared in  the  daily  press  and  occasionally 
in  the  scientific  journals.  A letter ...  to  the 
editor  of  The  Electric  World,  stimulated 
the  authors,  especially  in  view  of  the  ex- 
traordinary claims  ...  to  carry  on  some 
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experiments  which  should  either  verify  or 
contradict  the  statements  which 
came  under  our  notice  . . . 

“(the  doctor)  claimed  that  his  subject,  a 
totally  blind  man,  in  whom  blindness  was 
due  to  paralysis  of  the  optic  nerve,  was 
able  to  plainly  distinguish  the  flicker- 
ing of  the  Crooke’s  tube  . . . 

“(doctor’s  name),  in  the  transactions  of 
the  American  Institute  of  Electrical  Engi- 
neers, December  1896,  says  that  he  has 
made  some  experiments  upon  the  percep- 
tion by  the  blind  of  the  X-rays.  He  thinks 
his  ‘Experiments  seem  to  show  that  when 
the  mechanism  of  the  retina  has  been  de- 
stroyed, leaving  the  optic  nerve  in  a use- 
less or  atrophic  condition,  no  X-rays  are 
perceived.  When  the  mechanism  of  the  eye 
is  intact,  but  the  optic  nerve  is  deranged 
or  paralyzed,  some  visual  conception  may 
be  obtained  by  the  stimulus 
of  X-rays  . . .’ 

“The  outfit  employed  in  our  test  is  of  the 
best.  A double  focus  tube  is  excited  by  a 
Tesla  coil,  capable  of  giving  an  eight-inch 
discharge.  The  X-rays  produced  will  show 
a shadow  of  the  hand  upon  the  fluores- 
cent screen  at  a distance  of  twenty- 
five  or  thirty  feet. 

“Altogether,  eleven  subjects  were  experi- 
mented upon  ...  Of  the  subjects  treated, 
seven  had  no  light  perception,  the  blind- 
ness being  due,  principally  to  affection  of 
the  optic  nerve,  and  four  had  some  light 
perception.  Three  of  the  four  having  light 
perception  were  blind  from  trouble  with 
the  cornea  and  lens,  while  the  fourth  had 
paralysis  of  the  optic  nerve  . . . 

“The  manner  of  experimenting  was,  first, 
to  allow  the  subjects  to  look  directly  at  the 
tube  at  a distance  from  it  of  about  one 
foot,  and  to  inquire  if  they  thought  they 
had  any  light  perception  . . . The  next  step 
was  to  place  an  ordinary  drafting  board, 
three-fourths  of  an  inch  thick,  between  the 
subject  and  the  tube.  The  X-rays  passed 
freely  through  this  board,  as  was  proved 
bytheaid  of  the  fluoroscope.  While  the 
X-rays  were  streaming  directly  into  the 
eyes,  a sheet  of  lead,  impervious  to  the 
rays,  was  repeatedly  placed  between  the 
tube  and  the  drawing  board,  and  then  re- 
moved. No  sensation  was  produced  upon 


the  eyes  of  any  of  the  blind  or  upon  the 
normal  eyes  by  means  of  which  the  per- 
sons could  detect  when  the  lead  sheet 
was  screening  the  rays  from 
their  eyes  . . . 

“The  authors  are,  therefore,  forced  to 
conclude  that  the  X-rays  themselves  have 
no  power  whatever  of  exciting  vision,  or 
even  light  perception,  in  any  kind  of  an 
eye,  diseased  or  normal.  Of  course,  these 
results  regardingthe  blind  apply  only  to 
the  eleven  subjects  experimented  upon, 
and  it  would  be  unscientific  to  say  that  no 
subject  can  ever  be  found  in  whom  the  X- 
rays  will  excite  light  sensations  ...  To  our 
minds,  it  is  highly  absurd  to  suppose  that 
the  X-rays  can  stimulate  a diseased  or  de- 
stroyed eye  to  light  sensation  when  they 
have  absolutely  no  effect  upon  a normal 
eye.  We  should  not  have  thought  the  above 
negative  results  worthy  of  record  if  the 
matter  had  not  been  taken  up  by  scientists 
of  eminence,  and  the  newspapers  filled 
with  trashy  and  misleading 
myths.’’ 

Doctors  and  politics 

Once  again  before  the  State  Medical  Asso- 
ciation in  1904,  Dr.  Hilgartner  discussed, 
“Some  Aspects  of  Legislation  in  the  Light 
of  Modern  Medical  Science.’’ 

On  the  relationship  between  doctors  and 
extra-professional  activities,  he  said  “. . . 
there  does  exist  both  within  the  profession 
and  among  the  people  a prejudice  against 
the  doctor’s  participation  in  any  activities 
not  involved  in  the  routine  of  his  daily  la- 
bors. The  prejudice  seems  to  be  based 
largely  on  the  old  saw  which  admonishes 
the  shoemaker  to  stick  to  his  last,  a say- 
ing that  has  acted  as  an  impediment  to 
progress  through  centuries.  The  fact  is 
that  the  doctor  who  knows  nothing  but 
medical  science,  who  has  no  knowledge  of 
the  correlated  branches  of  knowledge, 
can  know  but  little  of  his  special  science; 
that  the  doctor  who  knows  nothing  about 
the  social  organism,  nothing  about  the  in- 
terdependence of  different  elements  of 
society,  can  know  but  little  about  his  own 
profession.  I believe  that  many  doctors 
realizingthe  general  truth  forwhich  I am 
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contending,  cultivate  something — reli- 
gion, science,  art,  literature,  a sport,  or 
even  politics — as  a means  of  broadening 
their  intelligence,  widen  their  humanity 
and  extend  their  influence.” 

On  the  particular  field  of  politics  he  point- 
ed out  historic  figures  from  around  the 
world.  He  continued  with  examples  closer 
to  home,  ‘Turning  to  our  own  country, 
think  of  the  twenty-two  physicians  who 
were  members  of  the  Provincial  Congress 
of  Massachusetts  in  1774-75,  participat- 
ing in  all  the  formative  measures  of  that 
political  body.  It  was  Dr.  Samuel  Prescott 
of  Concord  who  took  that  daring  midnight 
ride  with  Paul  Revere  . . . and,  if  time  per- 
mitted, we  might  trace  the  footprints  of 
the  five  immortal  doctors  who,  as  mem- 
bers of  the  Continental  Congress,  signed 
the  Declaration  of 
Independence . . .” 

Dr.  Hilgartner  outlined  health  improve- 
ments brought  about  by  legislation,  point- 
ing out  that  they  had  only  a very  limited 
reference  to  Texas.  He  cited  various  in- 
vestigations around  the  world  which  had 
been  devoted  to  the  management  of  con- 
tagious and  infectious  diseases  such  as 
typhoid,  smallpox,  yellow  fever,  blind- 
ness, tuberculosis. 

He  urged  Texas  physicians  to  become 
aware  of  and  active  in  legislative  matters. 
He  emphasized  his  concluding  point  that 
‘‘legislation  ought  not  to  attempt  in  any 
field  any  measures  which  are  not  clear  and 
settled  in  effect  and  thoroughly  practi- 
cable in  execution.” 


'‘Tilings  which  are  niijsferious  and 
not  understood  are  gen eraUg  as- 
sunied  to  possess  hidden  potencies 
ivh  ich  theg  do  not  possess.  Mang 
have  looked  to  the  X-rags  hoping  to 
find  in  them  an  agencg  for  exciting 
vision  in  the  totatlg  blind.'’ 

“The  fact  is  that  the  doctor  who 
knows  nothing  but  medical  scieyice, 
who  has  no  knowledge  of  the  corre- 
lated branches  of  knowledge,  can 
know  but  little  of  his  special 
science ” 
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Oenologists  tour  California  wineries 


Ed  Etier,  Jr.,  MD 

The  mood  for  the  tour  was  set  by  the  gour- 
met dinner  at  the  Stanford  Court  Hotel  on 
the  evening  of  our  arrival.  This  sumptuous 
meal  featured  roast  rack  of  lamb  and  in- 
cluded many  unusual  highlights  such  as 
spun  sugar  baskets  for  the  after  dinner 
mints.  Some  of  the  finest  California  wines 
accompanied  the  multi-course  dinner. 

The  next  morning,  ourcharter  bustrip  left 
forthe  first  of  eight  California  wineries,  all 
of  whom  produce  fine,  above  average 
wine.  The  tour  was  personally  conducted 
by  Joanne  Dickenson,  owner  of  Wine  Tours 
International. 

In  the  tasting  room  of  the  Robert  Mondavi 
Winery,  Oakville,  Calif,  we  tasted  Chardon- 
nay  '72,  Camay  Rose  ’73,  Cabernet  Sauvig- 
non  ’71,  all  excellent  wines,  and  also  had 
the  pleasure  of  talking  with  owner  Robert 
Mondavi  and  Leon  Adams,  noted  author 
and  wine  expert. 

The  brief  stop  at  Beringer  Brothers,  in  St. 
Helena,  gave  us  a chance  to  visit  the  re- 
nowned Rhine  House,  built  in  the  1870s  in 
the  early  days  of  the  California  wine  indus- 
try. Here,  our  guide  introduced  us  to  the 
following  Beringer  wines:  Pinot  Chardon- 
nay  ’72,  Chenin  Blanc  ’71,  Johannisberg 
Riesling  ’72,  Cabernet  Sauvignon  ’70,  and 
Malvasia  Blanc,  an  after  dinner  wine. 

The  Chateau  Montelena  Winery,  located 
nearCalistoga,  Calif,  is  in  an  old  winery 
building  which  has  only  recently  been  re- 
opened by  three  young  men.  The  winery 
resembles  an  old  castle  and  overlooks  a 


Editor's  note:  The  TMA  Oenological  Society  held 
its  first  annual  (organizational)  dinner  at  the 
Houston  Oaks  Hotel  last  May.  Dr.  Jack  L.  Eidson, 
Weatherford,  was  unanimously  elected  to  head 
the  new  society.  A paper,  ‘‘The  Medical  Uses  of 
Wine,”  was  presented  at  the  dinner  by  author 
Dr.  Ed  L.  Etier,  Jr.,  Fort  Worth.  The  society  was 
invited  to  participate  in  a tour  of  the  Northern 
California  Wineries  last  August,  and  several  mem 
bers  and  spouses  enjoyed  an  informative  and 
memorable  three  days  in  the  Napa  and  Sonoma 
Valleys  and  San  Francisco.  The  society  will  have 
its  second  annual  wine  dinner  meeting  May  1 at 
La  Louisiana  Restaurant  in  San  Antonio. 


Japanese  lake  and  tea  house  complex  con- 
structed by  the  previous  owner.  After  a 
short  tour  of  this  small  winery  we  were  led 
tothe  lake  pavilion  forourtastingwhich 
was  followed  by  an  excellent  picnic  lunch 
accompanied  by  Montelena’s  ’72  Johannis- 
berg Riesling,  a blend  of  Napa  and  Alex- 
ander Valley  grapes.  Wines  tasted  at  Mon- 
telena were:  Chardonnay  ’72  (bottled  Aug- 
ust 1973)  Johannisberg  Riesling  ’73  (Aus- 
lese-Napa  Valley),  and  an  Alexander  Valley 
Cabernet  Sauvignon  ’73  (out  of  a 2,000 
gallon  oak  cask  which  will  be  held  in  cask 
for  an  additional  two  years). 

“Green  wine’’ 

This  ’73  Cabernet  Sauvignon  was  a most 
interesting  experience  since  most  of  us 
had  nevertasted  a “green  wine.”  The 
heavy  tannin  and  typical  cabernet  aroma 
and  taste  predict  a long  life  for  this  wine 
which  won’t  be  released  until  1978. 

Sterling  Vineyards,  Calistoga,  Calif,  is  the 
newest  and  most  spectacular  winery  on  the 
whole  tour.  The  winery  itself,  located  on  the 
top  of  a hill  overlooking  its  vineyards,  is 
reached  by  a ski  chair-lift.  The  tour  is  self- 
guiding  with  tile  mosaic  plaques  directing 
and  instructing  visitors  through  the  entire 
crushing,  fermenting,  filtering,  aging,  and 
bottling  processes,  while  allowingthe  visi- 
tor a spectacular  view  of  the  upper  Napa 
Valley,  periodically  punctuated  by  chimes 
which  originally  were  in  St.  Dustan’s 
Church  in  London. 

Ourtastingat  Sterling  included  Chenin 
Blanc  ’72,  a most  unusual  wine  containing 
31  % Chardonnay  grape,  Blanc  de  Sauvig- 
non 1972,  and  a Cabernet  Sauvignon 
1969,  containing  20%  Merlot,  resembling 
the  typical  bordeaux  wines  of  France. 

Near  the  end  of  the  day  we  were  conducted 
on  a short  tour  of  Souverain  Cellars  at 
Rutherford,  Calif,  but  notastingwas  held. 
This  was  a very  attractive,  large,  redwood 
building  unlike  any  other  winery  in 
appearance. 

Our  group  enjoyed  a most  luxurious  eve- 
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At  left,  TMA  oenologists 
ready  to  leave  for  wine 
country  tour.  At  right,  win( 
tasting  highlights 
activities. 


ning  and  supper  at  the  Silverado  Country 
Club,  Napa,  Calif,  and  a generous  break- 
fast buffet  the  following  morning  prepared 
us  for  our  day  in  the  Sonoma 
Valley. 

After  a view  of  the  historic  square  in  So- 
noma, we  stopped  at  the  Sebastiani 
Winery.  This  ancient  stone  establishment 
has  a long  connection  with  California  wine- 
making. Our  guide  showed  us  many  beau- 
tiful aging  casks  which  had  been  carved  in 
the  fashion  of  old  German  wine  casks.  We 
also  viewed  the  tremendous  (50,000  gal- 
lon) redwood  holding  tanks  and  the  aging 
rooms.  The  tasting  room  at  Sebastiani  has 
many  relics  related  to  wine  and  wine-mak- 
ing. We  tasted:  Green  Hungarian  ’73,  Pinot 
Chardonnay  ’73,  Johannisberg  Riesling 
’72,  Gewurztraminer  ’73,  Gamay  Beaujo- 
lais  ’73,  Zinfandel,  non  vintage.  Cabernet 
Sauvignon,  non  vintage,  and  Barbara,  non 
vintage. 

Our  visit  to  Buena  Vista  Winery,  Inc,  was 
made  especially  to  see  the  ancient  eucalyp- 
tus trees  planted  by  Col  Augoston  Hras- 
thazy,  father  of  California  wines,  when  he 
builtthis  historic  structure  with  tunnels 
extending  1,000  feet  into  the  limestone 
hillside  using  Chinese  coolie  labor.  A por- 
tion of  these  tunnels  was  destroyed  by  the 
great  California  earthquake  in  1906. 

The  Buena  Vista  wines  we  tasted  were 
Green  Hungarian,  Johannisberg  Riesling, 
Gewurztraminer  Cabinet,  Cabernet  Rose, 
Pinot  Noir,  Dry  Sherry,  and  Golden  Cream 
Sherry. 


Hacienda  Wine  Cellars,  a small  excellent 
winery  nearthe  old  Buena  Vista  Winery,  is 
very  new.  We  were  told  that  the  grapes 
used  here  were  grown  in  the  old  Buena 
Vista  vineyards,  one  area  of  which  included 
some  of  the  original  Zinfandel  plantings  in 
America. 


Here  we  tasted  the  beautiful  Clair  de  Lune 
Chardonnay  ’73,  and  enjoyed  a wine  picnic 
with  cheese,  fruit,  sourdough  bread,  and 
salami.  The  picnic  area  is  on  a hillside  with 
a view  of  a small  lake,  vineyards,  and  mist 
shrouded  hills  in  the  distance. 

On  our  return  to  San  Francisco,  we  had  the 
evening  free  and  several  of  us  enjoyed  din- 
ner at  various  of  the  famous  San  Francisco 
restaurants.  Some  of  us  also  visited  the 
Wine  Museum  nearthe  Cannery  Shopping 
Area. 

Before  departing  for  Texas  we  had  a fare- 
well view  of  San  Francisco  Bay  while  hav- 
ing champagne  brunch  on  the  terrace  of 
the  Alta  Mira  Hotel  in  Sausalito. 

The  tour  has  been  so  well  received  that  an- 
other one  is  planned  for  April  23-27.  In 
addition  the  Oenological  Society  of  TMA 
will  have  its  second  annual  wine  dinner 
meeting  at  La  Louisiana  Restaurant  in 
San  Antonio,  Thursday,  May  1,  1975,  coin- 
cidingwith  the  TMA  Annual  Session.  For 
reservations,  send  a check  for  $35  per  per- 
son to  Jack  L.  Eidson,  MD,  PO  Box  696, 
Weatherford  76086. 


Wine  picnic 
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Serving  Texas  Physicians  for  Over  45  Years 

Precision-engineered/  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Of f ice  Box  1 1 85  • (714)646-4405 

960  W.  16th  St..  Newport  Beach,  Calif.  92663 

Established  Over  U5  Years 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  45  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$3.00  F.O.B.  Plant 


Factory  Direct  Sales 


A FULL  SERVICE  PSYCHLA  TRLC  HOSPITAL 

With  separate  comprehensive  units  for  adults  and  adolescents 


COMPREHENSIVE  mental  health 
services  for  the  treatment  of  all  types 
of  emotional  disorders,  with  separate 
facilities  for  adults  and  adolescents. 


AN  OPEN  STAFF  42-bed  fully 
equipped  private  psychiatric  hospital. 


LICENSE  D BY  Texas  State  Department 
of  Mental  Health  and  Mental  Retardation. 


ACCREDITED  BY  Joint  Commission  on 
Accreditation  of  Hospitals;  Medicare 
certified  and  CHAMPUS  approved 


offering 

Biological  Treatments 
Psychopharmacotherapy 
Individual  and  Family  Therapy 
Drug  and  Alcohol  Rehabilitation 
Therapeutic  Community 
[Milieu  Therapy) 

Psychosomatic  and  Geriatric  Research 
Psychodrama  and  Movement  Therapy 
Psychological  Testing  and 
Neurological  Evaluations 
Job  Rehabilitation  and 
Vocational  Counseling 
Crisis  Intervention  and 

Psychiatric  Emergency  Services 
Group  Psychotherapy;  Including  Transac- 
tional Analysis  and  Gestalt  Techniques 


Psychiofric  Irjstituj’e  of  fort  Worthy 


815  Eighth  Avenue 


Fort  Worth,  Texas  76104 


Phone  817-335-1400 


J.  Paul  Smith 
Administrator 


Virgil  M.  Cox,  Jr,,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


James  D.  Malone,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


Blaine  E.  McLaughlin,  M.D, 
F.A.P.A.,  F.A.C.P.,  Diplomate, 
American  Board  of  Psychiatry 
and  Neurology 


Richard  D.  Yentis,  M.D. 
F.A.A.C.P.;  Diplomate, 
American  Board  of 
Psychiatry  and  Neurology 
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Questions/Answers 


Editor's  note:  The  following  are  excerpts  from  the 
question  and  answer  period  conducted  during 
the  recent  Austin  Conference  on  Utilization  Re- 
view Regulations.  Being  questioned  were  Dr.  Mil- 
ton  V.  Davis  of  TMA,  Dr.  Eugene  H.  Brown  of  the 
Texas  Osteopathic  Medical  Association,  and  Alton 
Pearson  of  the  Texas  Hospital  Association.  See 
related  article,  p 13. 

Q Who  should  perform  retrospective  re- 
viev\/  and  how  detailed  should  this  be? 

A Retrospective  review,  like  the  concur- 
rent review,  must  be  performed  by  your 
local  authorized  and  designated  reviewing 
authority  which  is  going  to  be  your  hospital 
utilization  review  committee. 

Q What  is  a working  day? 

A The  working  day  shall  be  defined  as  any 
day  otherthan  Sunday  or  a state  or  nation- 
ally proclaimed  holiday. 

Q Many  hospitals  have  skeleton  crews  on 
weekendsfor48  hours,  particularly  for  lab, 
x-ray,  physician  coverage,  etc.  How  will 
this  be  affected  by  the  24  to  72  hour  review 
rule? 

A Weareapproachingthetimewhen we 
are  going  to  need  to  have  these  services 
available.  We  should  be  giving  some  seri- 
ous consideration  to  having  these  services 
available  seven  days  a week. 

Q May  a standard  form  be  used  for  infor- 
mation provided  to  the  medical  care  ana- 
lyst rather  than  an  admitting  note? 

A Yes.  These  are  things  that  are  going  to 
have  to  be  worked  out.  Most  of  the  informa- 
tion is  going  to  go  into  standard  forms. 


There  is  some  Texas  Medical  Foundation 
information  showing  some  standard  forms 
of  review,  review  dates,  re-review,  etc. 

Q What  is  to  prevent  a physician  from  re- 
fusingto  participate  or  refusingto  accept 
TitleXVIl,  XIX,  or  V patients? 

A Nothing.  That’s  your  choice.  You  can’t 
put  patients  in  the  hospital  underthose 
programs.  They  will  have  to  go  in  as  private 
paying  patients. 

Q As  I understand  the  regulations,  the  in- 
stitution must  have  a medical  evaluation 
study  going  on  at  all  times.  Is  this  correct? 
A You  must  have  at  least  one  study  a year, 
but  at  any  time  a study  must  be  in  prog- 
ress. You  must  have  at  least  one  done  with- 
in a year.  You  always  have  to  have  at  least 
one  going. 

Q If  your  patient  is  refused  by  the  24-hour 
review,  to  whom  do  you  make  the  appeal? 

A The  first  appeal  is  to  the  physician  ad- 
visor who  is  a member  of  the  utilization 
review  committee.  If  he  refuses,  a second 
member  of  the  committee  may  be  appealed 
to.  Atthistime,  no  other  step  isavailable, 
but  this  will  resolve  99%  of  the  disputes. 

Q Where  can  we  get  regional  criteria? 

A The  Texas  Medical  Foundation,  in  con- 
junction with  Texas  specialty  medical  so- 
cieties, has  developed  regional  criteria. 
These  have  been  reproduced  with  funds 
granted  by  the  Welfare  Department.  They 
are  not  copyrighted  so  you  can  reproduce 
them  in-house. 
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Q Can  the  attending  physician  be  held  re- 
sponsible for  the  hospital  charges  if  retro- 
spective review  shows  the  hospitalization 
was  not  necessary? 

A No.  The  physician  is  not  liable  forthe 
cost  of  hospitalization  under  Medicare. 

Q Do  physicians  review  at  the  time  of 
change  in  diagnosis,  or  can  medical  care 
analysts  review  them? 

A If  your  plan  is  experienced  enough  and 
adequate  to  meet  both  situations,  the  medi- 
cal care  analyst  can  determine  if  the 
change  in  diagnosis  and  change  in  status 
meet  the  proper  criteria.  As  you  gain  ex- 
perience, you  can  shift  an  increasingly 
large  amount  of  this  responsibility  to  qual- 
ified non-physician  professionals. 

Q Can  the  medical  care  analyst  take  on 
the  responsibility  of  Medicare,  Medicaid, 
and  extended  care  parameter  review? 

A The  medical  care  analyst  should  func- 
tion as  an  arm,  a directly  controlled  instru- 
ment of  the  utilization  review  committee  of 
physicians.  That  individual  can  do  what- 
ever the  committee  wants  them  to  do,  as 
long  as  the  person  is  supervised,  qualified, 
and  performs. 

Q Will  the  government  supplement  the 
salary  forthe  medical  care  analysts? 

A This  has  been  discussed  with  people 
from  the  Department  of  Public  Welfare  and 
the  Department  of  Health,  Education  and 
Welfare.  We  don’t  have  all  the  answers  on 
this.  We  have  been  told  authoritatively  by 
people  in  HEW  with  whom  we  have  met  that 


there  are  provisions  for  the  hospital  to  be 
reimbursed  forthe  cost  of  this  type  of  oper- 
ation as  it  relates  to  these  three  Titles,  not 
to  other  patients  in  the  hospital.  They  have 
also  told  us  that  there  are  provisions  for 
physicians  to  be  paid  by  the  hospital  and 
for  the  hospital  to  be  reimbursed  for  func- 
tioning on  these  committees,  provided  that 
all  the  patients  in  the  hospital,  not  just 
those  underTitles  V,  XIX,  and  XVIII,  are 
being  reviewed. 

Q Will  regulations  apply  to  all  patients 
regardless  of  category,  that  is,  even  if  not 
underTitle  XVIII,  XIX,  or  V? 

A No.  These  regulations  apply  only  to 
these  three  Titles.  Your  private  patients 
must  pay;  they  do  not  come  underthese 
regulations.  The  day  is  probably  not  too  far 
away  when  commercial  insurance  com- 
panies will  want  to  be  participating  in 
something  like  this,  and  we  will  have  this 
concurrent  review  on  all  hospital 
admissions. 

Q What  happens  when  the  medical  care 
analyst  questions  the  necessity  of  admis- 
sion, but  you  are  in  a small  hospital,  and 
the  physician  serving  on  the  utilization  re- 
view committee  has  to  come  25  or  50  miles 
or  more  to  your  hospital? 

A A good  question.  Make  arrangements 
with  an  advisory  physician  of  another  hos- 
pital utilization  review  committee  to  con- 
sult by  telephone  with  the  medical  care 
analyst  and  put  the  action  and  information 
on  the  chart. 
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MEDICINE  AND  THE  LAW 


WASHINGTON  STATE  COURT  GREATLY  EXPANDS  PHYSICIAN’S  DUTY  TO  PATIENT 


In  a unique  and  far  reaching  decision,  the 
Supreme  Court  of  Washington,  in  its  opin- 
ion in  Helling  v\v  Carey,  519  P2d  981  (Wash 
1974),  held  that  two  ophthalmologists 
practicing  as  a partnership  were  negligent 
in  failingtotest  a patient  for  glaucoma 
even  though  the  patient  had  no  symptons 
of  the  disease  and  in  spite  of  the  testimony 
of  experts  on  both  sides  that  the  standard 
of  the  profession  did  not  require  routine 
testing  of  patients  underthe  age  of 
40. 

The  opinion,  while  not  binding  in  any  other 
jurisdiction,  has  far  reaching  implications 
for  medicine  as  a whole.  The  Supreme 
Court  of  Washington  seems  now  to  find  that 
physicians,  acting  in  full  compliance  of  the 
professional  standards  of  their  specialty 
may  be  negligent  for  failingtotest  a pa- 
tient for  a disease  where  symptoms  have 
not  even  manifested  themselves  at  the 
time  of  treatment. 

This  landmark  case  is  one  which,  if  applied 
generally  to  the  practice  of  medicine,  may 
vastly  increase  the  possibility  of  malprac- 
tice litigation  and  raise  the  cost  of  health 
care  to  the  general  public. 


FACTS:  The  plaintiff  in  the  case  was  a 
young  adult  who  presented  complaints  to 
her  physician  concerning  contact  lens. 
After  she  had  been  treated  for  some  period 
of  time,  she  complained  of  visual  field 
problems.  Subsequent  examination,  when 
the  patient  was  32  years  of  age,  revealed  a 
visual  loss  field  suggestive  of  glaucoma  of 
some  ten  years  standing.  She  sued  the 
ophthalmologist  for  negligence  in  failing 
to  diagnose  the  glaucoma  priortothetime 
she  sustained  severe  and  permanent  dam- 
age to  her  eyes  as  a result  of  the  progress 
of  the  disease. 

At  trial,  it  was  established  by  experts  tes- 
tifying for  the  defendants  that  the  inci- 
dence of  primary  open-angle  glaucoma  in 
young  people  is  extremely  rare,  probably 
one  case  in  25,000  patients  under  the  age 


of  40  years,  and  that  it  was  not  the  stand- 
ard practice  to  test  for  glaucoma  unless 
symptoms  warranted  suspicion. 

HOLDING:  Thetrial  court  rendered  judg- 
ment for  the  defendant  physicians  and  the 
court  of  appeals  sustained  this  holding. 

The  Supreme  Court  of  Washington  revers- 
ed the  lower  courts’  decisions  and  held  that 
the  defendants  were  negligent,  remanding 
the  case  to  the  trial  court  on  the  issue  of 
damages  only. 

That  court  ruled  that  even  though  the  de- 
fendants acted  reasonably  according  to  the 
standards  of  care  of  their  specialty,  they 
could  have  prevented  the  full  effects  of  the 
disease  by  administering  a simple  pressure 
test,  relatively  inexpensive  and  harmless  if 
the  physical  condition  of  the  eye 
permits. 

The  court  held: 

Underthe  facts  of  this  case  reasonable 
prudence  requires  the  timely  giving  of 
the  pressure  test  to  this  (patient).  The 
precaution  of  giving  this  test  to  detect 
the  incidence  of  glaucoma  to  patients 
under  forty  years  of  age  is  so  imperative 
that  irrespective  of  its  disregard  by  the 
standards  of  the  ophthalmology  profes- 
sion, it  is  the  duty  of  the  courts  to  say 
what  is  required  to  protect  patients  un- 
derforty from  the  damaging  results  of 
glaucoma. 

We  therefore  hold,  as  a matter  of  law, 
that  the  reasonable  standard  that  should 
have  been  followed  underthe  undisput- 
ed facts  of  this  case  was  the  timely  giv- 
ing of  this  simple,  harmless,  pressure 
test  to  this  (patient)  and  that,  in  failing 
to  do  so,  the  (ophthalmologists)  were 
negligent,  which  proximately  resulted  in 
the  blindness  sustained  by  the  (patient) 
forwhich  the  (ophthalmologists)  are 
liable. 

The  opinion  also  stated: 

During  the  trial,  the  testimony  of  the 
medical  experts  for  both  the  plaintiff 
and  the  defendants  established  that  the 
standards  of  the  profession  for  that  spe- 
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cialty  in  the  same  or  similar  circum- 
stances do  not  require  routine  pressure 
tests  for  glaucoma  upon  patients  under 
forty  years  of  age  . . . testimony  indicat- 
ed, however,  that  the  standards  of  the 
profession  do  require  pressure  tests  if 
the  patient’s  complaints  and  symptoms 
reveal  to  the  physician  that  glaucoma 
should  be  suspected. 

DISCUSSION:  Thus,  in  the  reasoning  of  the 
Washington  Supreme  Court,  a physician 
may  be  guilty  of  negligence  if  “reasonable 
prudence”  requires  a higher  degree  of  care 
and  skill  expected  of  the  average  practi- 
tioner in  that  specialty. 

It  would  appearthat  the  Washington  court 
has  departed  from  the  general  rule  which 
requires  physicians  to  conform  to  the 
standard  of  practice  established  by  the 
medical  profession,  and  has  imposed  upon 
ophthalmologists  (at  least  in  the  state  of 
Washington)  the  duty  to  test  for  glaucoma 
in  all  eye  examinations  irrespective  of  the 
patient’s  age. 

Thus,  physicians  stand  in  jeopardy  of  being 
held  negligent  of  failure  to  perform  such 
tasks  as  courts  may  later  decide  should 
have  been  performed  “as  a matter  of  law.” 
The  implications  of  such  a decision,  if 
widely  adopted,  are  obvious  and 
ominous. 

Medical  writers,  commenting  on  the  Helling 
case,  have  pointed  out  that  there  are  in- 
stances in  which  it  is  difficult  to  get  ac- 
curate results  from  the  pressure  test  for 
glaucoma,  and  cases  where  tonometer-in- 
duced injuries  to  the  cornea  are  well 
known.  Additionally,  inaccuracies  are  ad- 
mittedly common  in  patients  with  corneal 
irregularities,  as  well  as  other  situations. 

In  fact,  good  medical  judgment  dictates 
that  tonometry  should  be  deferred  when 
the  patient  is  suffering  from  certain  infec- 
tions, recent  chemical  burns  of  the  cornea, 
and  some  types  of  corneal  epithelial  dis- 
ease. In  other  words,  the  safety  and  the  re- 


liability of  the  pressure  test  for  glaucoma 
are  not  all  that  well  established. 
Nevertheless,  the  Supreme  Court  of  Wash- 
ington has  determined  that  such  tests 
should  be  conducted  routinely  on  patients 
regardless  of  age  or  symptoms. 

Physicians  may  well  be  excused  from  per- 
forming tests  which  are  not  medically  in- 
dicated in  an  attempt  to  avoid  the  danger- 
ous legal  trap  exemplified  by  the  Helling 
opinion.  Such  opinions  as  this  may  result 
in  a greatly  increased  frequency  of  medical 
tests  for  which  there  may  not  be  a reason- 
able medical  necessity  demonstrated  at 
the  time  the  patient  is  seen.  The  obvious 
consequence  of  such  an  increase  in  tests 
will  be  a corresponding  increase  in  the  cost 
of  medical  care. 

TMA  Office  of  General  Counsel 

Sam  V.  Stone,  Jr. 
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Medical  Newsmakers 


WILLIAM  BRUCE  (BILL)  PADGETT  was 
named  director  of  The  University  of  Texas 
System  Medical  and  Dental  Application 
Center  in  Austin  on  Dec  1.  He  is  the  son  of 
Dr.  H.  0.  Padgett  of  Marshall.  Mr.  Padgett 
has  been  serving  as  acting  director  of  the 
bureau  since  June  1,  1974. 

DR.  HOMER  GOEHRS  has  been  elected 
chairman  of  the  Texas  Interagency  Council 
on  Smoking  and  Health.  Dr.  Goehrs  re- 
presents the  Texas  Medical  Association  on 
the  Council. 

Two  TMA  members  were  among  five  wom- 
en named  as  Austin’s  outstanding  women 
of  1974.  DR.  RUTH  BAIN  and  DR.  CONNIE 
YERWOOD  were  chosen  for  the  honor  by 
the  A ustin  A nierican  Slatesmart 

The  Association  of  American  Cancer  In- 
stitutes has  elected  DR.  R.  LEE  CLARK  as 
president.  Dr.  Clark  is  president  of  The 
University  of  Texas  System  Cancer  Center. 
The  AACI  functions  as  a vehicle  for  the  ex- 
change of  information  among  cancer  in- 
stitutes in  the  United  States  and  around 
the  world. 

DR.  RICHARD  G.  GRANBERY  was  recent- 
ly honored  by  the  Memorial  Hospital  Board 
of  Directors  in  Marshall  for  50  years  serv- 
ice to  the  active  medical  profession.  Dr. 
Granbery  received  a plaque  which  was 
made  in  part  from  the  wood  of  a large  oak 
tree  which  was  removed  to  make  way  for 
the  construction  of  a new  addition  to 
Memorial. 

Assistant  professor  of  pathology  at  The 
University  of  Texas  Medical  Branch,  DR. 
ERNEST  0.  MUELLER,  was  recently  award- 
ed a second-year  Junior  Faculty  Clinical 
Fellowship  by  the  national  office  of  the 
American  Cancer  Society.  Only  18  second- 
year  awards  were  given  this  year. 


DR.  JAY  P.  SANFORD  has  been  appointed 
dean-designate  of  the  School  of  Medicine 
in  the  federal  government’s  new  Uniform- 
ed Services  University  of  the  Health  Sci- 
ences in  Bethesda,  Md.  Dr.  Sanford  has 
been  a faculty  member  of  The  University  of 
Texas  Southwestern  Medical  School  at  Dal- 
las for  18  years. 

SAMUEL  N.  KOLMEN,  PhD,  professor  in 
the  department  of  physiology  at  The  Uni- 
versity of  Texas  Medical  Branch  at  Galves- 
ton, has  been  selected  to  organize  and 
chair  the  newly  created  department  of  phy- 
siology at  Wright  State  University  School 
of  Medicine  and  the  College  of  Science  and 
Engineering  in  Dayton,  Ohio. 

A former  associate  program  director  of  The 
University  of  Texas  Medical  Branch  in 
Galveston,  DR.  JOHN  V.  CONNOLLY,  has 
been  appointed  senior  medical  officer  in 
Kontum,  South  Vietnam  for  a new  CARE- 
MEDICO  program  involvingthetrainingof 
Montagnard  personnel  as  village  health 
workers  and  rural  midwives.  MEDICO  is  the 
medical  service  of  CARE,  the  international 
aid  and  development  agency. 

DR.  WILLIAM  EDWIN  FANN  has  been  ap- 
pointed chief  of  psychiatry  service  at  the 
Veterans  Administration  Hospital,  and  pro- 
fessor of  psychiatry  and  associate  profes- 
sor of  pharmacology  at  Baylor  College  of 
Medicine  in  Houston.  He  was  formerly  as- 
sociated with  Duke  University  Medical 
Center  in  Durham,  NC. 
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“A.H.  Robins  asked  me 
to  compare  the  banana  flavor  of  their 
Donnagel®  -PG  with  the  real  thing  and, 
by  jove,  I couldn’t  tell  the  difference. 
Not  even  in  sip-by-sip  comparison. 
Amazing! 

“There’s  no  unpleasant 
paregoric  taste  because  there’s  no 
paregoric.  Clever,  wouldn’t  you  say? 
Instead,  A.  H.  Robins  uses  the  thera- 
peutic equivalent,  powdered  opium, 
to  promote  the  production  of  formed 


stools  and  lessen  the  urge. 

And  Donnagel-PG  also  provides  the 
demulcent-detoxicant  effects  of  kaolin 
and  pectin,  plus  the  antispasmodic 
benefits  of  belladonna  alkaloids. 

“But  what  I find  most  impressive 
is  the  skillful  manner  in  which 
A.  H.  Robins  has  combined  these 
ingi'edients  with  that  delicate  flavor 
of  vintage  bananas.  Smashing, 
absolutely  smashing! 

“May  I propose  a toast?’’ 

AH'f^OBINS 

A H Robins  Company,  Richmond,  Virginia  23220 
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Donnagel  with  paregoric  equivalent 
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Hyoscine  hydrobromide  0 0065  mg 

Powdered  opium,  USP  24  0mg 

(equivalent  to  paregoric  6 ml  ) 
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(V  Available  on  oral  preacriplion  or  without  prescription 
in  compliance  with  applicable  state  and  local  law 
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help  clear  the  lower  respiratory  tract  with 
the  five  Robitussins  and  Cough  Calmers. 
All  contain  glyceryl  guaiacolate,  the  effi- 
cient expectorant  that  works  systemically 
to  help  increase  the  output  of  lower  respira- 
tory tract  fluid.  The  enhanced  flow  of  less 
viscid  secretions  soothes  the  tracheo- 
bronchial mucosa,  promotes  ciliary  action, 
and  makes  thick,  inspissated  mucus  less 
viscid  and  easier  to  raise.  Available  on 
your  prescription  or  recommendation. 

For  unproductive  coughs 
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Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 
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ROBITUSSIN®-CF 
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Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 10.0  mg. 

Phenylpropanolamine  hydrochloride 12.5  mg. 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


R.  F.  BOVERIE 

El  Paso,  1912-1974 

S.  H.  BURNETT 
Corsicana,  1876-1974 

C.C.  CAMPBELL 
Itasca,  1889-1974 

J.H.  HINTON 
El  Paso,  1912-1974 

H.  LAMM 

Harlingen,  1980-1974 

G.  S.  MC  REYNOLDS 
Galveston,  1909-1974 

R.  E.  TRAVIS 
Dallas,  1925-1974 

W.  E.  KUENAST 
Austin,  1920-1974 

0.  R.  O’Neill 
Paris,  1888-1974 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more  than 
10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500  films  each 
year  to  physicians,  students,  and  to  those  seeking  information  related  to 
medicine  and  health  care.  The  resources  of  the  Library  include  60,000 
volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than  1,300 
professional  journals  are  received  monthly.  Services  are  provided  without 
charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 

I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 

Name Name 

Address Address 

City  and  State City  and  State 
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Recent  deaths 


Dr.  R.  F.  Boverie 

Prominent  El  Paso  physician  and  civic 
leader,  Dr.  Robert  F.  “Pete”  Boverie,  died 
Nov  30,  1974  in  Juarez,  Mexico.  He  was 
62  years  old. 

A native  of  Wellington,  he  received  a bach- 
elor’s degree  from  Texas  Tech  University 
and  an  MD  degree  from  The  University  of 
Texas  Medical  Branch  at  Galveston.  The 
radiologist  served  an  internship  and  resi- 
dency at  Charity  Hospital,  Cleveland,  Ohio, 
and  a residency  at  Pima  County  General 
Hospital  in  Tucson,  Ariz.  Dr.  Boverie  had 
practicied  in  El  Paso  since  1946. 

Dr.  Boverie  was  chief  of  staff  of  Southwes- 
tern General  Hospital  and  past  president  of 
the  El  Paso  County  Medical  Society.  He 
served  as  a director  of  the  National  Execu- 
tive Committee  of  the  National  Council  of 
Catholic  Men,  Medical  CenterCorp,  the  Di- 
ocesan Board  of  Catholic  Charities,  and 
the  El  Paso  Unit  of  the  American  Cancer 
Society.  Certified  by  the  American  Board 
of  Radiology,  he  was  a fellow  of  the  Amer- 
ican College  of  Radiology  and  a member 
and/or  consultant  of  several  medical 
groups  and  associations  including  the  Tex- 
as Medical  Association  and  the  American 
Medical  Association. 

Survivors  include  his  wife,  Mary  Eileen 
Sweeney  Boverie,  El  Paso;  five  daughters, 
Julia  Boverie,  Madrid,  Spain,  and  Elizabeth 
Boverie,  Mrs.  Sonny  Castro,  Mrs.  Edward 
Saab,  and  Sharon  Boverie,  all  of  El  Paso; 
two  sons,  Peter  Boverie  and  Joseph  Bo- 
verie, both  of  El  Paso;  a sister,  Mrs.  Pearl 
Hendricks,  Flying  H,  NM  ; two  brothers, 
Clem  Boverie,  Lubbock,  and  Edward  Bo- 
verie, Idalou,  Tex;  and  two 
grandchildren. 


Dr.  S.  H.  Burnett 

Dr.  Samuel  H.  Burnett,  97-year-old  Corsi- 
cana physician,  died  Sept  27,  1974  after  a 
lengthy  illness. 

Atthetime  of  his  retirement  in  1969,  Dr. 
Burnett  was  the  oldest  practicing  physi- 
cian in  the  county  in  both  age  and  number 
of  years  of  service  to  the  community.  He 
was  graduated  with  honors  from  the  Uni- 
versity of  Nashville  Medical  School  in 
1905.  He  established  practice  in  Kountze 
but  moved  to  Corsicana  four  years  later 
in  1909. 

He  was  president  twice  of  the  Navarro 
County  Medical  Society  and  an  honorary 
member  of  the  Texas  Medical  Association 
and  the  Southern  Medical  Association. 

Also  active  in  church  and  civic  affairs. 

Dr.  Burnett  was  honored  as  a 50-year 
Mason  in  a special  ceremony  in  1961.  He 
was  also  honored  by  his  alma  mater  in 
1955  for  having  been  in  practice  50 
years. 

Survivors  include  his  wife,  Olga  Mayfield 
Burnett,  Corsicana;  two  sons,  Newton  Bur- 
nett and  Joe  Burnett,  both  of  Corsicana; 
three  brothers,  Theo  Burnett,  Willie  Bur- 
nett, and  Grier  Burnett,  all  of  Cameron; 
one  sister,  Mrs.  Mary  Moody,  also  of  Cam- 
eron; and  several  grandchildren. 


Dr.  C.  C.  Campbell 

The  Texas  Medical  Association’s  “Doctor 
of  the  Year”  for  1961,  Dr.  ClarkC.  Camp- 
bell, died  Nov  3,  1974  in  Fort 
Worth. 

Born  in  1889,  Dr.  Campbell  practiced 
medicine  for  more  than  66  years  in  his  na- 
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tive  community  of  Itasca.  During  his  ca- 
reer he  was  honored  many  times  by  the 
medical  and  civic  communities  which  he 
served.  He  had  served  as  president  of  the 
Hill  County  Medical  Society  twice  and  was 
a charter  member  and  past  president  of 
the  Itasca  Rotary  Club.  Memberships  also 
included  the  Texas  Medical 
Association. 

The  physician  is  survived  by  two  sons,  Dr. 
Dale  Campbell,  Levelland,  and  Clark  Camp- 
bell, Fort  Worth;  one  daughter,  Mrs.  James 
McCreigh,  Fort  Worth;  one  brother,  Her- 
man Campbell,  Cleburne;  four  sisters, 

Mrs.  Ruth  Faulkenberry,  Cleburne,  Mrs.  Ed- 
na Burns,  Waco,  Mrs.  Gladys  Pogue,  Cle- 
burne, and  Mrs.  Artelia  Davenport,  Dallas; 
three  grandchildren,  and  two  great 
grandchildren. 


Dr.  J.  H.  Hinton 

El  Paso  general  practitioner.  Dr.  Joseph 
Houston  Hinton,  died  Aug30,  1974  as  a 
result  of  acute  myocardial 
infarction. 

The  61-year-old  native  of  Ft.  Thomas, 

Ariz,  was  a graduate  of  Arizona  State  Uni- 
versity, Tempe,  and  the  University  of  Lou- 
isville School  of  Medicine,  Louisville,  Ky. 
He  served  an  internship  and  residency  at 
Thomason  General  Hospital  in  El  Paso. 
During  World  War  II,  Dr.  Hinton  served 
with  the  322nd  Battalion  of  the  97th  Di- 
vision of  the  US  Army  in  the  Eu- 
ropean Theater. 

Dr.  Hinton  was  a member  of  the  Texas 
Medical  Association,  El  Paso  County  Med- 
ical Society,  Association  of  American  Phy- 
sicians and  Surgeons,  and  the  American 
Medical  Association. 

Survivingthe  physician  are  his  wife,  Gwen- 
dolyn Moody  Hinton,  El  Paso;  five  daugh- 
ters, Mrs.  Robert  E.  Pollard,  Mrs.  Sally 
Prichard,  Mrs.  Ronald  Allen,  Mrs.  Winston 
L.  Black,  Jr.,  and  Gwendolyn  Hinton, 
and  a son,  Joseph  Houston  Hinton,  Jr.,  all 
of  El  Paso;  three  sisters,  Mrs.  Tom  Ham- 


mond, Safford,  Ariz,  Mrs.  Ellen  Coleman, 
Glendale,  Ariz,  and  Mrs.  Nell  Caton,  Phoe- 
nix, Ariz;  three  brothers,  Dan  Hinton,  Jack 
Hinton,  and  Will  Hinton,  all  of  Ft.  Thomas, 
Ariz;  and  ten  grandchildren. 


Dr.  H.  Lamm 

Dr.  Heinrich  Lamm,  Harlingen,  died  Dec  7, 

1974  following  an  extended 

illness. 

The  66-year-old  physician  was  born  and 
educated  in  Germany.  He  received  his  MD 
degree  from  the  University  of  Munich  Med- 
ical School  and  served  a surgical  residen- 
cy at  the  Jewish  Hospital  in  Breslau,  then  in 
Germany.  Dr.  Lamm  came  to  the  United 
States  in  1937  and  had  practiced  in  the 
Lower  Rio  Grande  Valley  of  Texas  since 
1938,  first  in  La  Feria,  and  in  Harlingen 
since  1957. 

In  1930,  Dr.  Lamm  discovered  and  was 
first  to  describe  in  a scientific  journal  the 
principles  of  fiber  optics.  He  foresaw  the 
wide  use  of  fiber  optics  in  gastroentero- 
logic  endoscopy.  He  was  also  the  first  to 
use  flexible  vein  catheters  for  infusion  in- 
stead of  rigid  metal  or  glass  cannulas. 

Dr.  Lamm  also  translated  some  ten  books 
on  various  medical  and  surgical  subjects 
from  German  into  English. 

The  physician’s  professional  memberships 
included  the  Texas  Medical  Association, 
the  Cameron-Willacy  County  Medical  Soci- 
ety, and  the  American  Medical  Associtaion. 
He  was  a fellow  of  the  American  College  of 
Surgeons  and  a past  chief  of  staff  of  Valley 
Baptist  Hospital.  He  served  for  several 
years  as  chairman  of  TMA’s  Committee  on 
T ransportation  Safety.  He  was  also  a mem- 
ber of  TMA’s  House  of  Delegates  for 
two  terms. 

Survivors  include  his  wife.  Dr.  Annie  T. 
Lamm,  Harlingen;  a son,  Michael  Lamm, 
Stockton,  Calif;  a daughter,  Miriam  Lamm 
Kirschner,  Rosemont,  Pa;  a brother,  Dr. 
Hans  Lamm,  Munich,  Germany;  and  five 
grandchildren. 
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Dr.  G.  S.  McReynolds 

Dr.  George  Street  McReynolds  died  July 
29, 1974,  at  St.  Mary’s  Hospital,  Galves- 
ton, following  a brief  illness.  He  was  64 
years  old. 

Dr.  McReynolds  received  a BA  degree 
from  The  University  of  Texas  Medical 
Branch  at  Galveston.  He  completed  an  in- 
ternship and  residency  in  otolaryngology 
atTemple  University  Hospital,  Philadel- 
phia, and  was  certified  by  the  American 
Board  of  Otolaryngology  in  1940.  He  was 
appointed  an  instructor  in  otolaryngology 
at  The  University  of  Texas  Medical  Branch 
at  Galveston  in  1941,  and  served  as  chief 
of  the  division  of  otolaryngology  at  UTMB 
from  1961-1968.  He  was  clinical  instruc- 
tor in  the  division  of  otolaryngology  from 
1968  until  his  death. 

The  physician’s  medical  memberships  in- 
cluded American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology,  American  Bron- 
cho-esophagological  Association,  Ameri- 
can College  of  Chest  Physicians,  American 
College  of  Surgeons,  Galveston  County 
Medical  Society,  Texas  Medical  Associa- 
tion, and  American  Medical 
Association. 

He  is  survived  by  his  wife,  Sheddie  Usher 
McReynolds,  Galveston;  three  sons.  Dr. 
Ward  McReynolds,  Dr.  Walter  McReynolds, 
both  of  Houston,  and  Roger  McReynolds, 
Los  Angeles;  two  sisters;  and 
four  grandchildren. 


Dr.  R.  E.  Travis 

Dallas  internist.  Dr.  Richard  Edward  Trav- 
is, died  Nov  2,  1974. 

Born  in  Litchfield,  III,  in  1925,  Dr.  Travis 
received  an  MD  degree  from  the  Universi- 
ty of  Tennessee  College  of  Medicine  in 
Memphis.  He  held  an  internshipatthe  St. 
John’s  Episcopal  Hospital,  Brooklyn,  NY, 
and  residencies  in  internal  medicine  and 
pulmonary  diseases  at  the  Kennedy  Veter- 
ans Administration  Hospital,  Memphis.  He 


remained  with  the  Veterans  Administration 
as  a staff  physician  until  his  move  to 
Dallas  in  1962. 

Dr.  Travis  was  a member  of  the  Texas 
Medical  Association,  the  Dallas  County 
Medical  Society,  and  the  American  Medi- 
cal Association.  He  is  survived  by  two 
daughters,  Lisa  T ravis  and  Amelia  T ravis, 
both  of  Dallas;  two  sons,  Richard  Travis 
and  Adam  T ravis,  both  of  Memphis;  his 
mother,  Mrs.  John  B.  Travis,  Sr.,  Dallas; 
and  a brother,  John  B.  Travis, 

Jr.,  Dallas. 


Dr.  W.  E.  Kuenast 


Dr.  Travis 


Dr.  Kuenast 


Austin  radiologist.  Dr.  Werner  Erich  Kuen- 
ast, died  Sept  22,  1974  in  Houston.  Cause 
of  death  was  cancer  of  the  colon. 

A native  of  Neustadt,  Germany,  the  54- 
year-old  physician  received  his  medical 
degree  at  the  Medical  Academy  of  Duessel- 
dorf.  His  postgraduate  training  from  1948 
through  1952  included  one  year  in  inter- 
nal medicine  and  one  year  in  pathology  at 
the  University  of  Wuerzburg  hospital.  He 
continued  his  training  in  radiology  at  the 
same  hospital. 

Dr.  Kuenast  came  to  the  United  States  in 
1953  on  a teaching  and  research  fellow- 
shipfrom  The  University  of  Texas  Medical 
Branch  at  Galveston  in  the  Department  of 
Radiology  where  he  joined  the  staff  as  as- 
sistant professor.  The  physician  moved  to 
Austin  in  1960  and  was  chief  radiologist 
at  Brackenridge  Hospital  at  the  time  of 
his  death. 

Dr.  Kuenast  was  a member  of  the  Texas 
Medical  Association,  Travis  County  Medi- 
cal Society,  American  Medical  Association, 
Association  of  American  Physicians  and 
Surgeons,  Southern  Medical  Association, 
Radiological  Society  of  North  America, 
American  College  of  Radiology,  Texas 
Radiological  Society,  and  theTravis  Coun- 
ty Radiological  Society  (past  president). 

Dr.  Kuenast  was  certified  by  the  American 
Board  of  Radiology.  He  was  also  a recipi- 
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Dr.  O’Neill 


ent  of  the  Medallion  in  Nuclear 
Medicine. 

Surviving  family  members  include  his 
wife,  Dr.  Edda  Inge  Kuenast,  Austin;  two 
sons,  Walter  Kuenast  and  Raymund  Kuen- 
ast, both  of  Austin;  and  a daughter,  Angie 
Kuenast,  Austin. 


Dr.O.  R.  O’Neill 

Dr.  Owen  R.  O’Neill,  retired  Paris  physi- 
cian, died  Nov  14,  1974  in  a local 
hospital. 

Born  in  1888  in  Clarksville,  Dr.  O’Neill  at- 
tended The  University  of  Texas  at  Austin 
and  graduated  from  The  University  of  Tex- 
as Medical  Branch  at  Galveston.  He  served 
as  a major  in  thearmy  in  Franceduring 
World  War  I.  Dr.  O’Neill  was  a member  of 
the  original  staff  of  the  Sanitarium  of  Paris. 
In  1926,  the  EENT  specialist  became  a 
fellow  of  the  American  College  of 
Surgeons. 

Memberships  included  the  Texas  Medical 
Association  and  the  Lamar  County  Medical 
Society.  He  once  served  as  chairman  of 
the  EENT  Section  of  the  American  Medical 
Association  and  was  a past  president  of 
the  Texas  Society  of  Ophthalmology  and 
Otolaryngology  Society. 

He  is  survived  by  a foster  daughter,  Mrs. 

E.  J.  Revell,  Austin;  a sister,  Mrs.  Adelle 
Baker,  Santa  Barbara,  Calif;  a grandson, 
and  several  nieces  and  nephews. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
INPATIENT-OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 


A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay,  M.D. 


PSYCHOLOGY 


George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph.D. 


Fred  H.  Jordan,  M.D. 
John  T.  Holbrook,  M.D. 


Tom  I.  Payton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 


BUSINESS  MANAGER 


Daphne  Burrows 


O.T.  AND  R.T.  THERAPY 

COURTESY  STAFF  (Acting  Director) 

Jeanette  Boothe 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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The 

Pain  Phone 


When  a telephone  prescription 
for  pain  relief  is  necessary  or 
convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with 
Codeine  in  45  of  the  50  statest 
That  includes  No.  4,  which  provides 
a full  grain  of  codeine  for  more 
intense,  acute  pain. 


& 

Weltcome 


[ Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 


COMPOUND 

c CODEINE 

No.  4 codeine  phosphate* 
(64.8mg]gr1 

No.  3 codeine  phosphate* 
(32.4  mgjgr  I/2 

Each  tablet  also  contains  aspirin 
gr  3'/2,  phenacetin  gr  2V'2, 
caffeine  gr  '/2. 

■ Warning-may  be  habit-forming. 


t The  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon.  Rhode  Island,  and 
the  District  of  Columbia 


Rondomyom 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS;  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
greup  unless  other  drugs  are  not  likely  to  be  elfectiue  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxiclty  has 
also  been  noted  In  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  inlants.  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfleld  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  tour  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  ad)ustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  Infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  ot  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms);  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin;  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS) . 

Renal  loxicily;  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  ot  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule;  900  mg  initially,  followed  by  300  mg 
q.i  d.  fora  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin’  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  tor  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  tor  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS) . total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

Iffi  WALLACE  LABORATORIES 

CRANBURY,  NEW  JERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomvcin  3oo.g 

[metihacycline  HCI] 

Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 

minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended 


Sidonna 

Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 

A working  partnership 
against  the 
pain  of  gas  and  spasm 


Entrapped  gas  ••• 

Silent  ^ 
partner  of 

GI  spasm 

Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidonna 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a nonsystemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladonna  alkaloids.  And  Sidonna  provides 
mild  sedation  with  butabarbital. 

Sidonna.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  syndrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindications : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects : dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage:  one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 

Reed  & Carnrick/ Kenilworth,  N.J.  07033  |||H 


Starlite  Village 
Hospital 


Center  Point,  Texas 

Ph.:  634-2212 
634-2213 


A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 

CHAMPUS  APPROVED 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 


GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee.  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 

R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon.  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D.,  F.A.C.P. 

I.  L.  Humphrey,  Jr.,  M.D. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D..  Cardiology 
David  M.  Pogue,  M.D..  Cardiology 
Wendell  I.  Wyatt,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr..  M.D.,  A.B.F.P. 

Melvin  Horany,  M.D.,  A.B.F.P. 

James  T.  Cook,  M.D. 

UROLOGY 

Farid  G.  Khoury,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


the  original 
triple  antigen 


NOW  IS  THE  TIME  TO 
PROTECT  YOUR 
PATIENTS  FROM 
SEVERE  REACTIONS 
TO 


POISON 
IVY 
OAK 
SUMAC 


RHUS-ALL  is  an  effective  prophylactic 
against  these  three  common  summer  irritants. 
Usual  dosage  consists  of  2 - 3 injections  intra- 
muscularly, at  weekly  intervals,  prior  to  exposure. 


POMPANO  BEACH,  FLORIDA  33064 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D. 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOIOGY  ASSOCIATES 

John  S.  Alexander,  M.D.,  M.A.C.R. 

Robert  J.  Atcheson,  M.D.,  M.A.C.R. 

Douglas  E.  Bibby,  M.D.,  F.A.C.R. 

William  V.  Bradshaw,  M.D.,  M.A.C.R. 

Jack  G.  Brooks,  M.D.,  M.A.C.R. 

James  W.  Buice,  M.D.,  F.A.C.R. 

Richard  C.  Gasser,  M.D.,  M.A.C.R. 

Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 

Warren  L.  McFarland,  M.D.,  M.A.C.R. 

DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 

Offices: 

100  Medical  Tower  Bldg.  — 336-8681  800  Eighth  Avenue  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 
2700  Tibbets,  Bedford,  Texas  76021  — 283-5363 


OF  FORT  WORTH 

Preston  W.  Nash,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

J.  C.  Rucker,  M.D. 

R.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  D.  Crawford,  M.D. 

R.  W.  Baggett,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

M.  L.  Gray,  M.D. 

Orthopedic  Surgery: 

Mary  A.  Bone,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong,  M.D. 

Radiology  and  Radioactive  Isotopes: 

D.  B.  Turner,  M.D. 

L.  W.  Ralston,  M.D. 

Urology: 

H.  F.  Rives,  M.D. 

G.  T.  Kimmel,  M.D. 

J.  W.  Fischer,  M.D. 

Pathology: 

J.  G.  Casey 

Harbert  Davenport,  Jr.,  M.D. 

Business  Manager  of  Travis  Clinic 

Anesthesiology : 

S.  J.  Biltz 

W.  T.  Witt,  M.D. 

Adm  of  Travis  Clinic  Foundation 
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THE  DIAGNOSTIC  CLINIC  OF  SAN  ANTONIO.  P.A. 

4647  MEDICAL  DRIVE  SAN  ANTONIO,  TEXAS  78284 


JIM  0.  BAUER,  M.D. 
Gastroenterology 

RAYMOND  S.  BORSHEIM,  M.D. 
Internal  Medicine 

JAMES  I.  COUGHLIN,  M.D. 
Nephrology 

JAMES  M.  DUNCAN,  M.D. 
Gastroenterology 

DERMATOLOGY 

ARTHUR  W.  RICHARDSON,  M.D. 


RADIOLOGY 

JOSE  M.  CHAO,  M.D. 


INTERNAL  MEDICINE 

BERNARD  T.  FEIN,  M.D. 

Allergy  - Immunology 

LEOPOLDO  LAPUERTA,  M.D. 
Chest  Diseases 

CHARLES  J.  LERNER,  M.D. 
Infectious  Diseases 

CHARLES  H.  MIMS,  M.D. 
Oncology 

NEUROLOGY 

MORRIS  H.  LAMPERT,  M.D. 
MICHAEL  ZUFLACHT,  M.D. 


JAMES  D.  O’KEEFE,  M.D. 
Cardiology 

JAMES  R.  O’NEILL,  M.D. 
Cardiology 

BARRY  A.  PORTNOY,  M.D. 
Hematology 

SYDNEY  SCHIFFER,  M.D. 

Diabetes  ■ Endocrinology 

PSYCHIATRY 

WILLIAM  B.  DONOVAN,  M.D. 
WILLIARD  C.  SCHWARTZ,  M.D. 

WHEELER  E.  LAIRD,  Administrator 
(512)  696-5420 


doctors 

need,  is  ^ ^gent 
who  specializes 
in^^pr^tiee 

^iabilit^ 


Physician  Equipment  Floaters 

20 — 30%  Savings  on  Fire  Insurance 


CALL  US  PERSON-TO-PERSON 
COLLECT  OR  HAVE  YOUR  AGENT  CALL 


One  of  the  largest  writers  of 

Malpractice  Liability  in  Texas! 
One  Million  Dollar  Umbrella  Limits 


Russell  Grace,  C.P.C.U. 

Ft.  Worth:  817/332-9268 
Dallas:  214/429-1500 


INSURANCE 

2304  West  Seventh  Street 


Fort  Worth,  Texas  76107 
Telex:  758258 
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MAKE  YOUR  PLANS  NOW  TO  ATTEND  THE 


108th  ANNUAL  SESSION 

of  the 

TEXAS  MEDICAL  ASSOCIATION 

MAY  1-4,  1975 
SAN  ANTONIO 


FOR  FULL  HOUSING  AND  REGISTRATION  DETAILS,  SEE  PAGES  79-82 
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In  one  weekend 
you  can  be  a more 
effective  speaker. 
That’s  a promise. 


► 


These  AMA  training 
seminars  provide  11 
hours  Category  I credit 
in  Continuing  Medical 
Education. 


How?  By  attending  the  AMA  Speakers  and 
Leadership  Program.  Over  8,000  MDs  have. 
Sessions  Include  theory  and  drills  on  message 
preparation,  delivery,  fielding  of  questions,  as 
well  as  individual  coaching  and  instant  TV 
playback.  Registration  fee. 

Programs  are  held  at  the  Marriott  Motor 
Hotel,  O’Hare  Airport  in  Chicago. 

Next  programs  are: 


March  15-16,  1975 
August  30-31,  1975 
October  25-26,  1975 


Contact:  Mortimer  Enright 
Director,  AMA  Speakers 
and  Leadership  Programs 
535  N.  Dearborn  St. 
Chicago,  111.  60610 
(312)  751-6484 


Write  Your  Own  Investment  Subscription  Using 


The  TMA  Retirement  Trust 

LOOMIS-SAYLES 

Mutual  Fund 

A flexibly  managed  mutual  fund  which  seeks 
reasonable  long-term  capital  appreciation  with  a 
prudent  approach  to  protection  of  capital  from 
undue  risks. 

Active  since  1929. 

No-Load  or  Sales  Commission  ] 


and  these  No-Load  Funds 

LOOMIS-SAYLES 

Capital  Development  Fund 

A mutual  fund  seeking  long-term  capital  appre- 
ciation through  investments  in  a well  diversified 
group  of  companies  and  industries  believed  by 
fund  management  to  provide  opportunities  for 
capital  development. 

Founded  in  1961. 

Master  Trust  Available  For  Self-Employed. 


Texas  Medical  Association 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
Gentlemen: 

Please  send  me  a prospectus  and  other  related  material  on  investing 
in  each  of  the  Loomis-Sayles  Funds  under  the  TMA  Retirement  Trust. 

Name 

Street 

City  and  State Zip 
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OFFERING  COMPLETE  PRIVATE 
PSYCHIATRIC  SERVICES  USING 
THE  THERAPEUTIC  COMMUNITY 
APPROACH  IN  AN  OPEN  SETTING. 


Fully  Accredited 
60  Beds 


Mrs.  Billie  Speck,  Administrator 


MEDiCENTER  PSYCHIATRIC  HOSPITAL 


1505  EIGHTH 


WICHITA  FALLS,  TEXAS  76301 


Services  Available 

Psychotherapy  Individual  and  Group 
Chemotherapy 
Recreational  Therapy 
Occupational  Therapy 
Psychological  Testing 
Psychiatric  Social  Worker  Services 
Neurological  Consultation 
Electro-Convulsive  Therapy 
Clinical  Laboratory 
X-ray 
Pharmacy 
Physical  Therapy 
Medical  Consultations 
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lexas  Physicians’  Directory 


Allergy 


Clinics 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.,  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D. 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.O.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Lav/rence  G.  Thorne,  M.D. 

Theodore  J.  Haywood,  M.D.  K.  Venugopalan,  M.D. 

Orville  C.  Thomas,  M.D.  Joel  T.  Appleton,  M.D. 

Joseph  T.  Queng,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  713  661-1444 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE 
John  M.  Church,  M.D. 

Thomas  J.  Coleman,  M.D. 

Robert  R.  Dickey,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

John  E.  Johnson,  Jr.,  M.D. 

O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


HARRIS  HOSEN,  M.D.,  F.A.C.A. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  CoTege  of  Allergists 

Allergic  Diseases 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  883-7411 


921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone;  336-1574  If  no  answer:  9'24-4231 


ALLERGY  AND  IMMUNOLOGY 


Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

T.  L.  Glenn,  M.D. 

C.  L.  Vernor,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Phillip  Kassner,  M.D. 

OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S. 


ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

ADMINISTRATOR 

Gene  Hybner 

DIRECTOR  OF  NURSES 

Clinic — Pat  Parker 


CHARLES  A.  RUSH,  JR.,  M.D. 

Diplomate/American  Board  of  Allergy  & Immunology 

Northeast  Medical  & Surgical  Clinic  Association 
7601  Glenview  Drive,  Fort  Worth,  Texas  76118 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$10  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  in  which 
there  is  an  American  Medical  Association  recognized  specialty  board 
and/or  an  AMA  approved  residency  program.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or  cancellation 
should  be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month 
preceding  publication  month. 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 

THE  CHESTER  CLINICS 

3330  S.  Lancaster  Road,  Dallas,  Texas 

Telephone  214  376-5411 

John  B.  Chester,  M.D.  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  F.A.C.C.,  Cardiology 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  General  Surgery 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

Rudolph  M.  Flasdick.  M.D.,  Diagnosis  & Internal  Medicine 

Robert  B.  Curry,  M.D.,  Internal  Medicine 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 
Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 
Jose  Newman,  M.D.,  Internal  Medicine 

Alfredo  Zevallos,  M.D.,  D.A.B.O.G.,  Obstetrics  & Gynecolo^ 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 
Munir  F.  Bishara,  M.D.,  D.A.B.P.,  Pediatrics  & Infectious  Diseases 
Mehdi  Sheikho  esiam,  M.D.,  Orthopedic  Surgery  & Arthritis 
Geoffrey  Kelham,  M.D.,  D.A.B.R.,  Radiology  & Nuclear  Medicine 
Gerard  Noteboom,  M.D.,  D.A.B.P.,  Consultant  in  Pathology 
Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 
E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs.  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  D.A.B.F.P.,  Family  Practice 

Miles  W.  Davis,  M.D.,  Family  Practice 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 
C.  H.  "Ham”  Rugeley 
Malcolm  D.  Rugeley 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY — CONSULTANT 
L.  D.  O'Gorman,  M.D. 


COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 

DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
J.  A.  Harris.’M.D.,  Family  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 


Telephone  713  948-8521 

Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 

901  Main  Street,  Big  Spring,  Texas  79720,  Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 
GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
J.  E.  Mathews,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

B.  Williams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 


CONSULTANTS  IN  PATHOLOGY 
OBSTETRICS  AND  GYNECOLOGY  Jarrett  E.  Williams,  M.D. 

M.  A.  Porter,  M.D.  B.  B.  Trotter,  M.D. 

J.  W.  Kuykendall,  M.D.  ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charles  N.  Butts,  Asst.  Clinic  Manager 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.  D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 
R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 
Ernesto  Infante,  M.D. 


ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed.  M.D. 

Gene  R.  Lindley,  M.D. 
Martin  L.  Kaplan,  M.D. 


RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D, 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


Do  your  Patients 
understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an 
invitation  for  patients  to  discuss  medical 
costs  with  you.  It  shows  you  care  and  helps 
prevent  doctor-patient  misunderstanding. 

Send  $2.40  to:  Order  Department,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  III.  60610. 
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MEDICAL  AND  SURGICAL  CLINIC  ASSOCIATION 
1200  Summit  Avenue,  Fort  Worth,  Texas  817  338-4747 
GENERAL  SURGERY 

Robert  C.  Barker,  M.O.  *Thomas  E.  Simons,  M.D. 

'Henry  V.  Birdwell,  Jr.,  M.D. 

'Diplomate  of  American  Board  of  Surgery 

INTERNAL  MEDICINE 
DIAGNOSIS 

•John  B.  Fershtand,  M.D.  'James  W.  Tunstill,  M.D. 

Edwin  B.  Wilson,  Jr.,  M.D.  Cornelius  C.  Davis,  M.D. 

PULMONARY  DISEASE 
M.  Ebadat  Ali,  M.D. 

'Diplomate  of  American  Board  of  Medicine 

INDUSTRIAL  MEDICINE 
Mark  N.  Hattarki,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE  CONSULTANTS 
'Harry  W.  Banker,  M.D.  'Samuel  Jagoda,  Jr.,  M.D. 

'E.  E.  Holt,  M.D.  Samuel  Jagoda,  M.D. 

'Diplomate  of  American  Board  of  Radiology 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 

ADMINISTRATOR 
Bryan  Charles 


Colon  & Rectal  Surgery 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


Duodenoscopy 
Colonoscopy 
Colonoscopic  Snare 
Polypectomy 
Arteriography 
Treadmill  Stress  Testing 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


JOHN  C.  WILKINSON,  M.D.,  P.A. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


SOMMAI  SEHAPAYAK  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 
Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


GERALD  A.  CASID,  M.D. 

Dermatology  and  Hair  Transplantation 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  272-5451 


TEXAS  MEDICINE  regularly  lists  highlights  of  more 
than  100  Texas  and  national  meetings.  It  is,  in  fact, 
the  only  major  source  of  medical  meeting  information 
in  the  state.  Keep  informed  by  being  a regular  reader 
of  the  “COMING  MEETINGS”  section. 


TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies 
under  the  Keogh  Act  and  is  approved  by  IRS.  For 
full  information,  write:  TMA  Members’  Retirement 
Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Eye,  Ear,  Nose,  Throat 


DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  Mehdiabadi,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


Family  & General  Practice 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.- 
GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blud.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 


THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 
Nederland,  Texas  77627 
Tel.  (713)  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.* 

*Diplomate  American  Board  of  Family  Practice 


Gastroenterology 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

Considering  a new  practice  opportunity? 

Let  TMA  Help  You! 

We  will  circulate  your  biographical  sketch 
an(J  job  preferences  to  communities  and  to 
medical  groups  looking  for  associates.  No 
service  fee  is  involved. 

Contact: 

Physician’s  Placement  Service 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


BURT  B.  SMITH  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


PAULCARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 
Telephone  915  533-2508 


Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

Alfred  V.  Persson,  M.D.,  F.A.C.S. 

DRS.  THOMPSON,  PATMAN  & PERSSON 
Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


PLAN  NOW  TO  ATTENO  THESE  MEETINGS 
OF  THE  TEXAS  MEDICAL  ASSOCIATION; 

108th  Annual  Session 
May  1-4, 1975  — San  Antonio 

Conference  on  Practice  Management 
October  4, 1975  — Austin 

Conference  on  Legislation 
January  17, 1976  — Austin 

Watch  future  issues  for  details. 
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Internal  Medicine 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


Neurological  Surgery 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8210  Walnut  Hi  I Lane,  Suite  805,  Dallas  Texas  75231,  363-8524 


Casey  E.  Patterson,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Tom  M.  Nash,  M.D.,  Deceased  Morris  Sanders,  M.D. 

Charles  W,  Simpson,  M.D,  Jack  Woolf,  M.D.,  Consultant 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


EL  PASO  NEUROLOGICAL  INSTITUTE 

A Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology  and  Electrodiagnosis 

Allan  L.  Naarden,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 


Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  *'Outh  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  Clayton,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Nuclear  Medicine  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

R.  S.  Clayton,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D.  E.  D.  Seaman,  M.D. 

Diplomates,  American  Board  of  Nuclear  Medicine 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 

Administration:  Melvin  A.  Lyons,  B.A.,  R.T.,  M.S.H.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Obstetrics  & Gynecology 


HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology 

Colposcopy 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  817  335-4393 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D.,  F.A.C.S. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S. 

Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 

Jeffrey  D.  Lanier,  M.D. 

Maple  L.  Avery,  M.D. 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 
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ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 

Parkway  Towers  Professional  Building,  150  West  Parker  Road, 

Houston,  Texas  77022,  691-3905 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

Robert  0.  Bateman,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

BRUCE  C.  TAYLOR,  M.D. 

Diseases  & Surgery  of  the  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
(214)  521-1153 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

6436  Fannin,  Suite  800,  Houston,  Texas  77025 
(713)  529-7321,  529-5828 

Orthopedic  Surgery 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 

CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853-7319 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 

Orthopedic  Surgery 

BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 

Dallas,  Texas  75214 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

1300  N.  Stanton  Street,  El  Paso  79902 

Telephone  915  544-3831 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 

ARTHUR  LORBER,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

515  South  Summit 

Fort  Worth,  Texas  76104 

Telephone  817  336-4019 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 

4849  W.  Lawther  Dr.,  Suite  101 

ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 
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Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


MEDICAL  CENTER  EAR,  NOSE  & THROAT 
ASSOCIATES 

W.  Leonard  Draper,  M.D.,  Otolaryngology,  Otology  and  Nasal  Allergy 
John  W.  Herndon,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 
Richard  M.  Turney,  M.D.,  Otolaryngology 

Jorge  A.  OeCardenas,  M.D.,  Otolaryngology  and  Micro-Laryngeal  Surgery 
Charles  A.  Van  Wart,  M.D.,  Otolaryngology,  Otology  and  Nasal  Plastic 
Surgery 

Melton  J.  Horwitz,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 

Diplomates  American  Board  of  Otolaryngology 

Olaf  Haug,  Ph.D. 

Paul  M.  Baccaro,  M.A. 

Joy  O’Neal,  M.F.A. 

Audiology,  Speech  Pathology,  Vestibular  Testing,  Hearing  Aid  Evaluation 

540  Hermann  Professional  Buildins; 

6410  Fannin,  Houston,  Texas  77025,  713  524-8351 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Raul  M.  Gutierrez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 
Drs.  Hart,  Black,  Clayton,  White,  McGee,  Behike, 
Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

Diplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 


Pathology 


Administration:  MeWin  A.  Lyons,  B.A.,  R.T.,  M.S.H.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES, 
PATHOLOGISTS 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


John  H.  Childers,  M.D.  E.  P.  Jenevein,  M.D. 

R.  R.  Rember,  M.D.  Garry  F.  Rust,  M.D. 

W.  L.  Crofford,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY,  Administrator 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

Villa  Rosa  Professional  Building 

2727  Babcock  Road,  Suite  F,  San  Antonio,  Texas  78229 


“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 
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Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.O.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 
LAURENCE  E.  WOLF,  M.D. 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 


508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


530  Locke  Medical  Building, 

6011  Harry  Hines  Blud.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231 
369-6511 


Psychiatry 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Charles  W.  Bailey,  Jr.,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


KENNETH  WETCHER,  M.D.,  P.A. 

General  Psychiatry  and  Industrial  Consultation 

Clear  Lake  Towers 

16902  El  Camino  Real,  Houston,  Texas,  488-1703 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


3100  Red  River,  Austin,  Texas,  476-9149 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


CHARLES  B.  COVERT,  M.D. 

Psychiatry 

San  Felipe  Green  Professional  Building 

ISOio  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 


SEAT  BELTS  DO  SAVE  LIVES— 
USE  THEM! 
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H.  HARLAN  CRANK,  M.D.,  LFAPA, 

Member,  American  Psychoanalytic  Association 

announces  the  relocation  of  his  office  for  the  restricted  practice  of 

Psychoanalysis  and  Psychiatry 

October  1,  1974 
By  appointment  only 

Office:  (512)  451-6116,  Res:  (512)  451-3526 
5511  Parkcrest,  Suite  202,  Austin,  Texas  78731 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D.,  D.A.B.R. 

Thomas  V.  Hinkle,  M.D.,  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 

Beaumont,  Texas 

James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St..  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  Clayton,  White,  McGee,  Behike, 
Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

R.  S.  Clayton,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D. 

Diplomates,  American  Board  of  Radiology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

•Robert  I.  Hauser,  M.D. 

•H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

Wayne  F.  Keller,  M.D. 

•Len  Dan  Kerr,  Jr.,  M.D. 

Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

•Abe  Hauser,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

•Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomate  American  Board  of  Psychiatry  and  Neurology 


Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Melvin  A.  Lyons,  B.A.,  R.T.,  M.S.H.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Richard  E.  Wood,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D.  Maruf  A.  Razzuk,  M.D. 

DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 


804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 
Fort  Worth,  Texas  76104 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


ROBERT  N.  McGEHEE,  M.D. 

Thoracic,  Cardiac  and  Peripheral  Vascular  Surgery 

532  Medical  Plaza,  800  Eighth  Ave.,  Fort  Worth,  Texas  76104,  332-2720 


TMA  Physicians’  Placement  Service 

. . . Another  service  of  your  association 
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Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
EUGENE  R.  TODD,  M.D.,  DONALD  E.  JOHNSON,  M.D. 

& ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas^  Texas  75246 


THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Grant  F.  Begley,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 


512  University  Towers  Bldg..  1900  N 
Telephone  532-8130  & 533-4765 


Oregon  St.,  El 


Paso,  Texas 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 


DONALD  J.  NEESE,  M.D. 

DONALD  E.  FUERST,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713-521-9538 

400  Medical  Center  Blvd.,  Suite  207 
Webster.  Texas  77598,  Telephone:  713-332-2466 

VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


FOUR  POSTGRADUATE  COURSES 
WILL  BE  PRESENTED  AT  THE 
TMA  1975  ANNUAL  SESSION 

Sunday,  May  4 — 8 am  to  1 pm 
San  Antonio  Convention  Center 

Presented  by  the  AMA  Council  on  Scientific  Assem- 
bly, in  cooperation  with  the  Texas  Medical  Association 

Please  send  registration  coupon  and  check  by  April  14.  Your  ticket 
and  registration  materials  will  be  sent  on  April  21.  Course  tickets  re- 
quested after  the  deadline  can  be  picked  up  at  the  Postgraduate 
Registration  Desk  in  the  San  Antonio  Convention  Center. 

Course  choice  should  be  indicated  in  order  of  preference.  If  minimum 
course  registration  is  not  attained  for  your  first  choice,  or  if  the  course 
is  full,  one  of  your  alternate  choices  will  be  substituted. 

$50  course  fee,  payable  to  the  American  Medical  Association,  must 
accompany  your  registration.  An  additional  $15  is  required  of  non-AMA 
members.  Each  course  offers  five  hours  of  Category  I credit  toward 
the  AMA’s  Physician’s  Recognition  Award. 


AMA/TMA  Postgraduate  Courses— May  4,  San  Antonio 

No.  Order 
of  Preference 


A.  Chronic  Obstructive  Lung  Disease 

$sn 

B.  Office  Orthopedics 

$.sn 

C.  Basic  Electrocardiography 

$50 

D.  Dermatology  for  Nondermatologists 

$50 

Name 


Present  your  ideas 
in  Texas  Medicine 

For  details  on  submitting  manuscripts, 
send  for  a copy  of  “Information  for  Authors.” 
Mrs.  Marilyn  Baker,  Managing  Editor 
TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


Address. 


City/State/Zip 

Check  must  accompany  request  for  course,  payable  to  AMA. 
Mail  to: 

Circulation  and  Records  Dept. 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’u  needed  by  19  doctor  trroup, 
100-bed  fully  accredited  hospital.  Salary  open.  I'ull  partnership  in  one 
yaar.  For  sidditional  details,  write  John  B.  Chester,  M.D.,  S330  South 
Lancaster  Road,  Dallas,  Texas  76216. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a four 
man  vroup  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  buildinK  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  risrht  man  at  $36,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  All 
office  expenses  paid.  Visitins  & relocation  expenses  paid.  Please  reply 
to  Ad-801,  Textu  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS:  Average  earn- 
ings $46  ,000  with  guarantee.  Full  department  status.  Maintain  free  prac- 
tice of  medicine.  Work  for  patient  on  fee-for-service  basis.  Call  1-612-663- 
8221.  Apply  to  Ad-417,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
78701. 

FAMILY  PRACTICE  PHYSICIAN  NEEDED  to  join  a three  man  p-oup 
doing  general  practice.  New  community  hospital  and  new  clinic  building 
under  construction  now,  modem  golf  course,  large  lake,  excellent  hunting, 
excellent  schools  with  no  busing  and  no  integration  problems.  90  minutes 
from  Dallas-Fort  Worth.  No  investment  necessary.  Salary  first  year 
negotiable,  with  partnership  after  one  or  two  years  if  desired.  Contact 
K.  J.  Wharram,  M.  D.  or  A.  D.  Major,  M.D.,  Nocona,  Texas  76266.  AC 
817-826-8371. 


WANTED:  PHYSICIAN  TO  JOIN  GENERAL  SURGEON  AND  GEN- 
ERAL PRACrmONER  in  small  town.  Privately  owned  clinic  and  hos- 
pital combination.  Guaranteed  salary.  Prefer  family  practice  specialist. 
For  additional  Information,  please  contact  M.  A.  Childress,  M.D.,  P.O. 
Box  289,  Goldthwaite,  Texas  76844;  Phone  916-648-2212. 


FAMILY  PRACTICE,  with  two  other  family  practitioners.  Two  hospi- 
tals with  660  beds  within  fifteen  minute,  4 lane  drive.  Progressive  Cen- 
tral Texas  community  of  4,360  population.  Community  void  of  problems 
of  large  cities.  16  miles  to  Waco  (pop.  102,000);  100  miles  to  Dallas, 
Fort  Worth,  and  Austin.  Good  schools  (no  bussing),  churches,  country 
club  with  18  hole  golf  course,  three  nearby  lakes,  recreational  facilities. 
An  excellent  place  to  raise  a family.  New  associate  would  be  on  salary 
first  year;  partnership  in  association  later.  Exchange  calls  and  week- 
ends with  two  other  physicians.  Contact  R.  Dean  Elliott.  Administrator, 
414  Johnson  Drive,  McGregor,  Texas  76667.  AC817-840-8281. 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas,  Our  brand  new  66,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
locat^  in  a city  of  luu.uou  people  in  North  Central  Texas — close  to 
everything — but  away  from  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-8661,  at  601  Midwestern  Parkway,  East,  Wichita  Palls, 
Texas  76302. 

TEXAS,  SAN  ANTONIO:  EMERGENCY  PHYSICIANS  NEEDED  for 
new  group  serving  three  hospitals;  65,000  ER  visits  a year.  Pee-for-serv- 
ice.  Departmental  status.  Past  earning  history  $48,000  plus  additional 
income  for  optional  participation  in  employee  health  service.  Write  or 
call  George  Pruett,  M.D,,  P.O.  Box  6530,  San  Antonio,  Texas  78209. 
Telephone  512-653-5356  or  512-222-0746. 


ENNIS,  ELLIS  COUNTY:  OPPORTUNITY  for  family  practice  in 
community  of  12,000,  serving  a trade  area  of  20,000.  Five  physicians  in 
town,  one  hospital,  66  beds,  open  staff.  36  miles  from  Dallas.  No  week- 
end _E.  R.  call,  covered  by  hospital  based  physicians.  City  of  Ennis  em- 
ploying physicians  on  contract  basis,  office  supplied,  nurse  supplied, 
billing  provided,  group  hospitalization,  paid  vacation,  etc.  Contact  Ron- 
ald Hudspeth,  Administrator,  Ennis  Municipal  Hospital,  803  West  Lam- 
pasas, Ennis,  Texas  76119. 


PEDIATRICIAN  TO  JOIN  three  board  certified  pediatric  group  in 
professional  association;  liberal  salary  and  fringe  benefits;  new  pediatric 
center  building  to  be  completed  in  October  is  located  next  to  teaching 
Children’s  Hospital;  beautiful  city  by  the  sea,  warm  year  round  climate, 
population  260,000.  For  details  write  Box  3164,  Corpus  Christi,  Texas 
78404. 


PHYSICIAN  OWNED  AND  MANAGED  HOSPITAL.  168  beds,  has 
immediate  opening  for  two  general  practitioners  who  are  interested  in 
practicing  in  a physician  oriented  community  with  guaranteed  success. 
These  are  private  practice  opportunities.  Only  two  offices  remaining  in  a 
new  and  beautiful  medical  complex  next  to  the  hospital.  The  hospital 
will  insure  your  medical  success  by  offering  a six  months  cash  guarantee 
of  $6,000  per  month  in  addition  to  six  months  free  rent.  This  is  a rare 
opportunity  for  general  practice  physicians  who  would  like  to  work  in  a 
GP  community.  Pasadena,  Texas  is  a progressive  city  of  100,000  located 
as  a suburb  of  Houston,  Texas,  near  the  Manned  Space  Craft  Center; 
medical  community  enjoys  high  per  capita  earnings,  open  staff  policies, 
and  unlimited  medical  opportunities.  For  additional  information  write  or 
call  Richard  Fly.  Pasadena  General  Hospital,  1004  Seymour,  Pasadena. 
Texas  77606.  Phone  713-473-1771. 


FP  OR  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
oompatabllity,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
694-8696  for  Barnes,  Colwell  or  Cook. 


NEEDED  IMMEDIATELY:  FAMILY  PRACTITIONER.  The  communi- 
ty has  three  family  practitioners,  one  will  retire  shortly.  The  communi- 
ty and  surrounding  counties  serve  over  16,000.  The  hospital  has  77  beds 
and  JCAH  approved.  The  medical  community  is  harmonious  and  stable. 
Contact:  Edward  G.  Clark,  713-348-2631,  Madison  County  Hospital,  Box 
698,  Madisonville,  Texas  77864. 


PHYSICIANS  AND  PSYCHIATRISTS— general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $22,600  to  $29,600  with  usual 
state  benefits.  Texas  license  or  reciprocity  required.  Contact  the  Recruit- 
ing Specialist.  Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol 
Station,  Austin,  Texas  78711.  612-464-3761.  An  equal  opportunity/affir- 
mative  action  employer. 

CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
adult  psychiatry  training.  Academic  program  in  child  development,  fami- 
ly therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psycho-pharmacology  and  ethology.  Basic  clinical  orientation  in 
child  development  with  intensive  individual  supervision  in  psychoanalytic 
and  eclectic  modalities,  and  pediatric  neurology.  Research  opportunities 
in  genetic  and  metabolic  disorders,  child  development,  linguistic  anthro- 
pology, community  services  and  other  fields.  Excellent  opportunities  in 
teaching,  administration,  inpatient  and  outpatient  clinical  programs. 
New  60-bed  inpatient  unit  for  children.  Liaison  with  graduate  schools, 
medical  school,  and  community  programs.  Stipends:  First  year,  $13,000; 
second  year,  $14,000;  third  year,  $16,000;  fourth  year.  $16,000.  Contact 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  & Research,  Austin 
State  Hospital,  4110  Guadalupe,  Austin.  Texas  78761. 

PSYCHIATRIC  RESIDENCY  in  approved  3-year  program.  Effective 
connections  with  universities,  medical  schools,  private  clinics,  and  com- 
munity centers.  Outstanding  faculty  and  programs.  Stipends  with  Texas 
license  are  $13,000,  $14,000,  and  $16,000  per  year.  In  addition,  now 
offering  residency  in  child  psychiatry.  For  full  information  write  to; 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  & Research,  Austin 
State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78761. 

WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
East  Central  Texas.  New  joint  commission  approved  30  bed  hospital.  190 
nursing  home  beds.  Airport.  New  junior-senior  high  complex.  Railroad 
division  point.  Small  industry.  Primary  income  ranching.  Three  fishing 
lakes.  Deer,  quail,  dove  hunting.  Country  club.  No  initial  investment 
necessary.  Contact  Drs.  Gage,  Cox  or  Halbert,  315  Main  Street,  Teague, 
Texas  76860.  


board  ELIGIBLE  PSYCHIATRIST  for  out-patient  clinic,  general 
physician  or  physician  with  special  interest  in  mental  retardation.  Liber- 
al vacation  and  sick  leave,  partial  payment  for  excellent  hospitalization 
and  life  insurance,  affiliation  with  Texas  Tech  University  M^i^l 
School.  Must  have  Texas  license.  Call  or  write  Preston  Harrison,  M.D., 

Superintendent,  P.O.  Box  231,  Big  Spring,  Tx  79720,  915-267-8216. 

INTERNISTST^’ETHOPEDISTS,  family  PRACTITIONERS,  Pedia- 
tricians, Otolaryngologists  and  Obstetrician-Gynecologists.  Private  prac- 
tices in  Houston,  Dallas,  Hillsboro,  Sweetwater,  Tomball,  Conroe  and  Bay- 
town.  Not  an  employment  agency.  We  will  put  you  in  touch  with  phy* 
sicians  requesting  these  fields  as  badly  needed  in  their  community. 
Group,  associate  and  solo  openings.  No  cost  or  obligation  to  interested 
or  requesting  physicians.  Write  with  C.V.  and  preferences  to  Sanford 
Smith.  Director  of  Physician  Planning,  Hospital  Management  Corpora- 
tion,  12421  East  Freeway,  P.O.  Box  9836,  Houston,  Texas  77016.  (71o) 


INTERNIST-GENERAL  PRACTITIONER;  Clinic,  including  lab  and 
x-ray.  Join  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  subsequent  partnership  offered.  Contact  Ribelles 

Clinic  Association,  9801  Katy  Freeway,  Houston,  Texas  77024. 

GENERAL  SURGERY,  FAMILY  PRACTICE  affluent  county  seat  farm 
community.  Good  schools,  churches,  hunting,  fishing,  unique  private 
country  club,  all  facilities.  Avoid  complexities  of  city.  Be  kind  to  yourself 
and  family.  Rear  children  in  peaceful,  small  town  atmosphere.  Enjoy 
being  part  of  total  community  activities,  28  bed  JCAH  hospital.  Please 
reply  to  Ad-541.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  or  phone  806-447-2521  collect. 


WANTED:  GENERAL  PRACTITIONER  primarily  interested  in  medi- 
cal practice  with  minor  office  surgery  and  no  obstetrics:  join  profes- 
sional association  with  four  internists,  two  surgeons  and  four  general 
practitioners  in  beautiful  Tyler,  Texas.  Tyler  is  the  medical  center  of 
East  Texas  with  all  specialties  represented,  along  with  fine  medical  at- 
mosphere and  outstanding  facilities.  Contact  Carroll  McCrary.  Adminis- 
trator of  Medical  & Surgical  Clinic  Professional  Association,  Box  3026, 
Tyler,  Texas  75701.  


PSYCHIATRIST  OR  PHYSICIAN  INTERESTED  in  unique  psychiatric 
therapeutic  opnortunity  as  program  chief  to  lead  mental  health  team  in 
adolescent,  geriatric,  behavior  modification,  forensic  or  general  psychiatry 
program.  Reiiuires  motiv.ation  and  ability  to  assume  responsibility,  exer- 
cise authority,  plan  and  direct  innovative  programs.  Beautiful  small  town 
living  near  metropolitan  areas,  many  colleges.  Housing  available.  Texas 
license  required.  Psychiatrist  $27,500-$30,000.  Physician  $24.00n-$27,500. 
Immediate  openings.  Call  collect  or  write:  Robert  B.  Sheldon,  M.D.,  Super- 
intendent, Rusk  State  Hospital,  P.O.  Box  318,  Rusk.  Texas  75785. 
(214)  683-5481.  An  equal  employment  opportunity-affirmative  action 

employer. 


PHYSICIAN  WANTED  FOR  GENERAL  PRACTICE  in  fine  small  town 
within  easy  distance  of  three  large  cities.  Comi)lete  hospital.  Office  space 
available.  Substantial  citizenry,  good  place  to  raise  children,  good  hunting 
and  fishing.  Hill  Country.  W.  Grote,  Administrator,  Mason  Memorial 
Hospital,  Box  207,  Mason.  Texas  76856.  (916)  347-6345. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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FACULTY  POSITION  AVAILABLE — The  University  of  Texas  Medical 
School  at  Houston  has  full-time  and  part-time  faculty  positions  in  family 
practice  open  to  board  eligible  or  board  certified  physicians  with  practice 
experience.  Duties  include  undergraduate  and  graduate  teaching  in  family 
m^icine  with  patient  care  supervision  in  Model  Office  and  in  hospital. 
Send  curriculum  vitae  to  Jack  Haley,  M.D.,  Program  Director,  Family 
Practice,  Memorial  Hospital  Central,  1100  Louisiana,  Houston,  Texas 
77002. 

PHYSICIANS  WANTED  for  care  of  mentally  retarded  at  Travis  State 

School.  Austin,  Texas  78767.  Salary  attractive.  Write  or  phone  the  Super- 
intendent or  Medical  Director,  P.O.  Box  430,  Austin,  Texas  78767;  Phone 
512-926-2410.  An  equal  opportunity  employer.  

POSITION  available” Beginning  faculty  members.  Department  of 
Community  Medicine.  Specific  patient  care  responsibilities  in  student  and 
employee  health  services  with  emphasis  on  prospective  medicine  and  these 
health  maintenance  programs  as  teaching  and  research  models.  Salary 
competitive.  Inquire  Student  Health  Service,  c/o  Dean’s  Office,  The  Uni- 
versity of  Texas  Medical  School  at  Houston,  Texas  Medical  Center,  6400 
West  Cullen  Street,  Houston,  Texas  77025. 

GENERAL  PRACTITIONER  WANTED  in  Poteet,  Texas,  25  minutes 
south  of  San  Antonio,  Texas.  Ten  minutes  to  the  nearest  hospital.  Area 
population  over  7,500.  Fully  equipped  clinic  for  two  doctors.  Rental 
$160  per  month,  per  doctor.  Sanctioned  by  county  medical  society. 
Phone  A.  A.  Hollub.  742-3315,  Poteet,  Texas,  or  Zola  Price,  742-3295, 
Poteet,  Texas  78065. 

EMERGENCY'  PHYSICIANS;  Sunny  San  Angelo  needs  emergency 
physicians,  $48,000  minimum.  Call  collect  or  write:  .1.  J.  Mathewson, 
M.D.,  Medical  Director  of  the  Emergency  Department  or  Mr.  Tol  Ter- 
rell, Administrator,  Shannon  West  Texas  Memorial  Hospital,  P.O.  Box 
1879,  San  Angelo,  Texas  76901.  Telephone:  91 5-653-6741. 

FAMILY  PRACTICE  IN  AUSTIN:  Join  four  young  family  physicians 
in  space-sharing  Northwest  Clinic,  suburban  Austin.  6000  sq.  foot  mod- 
ern, well  equipped  office;  minimal  call;  no  administrative  problems: 
tailor  your  own  practice.  Surgery,  OB  & family  practice  residency 
teaching  all  available.  J.  L.  Kelly,  M.D.,  8010  Shoal  Creek,  Austin, 
Texas  78758.  512-454-2596. 


TEXAS— E.D.  PHYSICIANS— IMMEDIATE  POSITIONS:  Golden  Gulf 
Coast  area.  $56,000  minimum.  Malpractice,  life,  major-medical,  dis- 
ability. Sportsman’s  paradise  1 Enjoy  year-round  outdoor  activities 
(fresh,  salt  water).  Educational,  cultural  opportunities.  Astrodome, 
NASA  nearby,  Houston  metropolitan  facilities.  Submit  resume:  GCEP, 
3325  Plainview,  Suite  7,  Pasadena,  Texas  77504.  713-943-1918. 


GALVESTON  COUNTY  HEALTH  DISTRICT— B.P.  or  F.P.:  Position 
presents  the  opportunity  to  assist  in  the  expansion  of  a Model  Com- 
prehensive Family  Oriented  Practice  with  multi-disciplined  services  in 
a community  health  center  for  ambulatory  ijatient  care:  possibility  of 
university  affiliation:  must  be  licensed  in  Texas.  Salary  $30,000  to 
$33,000.  Send  inquiries  with  curriculum  vitae  to:  Medical  Director, 
Galveston  County  Coordinated  Community  Clinic,  P.O.  Box  939,  La 
Marque,  Texas  77568. 


FACULTY  POSITION  IN  PSYCHIATRY  AVAILABLE— Texas  A&M 
University  is  currently  developing  a new  Program  in  Medical  Educa- 
tion. The  two-year  preclinical  course  of  instruction  will  be  presented 
primarily  on  the  TAMU  campus;  the  clinical  curriculum,  occupying  the 
3rd  and  4th  years,  will  utilize  the  faculty  and  facilities  of  the  Baylor 
College  of  Medicine  and  its  affiliated  hospitals  in  Houston  as  well  as 
the  Veterans  Administration  Center  and  the  Scott  and  White  Clinic 
and  Hospital  in  Temple,  Texas.  A program  director  for  psychiatry  and 
behavioral  science  is  needed.  Teaching  in  the  first  two  years  of  medical 
school  will  be  a major  responsibility.  Qualified  persons  are  invited  to 
make  application.  Letters  of  application  should  include  a resume  of 
pertinent  prior  experience  and  training  and  may  be  directed  to  James 
A.  Knight,  M.D.,  Dean  of  Medicine,  Texas  A&M  University,  College 
Station,  Texas  77843.  An  equal  opportunity  affirmative  action  employer. 


GENERAL  PRACTITIONER  to  join  two  GP’s  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10.  80  miles  from 
Austin.  Modern  three  man  clinic  adjacent  to  36  bed  hospital  recently 
remodeled.  Salary  open,  partnership  available  after  trial  period.  Contact 
Ad-503,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Situations  Wanted 


SITUATION  WANTED;  EXECUTIVE  MEDICINE,  MEDICAL  DIREC- 
TOR: Board  qualified  general  surgeon  MSS,  MHA,  nominee  ACHA,  7 
years  medical  director/commander  military  hospitals.  10  years  chief,  de- 
partment of  surgery.  Special  training  in  medical  audit/accreditation  sur- 
veys, PSRO  and  medical  staff  organization/committees.  Personal  inter- 
views, curriculum  vitae  on  request.  Available  Sept.  1.  1975.  Please  reply 
to  Ad-527,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


OB-GYN,  30  board  eligible,  university  training.  Solo,  associate  or  group 
will  be  considered.  Please  reply  to  Ad-542,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

FAMILY  PHYSICIAN — young,  experienced  GP  wishes  to  locate  in 
Dallas-Fort  Worth  area  this  summer.  Prefer  high  quality  GP  group. 
Please  reply  to  Ad-546.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


GENERAL  SURGEON — FACS  and  AB  surgery,  good  references,  wishes 
to  relocate  from  depressed  area.  Near  good  hospital,  will  share  office  or 
solo  practice.  Available  in  60  days.  Married.  Texas  license.  Please  reply 
to  Clifton  E.  Lowry,  M.D.,  1001  Center  Street,  Owensboro,  Kentucky 
42301. 


DIAGNOSTIC  RADIOLOGIST:  32,  certified  American  Board  of  Radio- 
logy, trained  in  vascular  angiography,  neuroradiology  and  ultrasound; 
seek  solo  or  associate  practice  for  July  1976,  consider  all  locations: 
FLEX  license.  Please  reply  to  Ad-547,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PHYSICIAN,  with  twenty  years  of  experience  in  primary 
care  practice,  bilingual  (Spanish/English)  now  practicing  in  Arizona 
and  also  licensed  in  Texas  would  like  to  relocate  in  Texas.  Please  reply 
to  Ad-648,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  or  call  collect  602-248-5124. 


SEEKING  PEDIATRIC  POSITION:  34,  male  available  June  1976. 
Board  certified  with  five  years  pediatric  training  and  two  years  am- 
bulatory pediatric  fellowship.  Desire  group,  associate  or  solo  in  Texas 
area.  Please  contact  Ad-549,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

PEDIATRICIAN,  34,  married,  two  children,  board  eligible.  Texas, 
Georgia  and  Oklahoma  (FLEX)  licenses.  Desire  group  or  partner. 
Available  July  1975.  Silvestre  F.  Aguilar,  M.D.,  404  Tunnel  Blvd.,  H-6, 
Chattanooga,  Tennessee  37411. 

CARDIOVASCULAR-THCIRACIC  AND  GENERAL  SURGEON,  40^ 
bilingual  (Spanish)  seeks  association  with  group,  institution  or  another 
surgeon.  Available  any  time.  Please  reply  to  Ad-662,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

UROLOGIST — BOARD  ELIGIBLE,  trained  in  major  Philadelphia 
Medical  Center,  looking  for  association  or  solo  practice  in  medium  to 
large  city  or  vicinity  in  Texas.  Available  August  1975.  Please  reply  to 
Ad-553,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas,  Texas  75218. 

VICTORIA,  TEXAS  has  immediate  need  for  pediatrician  and  general 
practitioner  to  establish  their  practice  in  the  Village  Office  Complex. 
Other  doctors  are  overloaded  here  and  are  seeking  new  MDs.  Office  avail- 
able containing  1,000  square  feet.  Write  Village  Office  Complex,  Box 
3365,  Victoria,  Texas  77901  or  call  1-512-575-1662. 

OFFICE  AND  EQUIPl^N'f~FOR“SALE,  LEASE  OR  RENT.  Doctor 
has  retired  (GP).  Location — 3961  East  Lancaster,  Fort  Worth,  Texas 
76103.  Contact  Dr.  G.  A.  King,  1633  Vinewood,  Fort  Worth,  Texas 
76112;  phone  1-817-461-7257. 

FOR  SALE:  Nicely  furnished  office  and  equipment  of  Dr.  A.  G. 
Arrant  (deceased)  and  his  medical  practice  to  some  doctor  wishing  to 
relocate.  Is  in  good  location  on  Hickory  .Street  in  Abilene,  Texas.  If 
interested  call  Mrs.  A.  G.  Arrant,  800  .Sayles  Blvd.,  Abilene,  Texas 
79605  or  call  673-8400. 

FOR  SALTE:  3,469  acres,  four  and  miles  west  of  Cotulla.  Two 
farm  houses,  three  wells,  one  loading  shed,  deer,  quail,  and  dove.  Can 
be  subdivided.  Income  eighty  percent  debt  service.  Please  reply  to  Ad-550, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

CLINIC  AVAILABLE,  Texas  Gulf  Coast,  need  surgeon  and  primary 
physicians;  will  introduce.  Remain  active  as  desired.  Please  reply  to 
Ad-551,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RETREAT  HOME  at  Hideaway  Lake  near  Tyler.  1400  square  feet. 
Three  bedrooms.  Two  baths.  Central  heat  and  cool.  Fireplace.  Completely 
furnished  including  washer  and  dryer.  Storage  barn.  Low  30’s.  J.  H. 
Hunt,  M.D.,  203  Southwest  Bank  Building,  Irving,  Texas  76061.  Phone 

91  /1_9c:q_qc:qi 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
510  West  26th  Street,  Austin,  Texas  78705.  Phone  512-472-9251. 

OLAF  WIEGHORST  Limited  Edition  Western  Art  Prints  in  full  color. 
Signed  by  Artist  and  numbered.  These  collector  prints  are  sold  in  sets  or 
singly.  Satisfaction  guaranteed.  For  color  brochure  write  or  call:  Words  on 
Walls  and  Things,  Inc.,  Dept.  TM,  3608  Highland,  Manhattan  Beach, 
California  90266  (213)  545-3577. 


STAFF  PHYSICIAN 


The  Corporate  Medical  Department  of  Shell  Oil  Com- 
pany, Houston,  Texas,  has  a new  opening  for  a physician 
strongly  oriented  to  clinical,  occupational  and  preven- 
tive medicine.  Previous  industrial  experience  desirable, 
but  not  mandatory.  Salary  competitive  and  commen- 
surate with  qualifications.  Please  send  resume,  in  con- 
fidence, to:  R.  E.  Joyner,  M.D.,  Corporate  Medical  Di- 
rector, Shell  Oil  Company,  P.  0.  Box  2463,  Houston, 
Texas  77001.  Phone  713  220-6359. 
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Advertising  Directory 


FOR  SALE  DOCTORS'  CLINIC 

in  Northeast  Texas’ 

Fastest  Growing  Community 


Includes  four  doctor's  suites, 
lab  and  pharmacy 
Near  new  4-story  hospital 


Write  or  Call  for  Free  Brochure  and  Particulars 

KEN  HALE  AND  ASSOCIATES 
Realtors  and  Insurers  4005  Wesley 

Greenville,  Texas  75401  Phone  214 — 455-2813 

Direct  Dallas  Phone;  214 — 226-7676 


MULTI-SPECIALTY  CLINIC 

Soon  to  be  in  new  clinic  building  adjacent  to  new 
hospital.  Fringe  benefits;  good  climate;  a good 
place  to  live  and  raise  a family.  Rapid  advance- 
ment to  full  association.  Seeking  physicians  in 
the  following  specialties: 

Diagnostic  Radiologist  and  Nuclear  Medi- 
cine / General  Internist  / Internists  with 
subspecialty  in  pulmonary  disease,  gastroen- 
terology, rheumatology,  cardiology  / OB- 
GYN  / Ophthalmology  / Orthopedic  Sur- 
gery / Anesthesiology  / Family  Practice 

For  additional  information  contact: 

J.  E.  Hogan,  M.D.,  Medical  Director 
Malone  and  Hogan  Clinic,  An  Association 
901  Main  Street,  Big  Spring,  Texas  79720 
AC  915  267-6361 


FOR  SALE 

INCOME  PRODUCING  PROPERTIES 

New  Strip  Shopping  Centers 

Cash  Equities  ranging  from 
$25,000  to  $360,000 
1 1 % Return  on  Cash 
If  desired.  Management  Available 

For  Information,  Write 

Ad-540,  Texas  Medicine,  1801  North  Lamar  Blvd, 
Austin,  Texas  78701 

Attention:  Mrs.  G.  Wallace,  Pilgrim  Realty  Co. 
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Editorials 


TEXAS  NEEDS  TO  UPGRADE 
EMERGENCY  MEDICAL  SERVICES 

The  field  of  emergency  medical  services  is  grow- 
ing rapidly  and  involves  both  medical  and  non- 
medical personnel,  yet  it  has  been  called  the 
neglected  disease  of  modern  society. 

We  have  learned  a great  deal  about  providing 
emergency  medical  care,  and  a few  communities 
(such  as  Houston,  Tex;  Jacksonville  and  Miami, 
Fla;  Seattle,  Wash;  and  Nassau  County,  NY)  have 
developed  exemplary  systems.  Nevertheless,  ex- 
cept for  too  few  areas,  emergency  medical  ser- 
vice is  in  the  dark  ages.  Progress  is  fairly  good 
in  the  urban  areas,  but  is  not  adequate  in  terms 
of  regional  and  statewide  systems,  including 
rural  areas. 

When  emergency  medical  services  became  a 
number  1 priority  nationally  a few  years  ago, 
Texas  responded  by  cutting  back  on  funds  for 
such  development.  Consequently  we  remain  far 
behind  in  ability  to  meet  our  citizens’  emergency 
medical  service  needs. 

Even  though  few  people  are  actually  doing 
anything  about  it,  more  people  are  talking  about 
it,  and  that  is  at  least  a step  in  the  right  direc- 
tion. 

Part  of  the  problem  is  that  funding  has  been 
available  on  a hit-or-miss  basis,  and  the  result- 
ing inequities  have  been  counterproductive  as 
far  as  coordinated  areawide  planning  is  concern- 
ed. When  one  community  has  10  or  15  times  as 
much  to  work  with  as  its  neighboring  commun- 
ity, the  two  can  hardly  be  expected  to  come  up 
with  reasonably  equal  and  well-coordinated  sys- 
tems. 


Recently,  however,  the  federal  government 
has  said  that  grants  will  be  madeonlyfor  plan- 
ning and  developing  regional  (as  opposed  to  sin- 
gle community)  emergency  medical  service  sys- 
tems. Councils  of  government  (COGs),  as  inde- 
pendent agents,  are  eligible  for  such  grants,  and 
they  are  becoming  more  concerned  with  making 
improved  medical  care  available  for  all  our  citi- 
zens. 

The  Texas  legislature  should  put  more  em- 
phasis on  emergency  medical  services,  and  the 
executive  office  needs  to  be  made  more  aware 
of  our  state's  deficiencies  in  that  area. 

Adequate  funding  is  imperative,  but  a vehicle 
for  intelligently  spending  these  funds  also  is 
necessary.  In  Texas,  emergency  medical  service 
responsibility  is  centered  in  two  places.  One  is 
the  COGs,  and  the  other  is  the  newly  created  Di- 
vision of  Emergency  Medical  Services  of  the 
Texas  State  Department  of  Health.  Better  co- 
ordination between  these  two  agencies  would  be 
desirable. 

There  are  several  ways  of  establishing  state 
emergency  medical  service  plans,  and  most  of 
those  used  now  are  filled  with  shortcomings.  In- 
formed thinking  now  revolves  around  establish- 
ing regional  systems  that  are  complete,  but  com- 
patible in  their  makeup  with  each  other,  thereby 
establishing  a statewide  network  when  the  indi- 
vidual units  are  functional.  This  would  require 
total  coordination  with  a control  agency  which 
would  also  have  some  control  over  this  develop- 
ment. 

Many  states  have  emergency  medical  advisory 
councils  consisting  of  administrators,  providers, 
and  related  groups,  appointed  by  the  governor 
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to  oversee  the  state’s  progress  in  emergency 
medical  services  development.  If  properly  consti- 
tuted and  given  a certain  amount  of  control,  a 
council  such  as  this  could  be  invaluable  to  an 
implementing  agency. 

The  Texas  Medical  Association’s  Committee 
on  Emergency  Medical  Services  is  \working  in 
many  areas  to  upgrade  the  quality  of  medical 
care  available  to  citizens  in  emergency  situa- 
tions. Of  current  and  specific  interest  to  physi- 
cians is  the  Symposium  on  Emergency  Medical 
Services,  which  will  be  held  Thursday,  May  4, 
duringtheTexas  Medical  Association’s  1975 
Annual  Session  in  San  Antonio.  In  addition  to 
physicians,  civic  leaders  who  would  be  instru- 
mental in  developing  emergency  medical  service 
systems  will  be  welcome  to  attend.  Tentative  pro- 
gram topics  include  the  role  of  telemetry  in 
emergency  medical  services,  trends  in  the  fed- 
eral government  in  developing  emergency  medi- 
cal services  systems,  planning  communications 
to  meet  the  unique  needs  of  your  emergency 
medical  services  system,  role  of  the  emergency 
physician,  planningthe  region-wide  emergency 
medical  services  system,  and  training  needs  and 
techniques  in  a regional  emergency  medical  ser- 
vices system. 

The  Committee  members  hope  that  many 
Texas  physicians  will  take  this  opportunity  to 
learn  more  about  the  scope  of  emergency  medi- 
cal services  systems,  and  accept  the  challenge  to 
put  Texas  out  front  as  a place  where  emergency 
medical  care  is  excellent,  efficient,  and  available 
when  needed. 

Robert  L.  Donald,  MD,  Houston,  Chairman, 

TMA  Committee  on  Emergency  Medical  Services. 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequ( 
and/or  severity  of  grand  mal  seizures 
require  increased  dosage  of  standard  i 
convulsant  medication;  abrupt  withdrz 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous 
gestion  of  alcohol  and  other  CNS  depre 
sants.  Withdrawal  symptoms  (similar! 
those  with  barbiturates  and  alcohol)  h, 
occurred  following  abrupt  discontinua 
(convulsions,  tremor,  abdominal  and  n 
cle  cramps,  vomiting  and  sweating).  K 
addiction-prone  individuals  under  care 


According  to  her  major 
nptoms,  she  is  a psychoneu- 
ic  patient  with  severe 
Kiety.  But  according  to  the 
«cription  she  gives  of  her 
lings,  part  of  the  problem 
y sound  like  depression, 
jis  is  because  her  problem, 
hough  primarily  one  of  ex- 
sive  anxiety,  is  often  accom- 
lied  by  depressive  symptom- 
•logy.  Valium  (diazepam) 

1 provide  relief  for  both— as 
excessive  anxiety  is  re- 
zed,  the  depressive  symp- 
as  associated  with  it  are  also 
en  relieved. 

There  are  other  advan- 
es  in  using  Valium  for  the 
inagement  of  psychoneu- 
ic  anxiety  with  secondary 
aressive symptoms:  the 
chotherapeutic  effect  of 
hum  is  pronounced  and 
)id.  This  means  that  im- 
wement  is  usually  apparent 


in  me  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


ueveillance  because  of  their  predisposi- 
s(  1 to  habituation  and  dependence.  In 
gnancy,  lactation  or  women  of  child- 
■aaring  age,  weigh  potential  benefit 
ainst  possible  hazard, 
cautions:  If  combined  with  other  psy- 
s atropics  or  anticonvulsants,  consider 
'efully  pharmacology  of  agents  em- 
rltyed;  drugs  such  as  phenothiazines, 
lircotics,  barbiturates,  MAO  inhibitors 
131  f other  antidepressants  may  potentiate 
n action.  Usual  precautions  indicated  in 
Kfients  severely  depressed,  or  with  latent 
aression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hofimann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Message  to  a patient:  Live  heaithy 


During-  the  past  25  years  tremendous 
strides  have  been  made  in  all  medical 
areas  of  scientific  knowledge  pertain- 
ing to  medical  practice  and  related 
health  care  fields.  New  drugs  have 
been  introduced  to  extend  the  effec- 
tiveness of  the  physicians’  efforts. 
Sophisticated  technics  have  broaden- 
ed the  range  and  depth  of  surgical 
procedures  to  include  organ  trans- 
plants, joint  replacements,  and  other 
incredible  life-saving  and  function- 
restoring operations.  Long-term 
training  programs  have  increased  the 
knowledge  and  proficiency  of  today’s 
physician  so  that  he  can  apply  newly 
developed  therapeutic  modalities. 

What  has  been  the  effect  of  the  new 
modern  technology  in  the  general 
health  of  the  nation  and  its  people’s 
longevity  ? Life  expectancy  of  Ameri- 
cans has  remained  fairly  steady  for 
several  years,  despite  the  billions  of 
dollars  expended  annually  for  health 
care.  A simple  explanation  lies  in  the 
regrettable  fact  that  we  have  been  un- 
able to  motivate  or  educate  the  Ameri- 
can people  to  take  care  of  themselves. 
Think  of  the  great  number  of  early 
deaths  resulting  from  man-made 
causes — auto  accidents,  homicides 
and  similar  violent  deaths,  drug  over- 
doses, malignancies  caused  by  tobac- 
co usage,  cardiovascular  disease  in- 
duced by  unwise  dietary  and  drinking- 
habits.  We  are  aware  that  knowledge 
is  power,  but  unless  a judicious  appli- 
cation of  knowledge  is  widely  prac- 
ticed, very  little  progress  results. 

In  a medical  practice  which  has 
spanned  one  generation,  the  average 
physician  in  primary  care  could  well 
state  that  30  to  50  % of  his  work  is 
occasioned  by  easily  preventable 
conditions. 

How  to  motivate  people  to  establish 
a life  style  consistent  with  good  health 


remains  the  major  obstacle.  Ameri- 
cans seem  to  employ  modern  tech- 
nology in  compressing  more  and  more 
activities  into  their  lives.  The  result- 
ing intensification  of  the  living  pro- 
cess simply  exhausts  the  human  re- 
sources at  a more  rapid  rate. 

Until  a drastic  change  is  effected  in 
the  present  cultural  patterns  of 
American  living,  very  little  change  in 
the  national  health  will  be  noted. 

Physicians  are  in  the  unique  posi- 
tion of  being  a major  force  in  develop- 
ing a mechanism  for  altering  the  be- 
havior of  people  toward  achieving  a 
more  healthful  environment  and  life 
style.  More  efforts  must  be  directed  to 
accomplish  such  a necessary  goal. 


E.  W.  Schmidt,  MD,  President, 
Texas  Medical  Association. 
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322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D..  F.A.C.S. 
Howard  L.  Smith.  M.  D.,  F.A.C.S. 
Cecil  A.  McRee,  M.D. 

INTERNAL  MEDICINE 
W.  F.  McKinley.  Jr.,  M.D. 

James  S.  Bussell.  M.  D. 

C.  G.  Brown,  M.D. 

VASCULAR  SURGEY 
Cecil  A.  McRee,  M.D. 

EYE.  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 
S.  W.  Hughes.  M.D. 

CARDIOLOGY 
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conditions. 
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A high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Enterobacter, 
Proteus  mirabilis,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  Increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe- 
rience with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  palloror  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he- 
molysis may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
mides and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
johnson  syndrome,  generalized  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus. 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization, arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  E.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 

Bactrirri 

Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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e than  thirty  years 
(Conjugated 
, U.S.P.)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  elHcacy  and  acceptance. 

PREMARIN.  T he  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specihcations  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 

PREMARIN  . . . naturally. 


BRIEF  SUMMARY 

(For  full  prescribiiifi  inforttiation,  see  package 
circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 


1 n d i r a t i o n s : Based  on  a review  of 
PREMARIN  Tablets  by  the  National  Acad- 
emy of  Scienccs-National  Researclt  Council 
and/or  other  information,  FU.A  has  classified 
the  indications  for  use  as  follows: 

Effective:  .As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective;  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (I)  markedly 
impaired  liver  function:  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium:  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions: (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings;  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

Fhe  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
arc  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  I he  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  tfiis  time. 

Hypercalcemia  may  occur  in  as  many  as  1.5 
percent  of  breast  cancer  patients  with  metas- 
tases,  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilisation.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstiibcstrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions;  As  with  all  #ioi  t acting  estrogens, 
the  following  precautions  should  be  observed: 

■A  complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  I week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
shoidd  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibrorttyomala  may  in- 
crease in  sire  while  ttsing  estrogens:  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

Fhe  pathologist  should  he  advised  of  estrogen 
therapy  when  relevant  specimens  arc  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  irr  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  ■jrituitary  functions.  Ibis  should 
be  borne  in  mind  when  treating  patients  in 
whont  fertility  is  desired. 

Fhe  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  althoitgh  treatment  with  estro- 
getrs  may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  1 he  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (Sec  DOS.AGE 
AND  ADMINFSI  RA  riON) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weiglit  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PRF.M.ARIN  should 
he  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indicatiotis  except 
0 selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1 .21)  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating. cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsec|ucnt  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom  free. 

Post  menopause  — 3s  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  I 25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  efiective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  I'aginitis,  Kraurosis  I'ulvae  with  or 
without  Pruritus— O.i  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied;  I’REM.ARIN  (Conjugated  Estro- 
gens Tablets.  U.S.B) 

No.  805— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1 .000. 

No.  800— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000,  Also  in  unit  dose 
package  of  100. 

No.  807— Each  red  tablet  contaitis  0.025  mg., 
in  bottles  of  100  and  1 ,000. 

No.  808— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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Legislators  consider  professional  liability  insurance 

In  order  to  alleviate  the  immediate  problem  of  availability  of  profes- 
sional liability  insurance  coverage,  the  Texas  Medical  Association  has 
urged  the  64th  Texas  Legislature  to  statutorily  create  the  mechanism 
fora  joint  underwritingassociation.  Fora  long-term  solution  to  the 
problem,  TMA  has  recommended  the  establishment  of  a Texas  Pa- 
tients’ Insurance  Compensation  Board  or  Commission. 

Spokesmen  forTMA  wereamongtheSl  representatives  of  the  medi- 
cal profession,  hospitals,  insurance  industry,  legal  profession,  and 
others  who  testified  for  eight  hours  on  malpractice  insurance  prob- 
lemsata  March  4 public  hearingof  the  House  Insurance 
Committee. 

In  response  to  the  testimony.  Rep  Ben  Bynum  of  Amarillo,  committee 
chairman,  referred  the  matter  to  a subcommittee  consisting  of  repre- 
sentatives Ronald  Coleman,  El  Paso,  chairman;  Donald  Cartwright, 

San  Antonio,  vice-chairman;  W.  J.  Blythe,  Houston;  Bill  Hilliard,  Fort 
Worth;  and  D.  R.  Uher,  Bay  City. 

TMA  testimony 

Speaking  for  TMA,  Ace  Pickens,  assistant  general  counsel,  stated 
that  passage  of  this  legislation  would  allow  the  State  Board  of  Insur- 
ance to  promulgate  a plan  of  operation  for  the  joint  underwritingas- 
sociation concerning  such  factors  as  membership,  preliminary  opera- 
tion costs,  management,  underwriting  standards,  reinsurance,  serv- 
icingcarriers,  amounts  of  insurance,  participation  of  carriers,  effec- 
tive date,  period  of  operation,  and  others. 

In  regard  to  the  long-term  solution,  TMA  called  for  a major  legislative 
overhaul  of  the  present  system  of  compensatingthe  medically  in- 
jured. Pickens  said  the  advantages  of  a patients’  commission  would 
include  speedier  and  more  just  disposition  of  malpractice  claims,  and 
adequate  compensation,  but  not  enrichment  to  an  innocent  victim  of 
a medical  mistake.  He  continued  that  the  patient  should  have  an 
efficient,  impartial  evaluation  of  his  complaint,  and  that  the  small 
medical  claim  which  is  just  should  receive  just  disposition.  In  addi- 
tion, the  new  system  should  protect  the  medical  profession  by  a 
schedule  of  coverages  and/or  ceiling  on  claims.  The  TMA  counsel 
said  that  under  such  a plan  the  insurance  industry  should  be  better 

Continued  onp  8 
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New  TMA  committee  focuses  on  health  planning 

Public  Law93-641,  the  National  Health  Planningand  Resources  De- 
velopment Act  of  1974  has  been  designated  as  the  first  major  issue 
of  concern  to  the  newly  appointed  Texas  Medical  Association  Com- 
mittee on  Health  Planning. 

Chaired  by  Dr.  Sam  R.  Barnesof  Trinity,  the  24-member  committee 
met  for  the  first  time  in  Austin  Feb  22.  The  committee  was  formed  in 
the  interest  of  carrying  out  the  objectives  of  TMA  in  the  area  of  health 
planning.  Its  immediate  activities  include  the  dissemination  of  infor- 
mation regarding  PL  93-641  to  the  TMA  membership  and  the  presen- 
tation of  TMA's  policy  position  to  the  governmental  authorities  charg- 
ed with  the  implementation  of  the  federal  law. 

PL  93-641  was  signed  into  law  by  President  Ford  on  Jan  4, 1975.  The 
measure,  long  opposed  by  TMA,  the  American  Medical  Association, 
and  other  medical  and  health  organizations,  creates  a network  of 
regional  health  areas,  with  local  and  state  agencies  required  to  devel- 
opand  implement  health  plans  under  guidelines  prepared  by  the 
Department  of  Health,  Education,  and  Welfare. 

The  law  merges  functions  and  funding  authority  of  Comprehensive 
Health  Planning  (CHP),  Regional  Medical  Program  (RMP),  and  Hill- 
Burton.  InTexas,  CHPhas  been  administered  by  the  Governor's  Of- 
fice of  Comprehensive  Health  Planning  and  the  24  Councils  of  Gov- 
ernments. Hill-Burton  has  been  administered  by  the  Texas  State 
Department  of  Health. 

Major  provisions 

The  major  provisions  of  the  new  laware  numerous.  These  include  the 
setting  forth  of  national  health  priorities  and  the  establishment  of  na- 
tional guidelines  for  health  planning,  thecreation  of  a National  Coun- 
cil on  Health  Planningand  Development,  the  selection  of  a State 
Health  Planning  and  Development  Agency,  the  designation  of  Health 
Service  Areas,  and  the  selection  of  Health  Systems  Agencies. 

Implementation 

Most  immediate  on  the  law's  implementation  schedule  is  a May  4 
deadline  for  state  governors  to  send  their  recommendations  to  the 

Continued  on  p 10  l 
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Liability  insurance 

( continued  from  p6) 

able  to  underwrite  the  program,  the 
competition  for  business  should  be 
broader,  and  the  resultant  public  ben- 
efit in  lesser  premiums  should  be 
experienced. 

This  patients’  commission  would  con- 
sist of  three  to  six  members  with  qual- 
ifications that  one-third  be  public 
members,  one-third  attorneys,  and 
one-third  physicians.  These  would  be 
appointed  by  the  governor,  and  the 
commission  would  be  an  official  state 
agency. 

All  claims  for  medical  injury  would  be 
filed  for  determination  by  the  board. 
The  primary  function  of  the  board 
would  be  to  determine  whether  a 
health  care  provider  had  treated  a 
patient  and  whether  the  patient  had 
sustained  damages  which  were  the 
proximate  cause  of  his  injury.  (It 
might  also  cover  contractual  claims 
such  as  oral  guarantee.)  The  patient 
could  have  a means  of  rejection  in 
writing  accordingto the  bill  and  in 
such  cases,  traditional  means  of  rec- 
overy would  not  be  disturbed. 
Testimony  on  behalf  of  TMA  em- 
phasized that  the  problem  of  malprac- 
tice is  neither  a medical  problem 
alone,  nora  legal  problem,  noran  in- 
surance problem,  but  basically  a 
public  problem,  not  amenable  to  res- 
olution by  any  single  discipline.  TMA 
witnesses  called  for  the  cooperation 
of  attorneys,  the  insurance  carriers, 
the  medical  profession,  hospitals, 
other  health  care  providers,  and  the 
public  by  and  through  its  representa- 
tives in  the  Legislature  to  put  forth 
positive  programs  to  bring  this  prob- 
lem to  manageable  proportions. 


Testimony  on  behalf  of  TMA  also  in- 
cluded a statement  by  Dr.  Ed 
Schmidt,  association  president,  on 
TMA’s  commitment  to  the  continual 
upgrading  of  the  medical  skills  and 
knowledge  of  Texas’  physicians 
through  continuing  education.  Sam 
V.  Stone,  Jr.,  assistant  general  coun- 
sel, presented  the  committee  an  over- 
view of  the  costs  of  insurance  pre- 
miums paid  by  physicians  in  Texas 
and  the  additional  health  care  costs 
to  the  public.  He  cited  a 1973  TMA 
poll  of  members  which  showed  that 
one  in  almost  five  Texas  physicians 
(approximately  20%)  could  expect  to 
be  sued  or  seriously  threatened  with 
suit  duringtheir  professional 
careers. 

The  national  malpractice  situation 
was  reviewed  for  the  legislators  by 
Dr.  Joe  T.  Nelson  of  Weatherford, 
member  of  both  the  TMA  and  Ameri- 
can Medical  Association  Boards  of 
Trustees.  Dr.  Nelson  predicted  that 
during  the  current  year  26  states 
would  hit  a severe  crisis  level  in  re- 
gard to  malpractice  insurance.  The 
two  causes  for  impending  crises  are 
complete  unavailability  of  such  cover- 
age in  some  areas  and  the  extremely 
high  premiums  which  are  forcing  phy- 
sicians to  curtail  or  leave  their  prac- 
tices. Dr.  Nelson  told  the  committee 
that  action  cannot  be  delayed  to  the 
1977  session  of  the  Legislature. 

Also  speaking  before  the  committee 
was  Joe  Christie,  chairman  of  the  Tex- 
as State  Board  of  Insurance.  Christie 
explained  that  the  board  has  had  no 
statutory  authority  over  professional 
liability  insurance  rates.  He  told  the 
committee  of  recent  efforts  to  secure 
statistical  information  from  Texas  in- 
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surance  carriers  and  trial  lawyers  re- 
garding the  incidence  of  malpractice 
suits  in  Texas.  Pending  receipt  of  suf- 
ficient statistical  data,  Christie  reserv- 
ed comment  on  possible 
solutions. 

At  this  time,  ten  bills  have  been  intro- 
duced in  the  Texas  Legislature  re- 
garding relief  of  the  professional  lia- 
bility insurance  problem. 

Health  planning 

( continued  from  p 7) 

HEW  secretary  for  Health  Service 
Areas.  Health  Service  Areas  estab- 
lished throughout  Texas  must  meet 
the  following  requirements:  l)each 
area  shall  be  a geographic  region  ap- 
propriate for  the  effective  planning 
and  development  of  health  services, 
determined  on  the  basis  of  factors  in- 
cluding population  and  the  availabili- 
ty of  resources  to  provide  all  neces- 
sary health  services  for  residents;  2) 
to  the  extent  practicable,  the  area 
shall  include  at  least  one  centerfor 
the  provision  of  highly  specialized 
health  services;  3)  the  area  shall  have 
a population  of  not  less  than  500,000 
or  more  than  three  million  with  cer- 
tain exceptions;  4)  to  the  maximum 
extent  feasible,  the  boundaries  of  the 
area  shall  be  appropriately  coordi- 
nated with  Professional  Standards 
Review  Organization  (PSRO)  boun- 
daries, existing  regional  planning 
areas,  and  state  planning  and  admin- 
istrative areas;  5)  each  Standard 
Metropolitan  Statistical  Area  (SMSA) 
shall  be  entirely  within  the  boundaries 
of  one  health  service  area,  with  cer- 
tain exceptions;  and  6)  an  area  for 
which  a comprehensive  regional  plan 
has  been  developed  and  funded  under 
section  314  (b)  of  the  Public  Health 
Service  Act  and  which  meets  the  other 
requirements  shall  be  designated  by 
the  HEW  secretary  as  a health  serv- 
ice area  unless  the  governor,  upon 
finding  that  another  area  is  a more 
appropriate  region,  waives  such 
requirement. 


Options  available  to  the  governor  for 
designation  of  Health  Service  Areas 
in  the  state  include  the  Texas  State 
Department  of  Health  regions,  the 
Regional  Medical  Program  of  Texas 
(RMPT)  funded  Health  Legislation 
Policy  Committee  proposed  areas,  or 
some  other  geographic  division  selec- 
tion by  the  governor. 

TMA  has  recommended  to  the  gover- 
nor that  the  Health  Service  Areas  be 
drawn  within  the  boundaries  coter- 
minous with  those  of  the  existing 
state  health  department  regional 
boundaries.  This  recommendation  is 
based  on  the  facts  that:  1)  the  health 
department  regional  staff  is  already 
available  with  established  contacts  to 
facilitate  communication  between 
state  agency  and  Health  Systems 
Agencies;  2)  Councils  of  Government 
(formerly  responsible  for  health  plan- 
ning) are  wholly  contained  within 
health  department  regions,  thus  facil- 
itating use  of  health  data  gathered 
previously;  and  3)  the  use  of  health 
department  regions  would  require 
only  three  waivers  of  the  500,000 
minimum  population  requirement. 

State  agency 

Designation  of  the  State  Health  Plan- 
ning and  Development  Agency  by  the 
governor  could  corneas  early  asthis 
springaccordingtothe  implementa- 
tion schedule.  The  designation  is  sub- 
ject to  the  HEW  secretary’s  approval. 
The  designation  can  be  “conditional” 
for  two  years,  and  if  there  is  disagree- 
ment with  the  HEW  secretary,  the 
designation  could  be  delayed  as  late 
asJuneSO,  1979. 

In  regard  to  this  provision,  TMA  has 
recommended  to  the  governor  that 
the  Texas  State  Department  of  Health 
be  selected  as  the  state  agency.  The 
recommendation  is  based  on  numer- 
ous reasons  includingthe  facts  that: 
1)  prior  to  PL  93-641,  35  states  had 
health  planning  activities  and  respon- 
sibilities in  their  respective  health  de- 
partments providing  historical  prece- 
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dent  for  the  action;  2)  maximum  util- 
ization of  existing  expertise  which 
currently  resides  in  the  department 
would  require  only  minimal  budgetary 
adjustments;  3)  creation  of  a new 
agency  would  automatically  run  into 
legislative  resistance  as  a “prolifera- 
tion of  state  agencies,”  as  well  as  re- 
quire a totally  new  budget  and  reor- 
ganization of  personnel;  and 
others. 

TMA  members’  support  is  needed  in 
these  areas:  1)  Write  to  Gov  Dolph 
Briscoe  asking  him  to  designate  the 
Texas  State  Department  of  Health  as 
the  State  Health  Planning  Agency  and 
to  designate  existing  health  depart- 
ment regions  as  Health  Service  Areas 
under  PL  93-641;  2)  Stay  up-to-date 
on  local  developments,  become  in- 
volved in  shaping  area  decisions  on 
health  planning,  and  serve  on  area 
Health  Systems  Agency;  3)  Seek 
membership  on  State  Health  Coordi- 
nating Council  through  nomination  by 
local  HSA  (each  will  be  represented 
by  two  members  on  state  council); 
and  4)  Support  Certificate  of  Need 
Legislation  when  TMA-backed  propos- 
al is  introduced  in  Legislature.  PL 
93-641  calls  for  this  type  of  legisla- 
tion in  each  state,  but  Texas  does  not 
have  such  a law  at  this  time. 

Delegates  to  consider 
constitution  changes; 
full  agenda  of  business 

Fourchanges  in  theTexas  Medical 
Association  Constitution  which  were 
brought  before  the  House  of  Dele- 
gates in  1974,  will  be  voted  upon  by 
the  House  at  the  upcoming  Annual 
Session  in  May. 

The  first  change  in  the  Constitution 
provides  for  equal  status  of  the  an- 
nual and  interim  sessions  of  the 
House  of  Delegates.  This  would  be  ac- 
complished byamendingArticleXIII, 
Section  1,  page  7,  to  read  as  follows: 
(changes  in  italics) 

“Sec  1 . The  House  of  Delegates  may 
amend  any  article  of  this  Constitution 


by  a two-thirds  vote  of  its  members 
present  and  \/o\\r\g  at  any  regular  (an- 
nual or  interim)  session,  provided  that 
such  amendment  shall  have  been  pre- 
sented in  open  meeting  at  the  previ- 
ous session,  published  in  Tex- 

as Medicine,  and  sent  officially  to  each 
member  of  the  House  and  each  com- 
ponent county  society  at  least  two 
months  before  the  session  at  which 
final  action  is  to  be  taken.” 

ArticleXIII  would  be  further  amended 
by  inserting  a new  Section  2 and  re- 
numberingthe  current  Section  2 to 
Section  3 on  page  7 as  follows: 

“Sec  2.  Procedure  for  consideration 
by  the  House  of  Delegates  of  amend- 
ments to  this  Constitution  shall  be 
defined  in  the  Bylaws.” 

The  new  Section  3 (current  Section 
2)  of  Article  XIII  would  be  amended  to 
read  as  follows: 

“Sec  3.  A complete  revision  of  this 
Constitution  may  be  accomplished  by 
a two-thirds  vote  of  the  House  of 
Delegates  at  any  regular  session,  pro- 
vided that  such  complete  revision 
shall  have  been  ordered  in  a preced- 
ing rt-gw/ar  session,  and  the  revised 
version  shall  have  been  published  in 
Texas  Medicine  and  sent  officially  to 
each  member  of  the  House  and  each 
component  county  society  not  later 
than  approximately  three  months 
prior  to  the  session  in  which  the  final 
vote  thereon  is  to  be  taken.” 

A proposed  change  in  the  Constitu- 
tion would  also  provide  for  the  treas- 
urer to  be  a member  of  the  Board  of 
Trustees  without  vote.  This  may  be 
accomplished  by  amending  Article 
IVTrustees,  Section  1,  page  5.  This 
section  would  read: 

“Sec  1 . The  business  affairs  of  the 
Association  shall  be  managed  by  a 
Board  of  T rustees,  comprising  seven 
members,  elected  in  accordance  with 
the  Constitution  and  Bylaws  and  the 
Treasurer  of  the  Association,  who  will 
be  a member  ex  officio  without  vote.” 

In  addition,  more  than  150  items  of 
business  will  be  considered  at  the 
upcoming  sessions  of  the  TMA  House 
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of  Delegates  during  the  108th  Annual 
Session  in  San  Antonio. 

The  Handbook  for  Delegates,  com- 
prising council,  committee,  and  board 
reports  and  resolutions  from  county 
medical  societies  is  scheduled  to  be 
mailed  April  24,  to  members  of  the 
House  of  Delegates,  county  societies, 
and  officers. 

Six  reference  committees  will  make 
recommendations  on  items  in  the 
areas  of  insurance  and  socioeconom- 
ics, legislation  and  government 
health  programs,  medical  education, 
practice,  and  liaison,  public  service 
and  communication,  and  scientific 
activities. 

Topics  to  come  under  consideration 
include  malpractice,  certificate  of 
need,  confidentiality  of  patient’s  rec- 
ords, pharmacy  regulations,  medical 
manpower,  continuing  education,  as- 
sociation insurance  programs,  and 
many  others. 

New  TV  health  series 
airs  on  Texas  stations 

“MEDIX,”  a weekly  television  series 
on  medicine  and  health,  has  recently 
been  syndicated  to  three  Texas 
stations. 

Sponsored  by  Burroughs  Wellcome 
Co,  a North  Carolina  based  pharma- 
ceutical firm,  and  local  county  medi- 
cal societies,  the  30-minute  program 
is  designed  to  provide  the  public  with 
health  care  information  that  will  help 
them  live  normal  and  healthy 
lives. 

Some  of  the  topics  to  be  covered  in 
the  next  couple  months  include  open 
heart  surgery  and  heart  technology, 
an  orthopedic  clinic  for  Mexican  chil- 
dren, youth  concern  for  societal  prob- 
lems such  as  venereal  disease,  pollu- 
tion, sex  education,  drugs,  donors  of 
blood,  dental  care,  and  football 
injuries. 

Texas  stations  airing  the  series  each 
Sunday  include  KFDA,  Amarillo; 
KSWO,  Wichita  Falls;  and  KPRC, 
Houston.  Times  should  be  checked 
locally. 


‘Physicians  for  a day' 
staff  legislative  clinic 

According  to  the  current  count,  83 
physicians  will  participate  in  the 
“Physician  fora  Day’’  program  dur- 
ing the  64th  Texas  Legislature. 
Physicians  from  across  the  state  vol- 
unteertheirtime  and  pay  their  own 
expenses  to  travel  to  Austin  in  order 
to  staff  the  Capitol  medical  clinic  each 
day  of  the  legislative  session.  The 
program,  sponsored  by  the  Texas 
Academy  of  Family  Physicians,  was 
intiated  with  the  63rd  Legislature  and 
was  continued  duringthe  Constitu- 
tional Convention  in  1974. 

The  clinic  has  been  provided  with  ex- 
panded facilities  located  on  the  main 
floor  of  the  Capitol.  Physicians  are  as- 
sisted by  Lyla  Hayward,  a registered 
nurse  from  the  Texas  Department  of 
Public  Welfare. 

New  guidelines  have  been  set  this 
year  to  clarify  treatment  policies.  The 
physician-for-the-day  will  treat  anyone 
in  the  Capitol  building  or  grounds  in 
the  case  of  a true  emergency.  Other- 
wise, treatment  is  limited  to  the  legis- 
lators, their  families,  and  staffs. 

Dr.  Glenn  Mitchell,  chairman  of 
TAFP’s  Legislative  and  Public  Policy 
Committee,  has  coordinated  the  phy- 
sicians’ schedules  forthe  clinic. 

AMA  files  federal  suit 
against  review  regulations 

Ten  patients  and  five  physicians  have 
joined  the  American  Medical  Associa- 
tion in  legal  action  against  new  hos- 
pital utilization  review  regulations 
adopted  by  the  Department  of  Health, 
Education  and  Welfare. 

The  suit,  filed  in  Northern  Illinois 
Federal  District  Court,  seeks  a pre- 
liminary injunction,  on  the  grounds 
that  the  plaintiffs  will  be  “irreparably 
injured’’  if  the  regulations  are  per- 
mitted to  remain  in  force.  Ultimately, 
a permanent  injunction  is 
requested. 

The  AMA  and  its  co-plaintiffs  contend 
that  utilization  review  regulations 
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violate  the  constitutionally  protected 
rights  of  patients  to  receive  medical 
care  in  accordance  with  the  best  judg- 
ment of  their  doctors;  violate  the  con- 
stitutionally protected  rights  of  physi- 
cians to  practice  medicine;  violate 
specific  sections  of  the  Medicare  and 
Medicaid  laws;  exceed  the  authority 
granted  to  the  secretary  of  HEW;  and 
were  issued  in  a manner  contrary  to 
the  procedures  required  by  the  Con- 
stitution and  the  Administrative  Pro- 
cedure Act. 

The  regulations  became  effective  Feb 
1 and  hospitals  have  been  given  until 
April  1 to  file  with  state  agencies  their 
plans  for  implementingthe  regula- 
tions. The  regulations  require  that 
every  decision  by  a physician  to  hos- 
pitalize a Medicare  or  Medicaid  pa- 
tient be  evaluated  by  a utilization  re- 
view team  of  the  admitting  hospital 
within  one  working  day  of  the  pa- 
tient’s admission. 

Physicians  encouraged 
to  submit  ‘health  tips’ 

Physicians  interested  in  reaching  the 
lay  public  with  health  related  infor- 
mation are  urged  to  submit  brief 
“Health  Tips”  articles  to  the  Texas 
Medical  Association’s  Public  Rela- 
tions Division. 

The  purpose  of  the  “Health  Tips”  col- 
umns isto  provide  the  public  with 
authentic,  objective,  and  nontech- 
nical medical  information.  Emphasis 
is  on  guidance  on  building  good 
health  practices,  encouraging  health 
maintenance,  and  preventing  illness 
where  possible. 

Topics  are  chosen  on  the  basis  of  in- 
terest and  importance  to  the  general 
public.  Recent  subjects  have  included 
hiking  for  health,  backache,  sore 
throats  as  a warning  signal,  and  safe 
hunting. 

Currently,  TMA  “Health  Tips”  are  dis- 
tributed to  130  civic,  fraternal,  asso- 
ciation, trade,  and  corporate  publica- 
tions, and  400  weekly  newspapers,  all 
in  Texas.  This  public  health  education 
project  will  soon  be  expanded  to  in- 


clude daily  newspapers  and  radio 
stations. 

Physicians  may  submit  “tips”  on  any 
health  or  medical  topic.  “Seasonal” 
articles  should  be  submitted  at  least 
two  months  prior  to  the  preferred 
publication  date.  Manuscripts  should 
be  typed,  double  spaced,  and  be  be- 
tween two  and  four  pages  in  length. 
Selected  articles  will  be  edited  to 
lengths  appropriate  to  print  and 
broadcast  media  requirements. 


Transition  committee  named 
to  phase  out  RMPT  activity 

Meeting  in  February,  the  Regional  Ad- 
visory Group  of  the  Regional  Medical 
Program  of  Texas  adopted  a mora- 
torium on  new  projects,  criteria  for 
continuing  current  projects,  and  a 
phaseout  approval  program. 

The  moratorium  will  not  include  ac- 
tivities related  specifically  to  the 
transition  of  Regional  Medical  Pro- 
gram activity  into  the  new  health  sys- 
tems agencies  legislation  underthe 
new  health  planning  law,  PL 
93-641. 

ATransition  Management  Committee 
was  approved  to  facilitate  the  phase- 
out procedure.  The  committee  will 
act  forthe  Regional  Advisory  Group 
in  matters  of  transition  activity  fund- 
ing approval  and  rebudgetingfrom 
contract  surpluses. 


‘‘The  bleaching  cream  doesn't  work  on  people,  so 
your  research  just  ended  up  with  a white 
elephant.” 
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People  say,  “Sure  Blue  Cross 
coverage  is  great  insurance  ...  the 
best  there  is . . . but  why  do  I need 
coverage  that’s  that  good?” 

Just  in  case  a bad  break  comes 
your  way. 

Then  you’ll  think  it’s  a bargain. 

Call  your  nearby  Blue  Cross  and 
Blue  Shield  representative.  (And  be 
sure  and  ask  him  about  our  all-new 
group  dental  plans.) 

You’ll  find  him  in  the  Yellow 
Pages.  And  you’ll  find  him  most 
helpful. 


li*..  <Sf  “x.-  ^ 

BlueCross« 

GROUP  HOSPITAL  S£«VIC6.  INC 

Blue  Shields' 

GROUP  LITE  & HE  ALTM  INSURANCE  COMPANY 

Of  Texas 
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Tay-Sachs  disease  target 
of  community  programs 

Actions  are  beingtaken  in  the  Hous- 
ton and  Galveston  areas  to  combat 
Tay-Sachs  disease,  an  inherited  dis- 
order caused  by  the  absence  of  an 
enzyme  which  results  in  the  degenera- 
tion of  the  central  nervous 
system. 

In  Houston,  the  Tay-Sachs  Disease 
Education  and  Prevention  Program 
recently  conducted  its  first  communi- 
ty screeningclinic  in  which  350  per- 
sons participated.  Three  additional 
clinic  screenings  are  scheduled 
through  the  month  of  May.  In  Galves- 
ton, parents  are  being  encouraged  to 
participate  in  the  prenatal  screening 
being  conducted  at  The  University  of 
Texas  Medical  Branch. 

The  disease  affects  primarily  those  of 
Ashkenazic  (Eastern  or  Central  Eu- 
ropean) Jewish  ancestry.  The  risk  of 
having  a Tay-Sachs  baby  exists  only 
when  both  the  husband  and  wife  are 
carriers.  For  these  couples,  there  is 
a one-in-four  chance  of  havinga  Tay- 
Sachs  baby  with  each  pregnancy. 
Thus,  emphasis  is  placed  upon  identi- 
fication of  carriers  of  the  gene  which 
can  now  be  accomplished  by  a simple, 
accurate,  and  inexpensive  blood  test. 
Through  counseling  and  monitored 
pregnancies,  high  risk  couples  are 
able  to  have  children  without  the 
threat  of  giving  birth  to  a Tay-Sachs 
baby. 

The  Houston  program  is  being  spon- 
sored by  Baylor  College  of  Medicine 
and  the  Jewish  Community  Council, 
in  cooperation  with  the  Jewish  Insti- 
tute for  Medical  Research,  B’nai 
B’rith  Women,  Jewish  Family  Service, 
Houston  Rabbinical  Association,  and 
Metro  Houston  March  of  Dimes. 
Accordingto  Dr.  Satish  Srivastava, 
professor  of  human  genetics  at 
UTMB,  women  are  encouraged  to 
come  to  the  Galveston  prenatal 
screening  clinic  as  soon  as  they  know 
they  are  pregnant  for  an  in  utero 
serum  analysis  test  to  determine 


whether  the  fetus  has  Tay-Sachs 
disease. 

If  the  fetus  is  designated  as  a Tay- 
Sachs  child,  the  attending  gynecolog- 
ist and  genetic  counselor  are  able  to 
advise  the  parents.  Dr.  Srivastava’s 
research  involves  the  determination 
of  the  structural  properties  of  both 
normal  and  mutated  enzymes.  Cur- 
rently, he  is  working  on  enzyme  re- 
placement therapy  for  Tay-Sachs  and 
Sandhoff's  diseased  children.  Using 
human  placenta,  he  has  purified  the 
enzymes  required  for  such  a thera- 
peutic approach.  He  expresses  the 
hope  that  there  will  ultimately  bea 
method  for  treating  children  with 
storage  diseases  such  as 
Tay-Sachs. 

More  information  regarding  these 
programs  may  be  obtained  from  the 
Houston  screening  program,  (713) 
790-4777,  and  the  Galveston  prena- 
tal clinic,  (713)765-2917. 

Board  issues 
201  licenses 

The  Texas  State  Board  of  Medical  Ex- 
aminers, meeting  Jan  18  and  19  in 
Austin,  issued  a total  of  201 
licenses. 

Of  these,  37  were  from  out-of-state 
schools,  138  were  foreign  graduates, 
and  26  were  from  Texas  schools.  The 
total  number  of  failures  was  39. 

There  were  118  reciprocity  applicants 
approved  for  licensure.  Of  these  29 
were  foreign  graduates. 

Tuberculosis  bureau 
releases  report 

The  Bureau  of  Tuberculosis  Services 
of  the  Texas  State  Department  of 
Health  has  released  its  annual  report 
forthe  period  Sept  1, 1973-Aug31, 
1974. 

According  to  the  report,  2,224  new 
cases  of  active  tuberculosis  were  re- 
ported in  Texas  during  1973  compar- 
ed to  2,422  cases  reported  in  1972. 
The  annual  reduction  in  cases  in 
1973  was  8.2% . The  case  rate  in 
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1973  was  19.0  per  100,000  popula- 
tion, a 9.5%  decline  from  a rate  of 
21.0  in  1972. 

For  the  period  1968-73,  there  has 
been  an  overall  reduction  of  30.8% 
in  the  number  of  new  active  cases 
reported.  For  the  same  period,  a cor- 
responding reduction  of  35.4%  in 
case  rate  has  been  achieved. 


Health  insurance  proposal 
submitted  to  94th  Congress 

A proposal  for  national  health  insur- 
ance, supported  by  the  American 
Medical  Association,  has  been  sub- 
mitted to  the  94th  Congress.  The  plan 
is  the  only  major  NHI  proposal  to  have 
been  substantially  revised  from  the 
offerings  of  the  previous  years. 

The  measure  is  designed  to  provide 
full  health  care  for  all  through  private 
health  insurance  (with  the  exception 
of  Medicare  beneficiaries)  including 
catastrophic  illness  protection. 

The  principal  features  include  man- 
dated employer  coverage,  coverage 
for  the  self-employed  and  unemploy- 
ed with  a subsidy  for  premium  costs 
for  those  self-employed  with  low  in- 
comes, and  supplemental  coverage 
plus  subsidized  premium  for  Medi- 
care beneficiaries  in  order  to  equalize 
benefits. 

The  major  difference  between  the 
mandated  plan  and  the  Medicredit 
bill  endorsed  by  the  AMA  in  the  last 
Congress  is  that  the  bulk  of  the  gov- 
ernment financing  relies  on  general 
revenues  rather  than  on  tax  credits, 
although  the  tax  credit  principle  is 
retained  for  the  self-employed. 
Underthe  revised  proposal,  most 
people  would  receive  health  care  pro- 
tection under  a mandated  employer 
program  fully  financed  by  premiums 
paid  by  employers  and  their  em- 
ployees. Participation  would  be  op- 
tional for  employees.  At  least  65%  of 
the  premium  would  be  payable  by  the 
employer. 

The  formei'  Medicredit  principles 
would  apply  to  insurance  for  the  job- 


less and  the  self-employed.  The  in- 
dividual orfamily  would  buy  “quali- 
fied health  care  insurance,”  that  is, 
insurance  which  meets  federally  es- 
tablished standards  of  benefits  and 
policy  conditions,  and  for  those  whose 
income  falls  within  a defined  subsidy 
level,  the  federal  government  would 
contribute  toward  the  cost  of  the  pre- 
mium on  a scale  related  to 
income. 

Government  contributions  to  pre- 
miums would  be  in  the  form  of  a cre- 
dit against  income  tax  or  a certificate 
of  entitlement  issued  by  the  govern- 
ment and  acceptable  by  the  insurer 
for  payment  of  premium.  Non-em- 
ployed  Medicare  beneficiaries  would 
be  eligible  for  federal  subsidy  for  pre- 
miums for  “qualified  supplemental 
coverage”  designed  to  equalize  the 
available  benefits  for  the  elderly  as 
for  all  others.  In  addition,  the  plan 
provides  for  continuation  of  an  em- 
ployee’s insurance  followingtermina- 
tion  of  employment. 

The  catastrophic  coverage  provision 
requires  no  deductible.  Coinsurance 
would  apply  at  a rate  of  20%  on  the 
cost  of  all  covered  benefits,  within  a 
ceiling  limit.  As  with  the  earlier  Medi- 
credit plan,  the  medical  profession’s 
new  proposal  would  replace  Medicaid. 

Medicaid  disbursements 
top  $133  million 

Total  disbursements  for  Medicaid 
services  in  the  state  forthe  1973-74 
fiscal  year  ending  August  1974  tallied 
$133,342,672.43. 

A summary  of  Blue  Cross  benefits 
payments  includes  the  following  dis- 
bursements: inpatient  hospital  serv- 
ices, $63,876,373.60;  outpatient  hos- 
pital services,  $8,034,002.31;  and 
all  physicians’  services, 
$60,764,306.30. 

Administrative  cost  figures  were  not 
available  in  any  detail  but  Blue  Cross- 
Blue  Shield  has  varying  costs  accord- 
ing to  the  different  Medicaid  cate- 
gories, and  the  administrative  costs 
averaged  out  to  5.9%. 
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Management  workshop 
slated  for  residents 

“Establishing  Yourself  in  Medical 
Practice,’’  a practice  management 
workshop  for  senior  residents,  will  be 
conducted  April  15-16  in  Dallas. 

The  workshop,  cosponsored  by  the 
Texas  Medical  Association  and  the 
American  Medical  Association,  was 
developed  specifically  for  the  young 
physician  about  to  enter  practice. 
Workshop  topics  include  personnel 
problems,  patientflowtechniques, 
physical  aspects  of  the  medical  office, 
paperwork  practice  setting,  and  legal 
aspects  of  practice. 

Registration  is  limited  to  30  resi- 
dents. The  registration  fee  is  $70  for 
residents  who  are  members  of  a coun- 
ty medical  society  and  TMA,  and  $95 
for  residents  who  do  not  belong  to 
any  component  of  organized 
medicine. 

Registration  requests  and  inquiries 
should  be  directed  to  Robert  G. 
Mickey,  TMA,  1801  N Lamar  Blvd, 
Austin  78701. 

Galveston  site  of  seminar 

The  University  of  Texas  Medical 
Branch  at  Galveston  will  be  the  site  of 
one  of  five  seminars  funded  by  the 
National  Endowment  for  the  Humani- 
ties. The  purpose  of  the  seminars  is 
to  explore  ethical  conflicts,  the  rights 
of  patients  and  practitioners,  the  pur- 
pose and  limits  of  the  medical  profes- 
sions, andtheirrelationstothe 
community. 

Dr.  H.  Tristram  Engelhardt,  Jr.,  as- 
sistant professor  of  the  philosophy  of 
medicine  in  the  Institute  for  the  Medi- 
cal Humanities  at  UTMB,  will  direct 
the  seminar  scheduled  to  run  from 
Sept  8 through  Oct  3.  The  seminar, 
to  be  held  on  the  medical  branch’s 
campus,  will  review  areas  of  current 
ethical  controversy  in  medicine,  fo- 
cusing on  the  concept  of  person  and 
its  significance  for  medical  ethical 
issues.  The  seminar  will  relate  such 
issues  as  rights  and  duties  of  patients 


and  practitioners,  and  concepts  such 
as  the  quality  of  lifeand  human  dig- 
nity to  decision-making  in  medical 
practice. 

Twelve  to  15  participants,  from  all 
branches  of  the  health  professions, 
will  be  chosen  for  each  seminar.  Par- 
ticipants will  attend  tuition  free  and 
will  receive  a $1,200  stipend  for  room 
and  board,  plus  reimbursement  for 
some  travel  costs.  Deadline  for  re- 
ceipt of  applications  for  the  Galveston 
seminar  is  May  19;  selections  will  be 
announced  by  May  30.  Inquiries 
should  be  directed  to  Dr. 

Engelhardt. 

The  other  seminars  in  the  series  will 
be  conducted  on  the  campuses  of 
Ohio  State  University,  Columbus;  the 
University  of  Pennsylvania,  Philadel- 
phia; and  Williams  College,  Williams- 
town.  Mass.  Application  deadlines 
and  seminar  dates  vary. 

Dialysis  unit  established 

A newclinical  unit  specifically  design- 
ed to  centralize  the  care  of  those  pa- 
tients suffering  from  renal  failure  with 
acute  medical  problems  has  been 
established  at  The  University  of  Texas 
Medical  Branch  at  Galveston. 

The  four  bed  unit,  which  began  oper- 
ation in  February,  is underthedirec- 
tion  of  Dr.  James  D.  Lindley,  UTMB 
assistant  professor  in  internal 
medicine. 

Accordingto  Dr.  Lindley,  “Patients 
requiringdialysis  can  be  housed  in 
the  unit  on  a 24-hour  basis  or  housed 
elsewhere  in  the  hospital  and  brought 
to  the  unitforthedialysis 
treatments.’’ 

Called  the  Dialysiate  Delivery  System, 
the  equipment  will  accommodate  the 
four-patient-unit,  but  has  a capacity 
for  six  additional  patients,  should  the 
need  to  expand  arise. 

Prior  to  the  establishment  of  this  unit, 
patients  with  acute  renal  problems 
were  dialyzed  at  the  general  or  medi- 
cine intensive  care  units  oratthe 
Chronic  Home  Dialysis  Center  on 
campus. 
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Desiccated  animal  gland  thyroid  pro^cts 
can  vary  in  potency  from  batcli  to  hatch. 

Because  iodine  content  rather  than  biological  assay  |s  med  fo  measure 
the  standard  of  many  desiccated  thyroid  produc|;$^  biolc^c  activity 
can  vary  from  batch  to  batch.  Even  when  biolo^  assay  fs  employed, 
biologic  activity  can  only  be  approximated* 


is  recognized  that  T4  and 
Ts  content  in  desiccated 
thyroid  and  thyroglobulin 
varies  from  animal  to 
animal,  by  animal  species, 
geography,  and  animal  diet. 

^ Of  therapeutic  concern: 
In  adflition  to  varying  amounts 
of  T4,  desiccated  thyroid  may 
contain  varying  amounts  of  Ta,  a 
potent  compound  with  rapid 
onset  and  fleeting  action  that 
can  produce  metabolic  surges. 

3 Even  when  kept  under 

proper  storage  conditions, 
desiccated  thyroid 
deteriorates  more  rapidly 
than  the  synthetic  hormone. 

The  “usual  maintenance  dose” 
for  the  widely  prescribed 
desiccated  thyroid  is  “from 
1 grain  to  3 grains  per 
day,  but  it  may  vary,  in 
individual  patients  from  1/2 
grain  to  10  grainsl’^  The  “usual 
maintenance  dose”  of  the  most 
widely  prescribed  thyroglobulin 
(which  is  also  a 
desiccated  thyroid 
product)  is 
0.5  to  3.0  grains  daily.”^ 


1.  Armour  Thyroid  (Tablets).  1975  Physicians’  Desk  Reference,  p.  561. 

2.  Proloid^  (thyroglobulin).  1975  Physicians’  Desk  Reference,  p.  1575. 


Every  batch  of  ^yntliipid' Xi  Is 

of  controlled  potency,  (sodium  levothyroxine,  U.SP)  FLINT 


SYNTHROID  is  T4.  It  provides  your 
patients  with  everything  they  need  for 
complete  thyroid  replacement  therapy. 


1 


Sodium  levothyroxine  is 
not  derived  from  any  animal 
gland  source.  It  is  a synthetic 
and,  since  sodium  levothyroxine 
is  the  only  active  ingredient, 
its  weight  is  the  sole 
determinate  of  potency. 

2  SYNTHROID  (sodium 
levothyroxine)  is  T4  which  is 
converted  by  the  patient  to  Ts 
at  the  cellular  level,  thereby 
providing  a physiologic 
source  and  amount  of  Ta  to 
meet  metabolic  needs  for 
complete  thyroid  replacement 
therapy.  Because  the  onset  of 
effect  is  slower  and  more  steady,  the 
possibility  of  sudden  metabolic  surges 
is  reduced  with  SYTVTHROID  therapy. 

3  SYNTHROID  (sodium  levothyroxine) 
products  have  a longer  and  more 
reliable  shelf  life  than  Thyroid  U.S.R 
when  kept  under  the  same  proper 
storage  conditions.  There  is  no  animal 
protein  present  in  SYNTHROID  products. 

4  A recent  study  of  44  patients  with 
hypothyroidism  indicates  that 
89  percent  of  the  patients  were 
maintained  with  doses  of  L-thyroxine 
(SYNTHROID)  between  100  meg. and 
200  meg.  (0.1  mg.  and  0.2  mg.)  per  day.^ 


3.  Stock,  J.IVI.,  Surks,  IVI.I.,and  Oppenheimer,  J.H.; 
Replacement  dosage  of  l-thyroxine  in  hypothyroidism. 
A re-evaluation.  New  Engl.  J.  IMed.  290:529-33, 1974. 


Eliminates  many 
of  the  uncertainties  of 
desiccated  thyroid  therapy. 
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Synthroid* 

(sodium  levothyroxine,LlS.R‘)  FLINT 

Synthroid  Tablets— for  oral  administration 
Synthroid  for  Injection— for  parenteral  administration 


Description 

SYNTHROID  (sodium  levothyroxine)  Tablets  and  SYNTHROID  Injection  con- 
tain synthetic  crystalline  sodium  levothyroxine  (L-thyroxine),  L-thyroxine  is 
the  principal  hormone  secreted  by  the  normal  thyroid  gland. 


Actions 

SYNTHROID  (sodium  levothyroxine)  Tablets,  taken  orally,  provide  hormone 
that  is  readily  absorbed  from  the  gastrointestinal  tract.  SYNTHROID  Injection 
is  effective  by  any  parenteral  route.  Following  absorption,  the  synthetic 
L-thyroxine  provided  by  SYNTHROID  products  cannot  be  distinguished  from 
L-thyroxine  that  is  endogenously  secreted.  Each  is  bound  to  the  same  serum 
proteins  and  each  exhibits  a six  to  seven  day  circulating  half-life  in  the 
euthyroid  individual. 

Both  SYNTHROID  products  will  provide  L-thyroxine  as  a substrate  lor 
physiologic  deiodination  to  L-triiodothyronine.  Therefore,  patients  taking 
SYNTHROID  products  will  demonstrate  normal  blood  levels  of  L-triiodothyro- 
nine even  when  the  thyroid  gland  has  been  surgically  removed  or  destroyed 
by  radioiodine.  Administration  of  levothyroxine  alone  will  result  in  complete 
physiologic  thyroid  replacement. 

Indications 

SYNTHROID  (sodium  levothyroxine)  products  serve  as  specific  replacement 
therapy  for  reduced  or  absent  thyroid  function  of  any  etiology.  SYNTHROID 
Injection  can  be  used  intravenously  whenever  a rapid  onset  of  effect  is  criti- 
cal. and  either  intravenously  or  intramuscularly  in  hypothyroid  patients  when- 
ever the  oral  route  is  precluded  for  long  periods  of  time. 

Contraindications 

There  are  no  absolute  contraindications  to  SYNTHROID  (sodium  levothy- 
roxine) therapy.  Relative  contraindications  include  acute  myocardial  infarc- 
tion, uncorrected  adrenal  insufficiency  and  thyrotoxicosis.  (See  WARNINGS) 

Warnings 

Patients  with  cardiovascular  diseases  warrant  particularly  close  attention 
during  the  restoration  of  normal  thyroid  function  by  any  thyroid  drug.  In  such 
cases,  low  initial  dosage  increased  slowly  by  small  Increments  is  indicated. 
Occasionally,  the  cardiovascular  capacity  of  the  patient  is  so  compromised 
that  the  metabolic  demands  of  the  normal  thyroid  state  cannot  be  met.  Clinical 
judgment  will  then  dictate  either  a less-than-complete  restoration  of  thyroid 
status  or  reduction  in  thyroid  dosage. 

Endocrine  disorders  such  as  diabetes  mellitus,  adrenal  insufficiency  (Addi- 
son's disease),  hypopituitarism  and  diabetes  insipidus  are  characterized  by 
signs  and  symptoms  which  may  be  diminished  in  severity  or  obscured  by 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  therapy  for  such  patients 
may  aggravate  the  intensity  of  previously  obscured  symptoms  and  require 
appropriate  adjustment  of  therapeutic  measures  directed  at  these  concomitant 
disorders. 


Thyroid  replacement  may  potentiate  the  effects  of  anticoagulants.  Patients 
on  anticoagulant  therapy  should  have  frequent  prothrombin  determinations 
when  instituting  thyroid  replacement  to  gauge  the  need  to  reduce  anticoagu- 
lant dosage. 

Precautions 

Overdosage  with  any  thyroid  drug  may  produce  the  signs  and  symptoms  of 
thyrotoxicosis,  but  resistance  to  such  factitious  thyrotoxicosis  is  the  general 
rule.  With  SYNTHROID  (sodium  levothyroxine)  Tablets,  the  relatively  slow 
onset  of  action  minimizes  the  risk  of  overdose  but  close  observation  in  the 
weeks  following  institution  of  a dosage  regimen  is  advised.  Treatment  of 
thyroid  hyperactivity  induced  by  oral  medication  is  confined  to  interruption 
of  therapy  for  a week,  followed  by  reinstitution  of  daily  therapy  at  an  appro- 
priately reduced  dosage. 

Adverse  reactions 

Adverse  reactions  are  due  to  overdose  and  are  those  of  induced  hyperthy- 
roidism. 

Dosage  and  administration 

For  most  adults,  a final  dosage  of  100  meg  (0.1  mg)  to  200  meg  (0,2  mg)  of 
SYNTHROID  (sodium  levothyroxine)  Tablets  daily  will  restore  normal  thyroid 
function  and  only  occasionally  will  patients  require  larger  doses.  Failure  to 
respond  adequately  to  a daily  oral  intake  of  400  meg  (0.4  mg)  or  more  is  rare 
and  should  prompt  reconsideration  of  the  diagnosis  of  hypothyroidism,  spe- 
cial investigation  of  the  patient  in  terms  of  malabsorption  of  L-thyroxine  from 
the  gastrointestinal  tract  or  poor  adherence  to  therapy. 

The  concomitant  appearance  of  other  diseases,  especially  cardiovascular 
diseases,  usually  dictates  a replacement  regimen  with  initial  doses  smaller 
than  100  meg/day  (0.1  mg). 

In  otherwise  healthy  adults  with  relatively  recent  onset  of  hypothyroidism, 
full  replacement  dose  of  150  meg  (0.15  mg)  or  200  meg  (0.2  mg)  has  been 
instituted  immediately  without  untoward  effect  and  with  good  therapeutic 
response.  General  experience,  however,  favors  a more  cautious  approach  in 
view  of  the  possible  presence  of  subclinical  disorders  of  the  cardiovascular 
system  or  endocrinopathies. 

The  age  and  general  physical  condition  of  the  patient  as  well  as  the  severity 
and  duration  of  hypothyroid  symptoms  determine  the  starting  dosage  and  the 
rate  of  incremental  dosage  increase  leading  to  a final  maintenance  dosage. 
In  the  elderly  patient  with  long  standing  disease,  evidence  of  myxedematous 
infiltration  and  symptomatic,  functional  or  electrocardiographic  evidence  of 
cardiovascular  dysfunction,  the  starting  dose  may  be  as  little  as  25  meg 
(0.025  mg)  per  day.  Further  incremental  increases  of  25  meg  (0.025  mg)  per 
day  may  be  instituted  at  three  to  four  week  intervals  depending  on  patient 
response.  Conversely,  otherwise  healthy  adults  may  be  started  at  higher  daily 
dosage  and  raised  to  the  full  replacement  dosage  in  two  to  three  weeks. 
Clearly  it  is  the  physician's  judgment  of  the  severity  of  the  disease  and  close 
observation  of  patient  response  which  determines  the  rate  of  dosage  titration. 

Laboratory  tests  to  monitor  thyroid  replacement  therapy  are  of  limited  value. 
Although  measurement  of  normal  blood  levels  of  thyroxine  in  patients  on 
replacement  regimens  frequently  coincides  with  the  clinical  impression  of 
normal  thyroid  status,  higher  than  normal  levels  on  oral  replacement  of  levo- 
thyroxine occasionally  occurs  and  should  not  be  considered  evidence  of 
overdosage  per  se. 

In  all  cases,  clinical  impression  of  the  well-being  of  the  patient  takes 
precedence  over  laboratory  determination  in  determining  the  appropriate 
individual  dosage. 

In  infants  and  children,  there  is  a great  urgency  to  achieve  full  thyroid 
replacement  because  of  the  critical  importance  of  thyroid  hormone  in  sustain- 
ing growth  and  maturation.  Despite  the  smaller  body  size,  the  dosage  needed 
to  sustain  a full  rale  of  growth,  development  and  general  thriving  is  higher  in 
the  child  than  in  the  adult,  as  much  as  300  meg  (0.3  mg)  to  400  meg  (0.4  mg) 
per  day. 

In  myxedema  coma  or  stupor,  without  concomitant  severe  heart  disease, 
200  to  500  meg  of  SYNTHROID  Injection  may  be  administered  intravenously 
as  a solution  containing  100  mcg/ml.  Although  the  patient  may  show  evidence 
of  increased  responsivily  within  six  to  eight  hours,  full  therapeutic  effect  may 
not  be  evident  until  the  following  day.  An  additional  100  to  300  meg  or  more 
may  be  given  on  the  second  day  if  evidence  of  significant  and  progressive 
improvement  has  not  occurred.  Like  the  oral  dosage  form,  SYNTHROID  Injec- 
tion produces  a predictable  increase  in  the  circulating  level  of  hormone  with 
a long  half-time.  This  usually  precludes  the  need  for  multiple  injections  but 
continued  daily  administration  of  lesser  amounts  intravenously  should  be 
maintained  until  the  patient  is  fully  capable  of  accepting  a daily  oral  dose. 

In  the  presence  of  concomitant  heart  disease,  the  sudden  administration  of 
such  large  doses  of  L-thyroxine  intravenously  is  clearly  not  without  its  cardio- 
vascular risks.  Under  such  circumstances,  intravenous  therapy  should  not  be 
undertaken  without  weighing  the  alternative  risks  of  the  myxedema  coma  and 
the  cardiovascular  disease.  Clinical  judgment  in  this  situation  may  dictate 
smaller  intravenous  doses  of  levothyroxine, 

SYNTHROID  Injection  by  intravenous  or  intramuscular  routes  can  be  sub- 
stituted for  the  oral  dosage  form  when  ingestion  of  SYNTHROID  Tablets  is 
precluded  for  long  periods  of  time. 

How  supplied 

SYNTHROID  (sodium  levothyroxine)  Tablets  are  supplied  as  scored,  color- 
coded  compressed  tablets  in  6 concentrations:  25  meg  (0.025  mg)— orange  . . . 
50  meg  (0.05  mg)— white  . . . 100  meg  (0.1  mg)— yellow  , . . 150  meg  (0.15  mg)— 
violet  . . . 200  meg  (0.2  mg)— pink  . . . 300  meg  (0.3  mg)— green.  Depending  on 
strength,  these  tablets  are  available  in  bottles  of  100,  500,  1000  and  5000, 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is  supplied  in  10  ml  vials 
containing  500  meg  of  lyophilized  active  ingredient  and  10  mg  of  Mannitol, 
U.S.P.  A separate  5 ml  vial  containing  Sodium  Chloride  Injection,  U,S.P,  is 
provided  as  a diluent. 

Directions  for  reconstitution 

Reconstitute  the  lyophilized  sodium  levothyroxine  by  aseptically  adding  5 ml 
of  the  Sodium  Chloride  Injection,  U.S.P.  to  the  vial.  Shake  vial  to  insure  com- 
plete mixing.  Use  immediately  after  reconstitution.  Discard  any  unused  portion. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield.  Illinois  6001  5 


*U.S.  Pat.  2.889,363 


Rehabilitation  commission 
releases  annual  report 

The  Texas  Rehabilitation  Commission 
has  released  its  annual  “Report  to  the 
Governor”  covering  the  fiscal  year 
1974.  On  a national  basis  the  com- 
mission led  all  other  states  with  its 
total  of  27,050  successful  case 
closures. 

The  numbers  of  persons  successfully 
rehabilitated  has  climbed  from 
12,006  in  1969-70  to  the  present 
record  number,  an  increase  of  125% . 
Texas  is  the  only  state  in  both  1973 
and  1974  to  list  more  than  25,000 
closures  in  a single  year.  According 
to  the  commission’s  report  the  aver- 
age cost  per  case  has  decreased  by 
26%  since  1970. 

The  commission  is  responsibleforthe 
general  rehabilitation  program  in  Tex- 
as, all  disabled  except  the  legally 
blind  and  visually  impaired. 

Texas  has  had  a vocational  rehabilita- 
tion program  since  1929  when  it  was 
established  as  a division  of  the  State 
Department  of  Education.  In  1949, 
the  Legislature  created  the  Texas 
Education  Agency  to  manage  public 
schools,  and  vocational  rehabilitation 
was  continued  as  a division  of  this 
agency.  The  Texas  Rehabilitation 
Commission  was  created  in  1969. 

TB  classes  revised 

According  to  the  Texas  State  Depart- 
ment of  Health,  the  terms  “active,” 
“quiescent,”  “inactive,”  “infecti- 
ous,” and  “noninfectious”  are  no 
longer  included  in  the  Diagnostic 
Standards  and  Classification  of 
Tuberculosis. 

The  basic  classifications  are  as 
follows: 

Classification  0 — No  tuberculosis  ex- 
posure, not  infected  (no  history  of 
exposure,  negative  tuberculin  skin 
test). 

Classification  I — Tuberculosis  ex- 
posure, no  evidence  of  infection  (his- 
tory of  exposure,  negative  tuberculin 
skin  test). 


Classification  II — Tuberculosis  infec- 
tion, without  disease  (positive  tuber- 
culin skin  test,  negative  bacteriologic 
studies,  if  done,  no  reoentgeno- 
graphic  findings  compatible  with  tu- 
berculosis, no  symptoms  due  to 
tuberculosis). 

Classification  III — Tuberculosis:  in- 
fected, with  disease.  The  current 
status  of  the  patient’s  tuberculosis 
shall  be  described  by  these  character- 
istics: location  of  disease,  bacterio- 
logical status,  chemotherapy  status, 
roentgenogram  findings,  and  tuber- 
culin skin  test. 


HMD  grants  awarded 

Two  Texas  groups  were  among  16  or- 
ganizations selected  to  receive  grants 
totaling  more  than  $1  million  forthe 
development  of  health  maintenance 
organizations  (HMOs)  in  the  second 
round  of  funding  by  the  Department 
of  Health,  Education,  and 
Welfare. 

The  latest  grants  included  $50,000 
each  toTravis  Clinic,  Jacksonville, 
and  Metro  Health,  Houston. 
Accordingto  HEW,  50  applications 
forfunding  are  being  reviewed,  and 
awards  will  be  announced  shortly.  The 
recent  selections  bring  to  66  the  total 
number  of  organizations  supported 
thus  far  this  fiscal  year  by  HEW. 


"I  would  like  you  to  enter  our  food  abuse 
program.” 
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Increase  averted 
for  Medicare  premium 

Caspar  W.  Weinberger,  secretary  of 
the  Department  of  Health,  Education 
and  Welfare  has  announced  that  the 
Medicare  Part  B Supplementary 
Medical  Insurance  premium  will  re- 
main at  the  present  level  of  $6.70  a 
month  for  the  fiscal  year  beginning 
July  1. 

The  secretary  said  that  the  premium 
really  should  be  increased  by  80 
cents  to  $7.50  but  won’t  be  because 
of  a technicality  in  the  Social  Security 
Amendments  passed  by  Congress  late 
in  1973. 

Under  law  that  existed  before  the 
1973  amendments,  the  DHEW  is  re- 
quired to  review  the  cost  of  the  bene- 
fit every  December  and  set  a pre- 
mium, effective  the  following  fiscal 
year.  The  amendment  also  provides, 
however,  that  any  increase  in  the  pre- 
mium amount  must  be  limited  to  the 
percentage  by  which  Social  Security 
cash  benefits  increase.  This  percent- 
age will  not  be  known  until  after  the 
cost-of-living  measuring  period  ends 
March  31.  Thus,  the  Part  B increase 
could  not  be  calculated  in  December 
as  required  by  the  law. 

Weinberger  said  Congress  would  be 
asked  to  pass  corrective  legislation. 


Pamphlets  point  out 
smoking  dangers 

Tobacco  smoke  may  irritate  or  even 
physically  harm  two  main  groups  of 
nonsmokers:  those  who  must  work  in 
close  proximity  to  a smoker  day-in 
and  day-out,  and  children.  In  addi- 
tion, smoking  is  related  to  increased 
dangers  to  the  unborn  child. 

This  is  just  a sample  of  the  informa- 
tion contained  in  two  new  pamphlets 
being  offered  by  the  Texas  Interagen- 
cy Council  on  Smokingand 
Health. 

“Second-Hand  Smoke”  points  out  the 
effects  of  tobacco  smoke  on  non- 


smokers. The  pamphlet  also  dis- 
cusses the  Nonsmoker's  Bill  of 
Rights. 

“Smoking  and  Pregnancy”  gives  the 
facts  regarding  the  effects  of  a moth- 
er's smoking  on  her  unborn  child.  Ac- 
cordingtothe  pamphlet,  a pregnant 
woman  who  smokes  two  packs  a day 
blocks  off  40%  of  the  baby’s  oxygen. 
Smoking  also  increases  the  risk  of 
spontaneous  abortion  and  premature 
birth. 

Single  copies  of  the  pamphlets  are 
available  from  the  Texas  Interagency 
Council  on  Smokingand  Health,  1100 
W49th  St,  Austin,  78756. 


Blood  bank  directory 
published  by  AMA 

Information  on  blood  banking  and 
transfusion  activities  at  more  than 
4,000  facilities  in  the  United  States 
is  included  in  the  latest  edition  of  the 
“Directory  of  Blood  Banking  and 
T ransfusion  Facilities  and  Services,” 
a publication  of  the  American  Medical 
Association. 

The  current  edition  of  the  book  is  the 
third  such  directory  to  be  compiled 
by  the  AMA. 

Copies  of  the  book  are  available  from 
the  Order  Department,  AMA,  535  N 
Dearborn  St,  Chicago  60610.  Cost  for 
one  to  10  copies  is  $3,  11  to  49 
copies  is  $2.70  each,  and  50  or  more 
copies  is  $2.40  each. 


"She’s  a good  assistant  but  very  afraid  of  rats." 
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Opium-based  drugs 
in  short  supply 

According  to  testimony  before  the 
Health  Subcommittee  of  the  Senate 
Labor  and  Public  Welfare  Committee, 
codeine,  morphine,  and  other  opium- 
based  drugs  will  be  in  short  supply  in 
the  first  half  of  this  year. 

An  attorney  forthree  licensed  opium 
importers  said  that  rationing  of  bulk 
codeine  is  inevitable.  Other  witnesses 
said  that  ampicillin  and  heparin  are 
also  likely  to  be  in  short  supply,  but 
did  not  indicate  a need  for  rationing 
these  or  the  opium-based  drugs.  In- 
creasing demand  was  the  major  rea- 
son given  for  the  shortages. 

Cancer  booklet  available 

“Breast  Cancer  is  Curable — Early  De- 
tection is  the  Key,’’  a just-published 
condensation  of  the  Dr.  Philip  Strax 
book  published  by  Harper  & Row,  is 
now  available  to  doctors  for  distribu- 
tion to  their  patients. 

The  booklet  costs  from  40  cents  each 
to  as  low  as  20  cents  each,  depend- 
ing on  the  quantity.  The  booklet  is 
endorsed  and  recommended  by  the 
American  Cancer  Society. 

Doctors  who  would  like  to  receive  a 
free  copy  of  the  booklet  should  write 
on  their  letterhead  to  the  Benjamin 
Co,  Inc,  485  Madison  Ave,  New  York, 
NY  10022. 

UTMB  repeats  sponsorship 
of  familiarization  program 

The  University  of  Texas  Medical 
Branch  will  again  sponsor  its  Medical 
School  Familiarization  Program  to  ac- 
quaint minority  students  from  13  Tex- 
as colleges  and  universities  with  a 
medical  school  environment. 
Scheduled  for  June  9-July  3,  the  pro- 
gram is  designed  to  help  increase  the 
number  of  minority  medical  students 
in  Texas. 

The  program  agenda  will  includeclin- 
ical  rotations  with  UTMB  physicians 
and  medical  students,  multi-discipli- 


nary labs,  seminars,  and  field  trips  to 
health  care  agencies.  The  program 
will  expose  students  to  medical  school 
subject  areas,  instructional  methods, 
and  other  information  to  prepare  the 
student  for  entrance  to  medical 
school. 

Selected  students  receive  $550  stip- 
ends by  the  Moody  Foundation  for 
room,  board,  and  personal  expenses 
for  the  four-week  session  on  the 
UTMB  campus. 

Spanish  brochure  offered 

The  Joint  Commission  on  Accredita- 
tion of  Hospitals  (JCAH)  has  publish- 
ed a Spanish  translation  of  its  infor- 
mation brochure,  “An  Accredited 
Hospital.’’ 

“Un  Hospital  Acreditado’’  explains  in 
Spanish  the  process  by  which  a hos- 
pital becomes  accredited,  and  what 
accreditation  means  to  those  whom 
the  hospital  serves. 

Further  information  regardingthis 
new  brochure  may  be  obtained  by 
contacting:  Publications  Coordinator, 
JCAH,  875  N Michigan  Ave,  Chicago 
60611. 

Congressional  proposals 
on  professional  liability 

Five  major  bills  tacklingthe  profes- 
sional liability  insurance  problem 
have  been  introduced  in  Congress. 
The  Senate  has  slated  subcommittee 
hearings  for  April,  and  the  House  is 
expected  to  follow  suit. 

Principal  bills  introdftced  include: 

HR  1305,  by  Rep  Marjorie  Holt  (R- 
Md),  to  establish  a Commission  on 
Awards. 

HR  1378,  by  Rep  Dan  Rostenkowski 
(D-lll),  to  provide  for  studies  of  the 
problem  by  the  National  Academy  of 
Science’s  Institute  of  Medicine. 

S 188,  by  Sen  Gaylord  Nelson  (D- 
Wis),  to  authorize  HEW  to  set  up  a 
reinsurance  program  and  to  conduct 
studies  and  experiments. 

S 482,  by  Sen  Edward  Kennedy  (D- 
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Mass)  and  Sen  Daniel  Inouye  (D- 
Hawaii),  for  a no-fault  plan  eliminat- 
ing contingency  fees  but  subjecting 
physicians  to  strict  supervision. 

S 215,  by  the  same  senators,  to  es- 
tablish compulsory  arbitration  as  an 
alternative  to  the  above  proposal. 

Educational  exchange 
affiliation  announced 

Baylor  College  of  Medicine  and  the 
McLennan  County  Medical  Society 
haveannounced  a new  affiliation 
which  emphasizes  bringing  continu- 
ing education  to  practicing  physi- 
cians in  theircommunity  as  well  as 
to  the  family  practice  residents  of  the 
McLennan  County  Medical  Society 
residency  program. 

The  affiliation  agreement  was  for- 
mally announced  ata  luncheon  in 
Waco  Jan  21. 

The  agreement  will  build  on  existing 
programs  between  the  county  medi- 
cal society  and  the  Baylor  medical 
college.  Twice  a month  a Baylorfacul- 
ty  member  travels  to  Waco  to  partici- 
pate in  the  training  of  the  family  prac- 
tice residents.  At  noon,  the  visiting 
professor  conducts  a symposium 
which  also  may  be  attended  by  area 
physicians. 

Another  provision  of  the  agreement 
allows  residents  from  the  McLennan 
County  Medical  Society  family  prac- 


tice residency  program  to  spend  a 
month’s  rotation  in  Baylor’s  trauma 
program  at  Ben  Taub  Hospital  in 
Houston.  Dr.  George  Berry,  president 
of  McLennan  County  Medical  Society, 
said  the  residents  are  exposed  to 
more  trauma  duringone  month  at 
Ben  Taub  than  they  are  in  an  entire 
year  in  Waco.  Plans  are  also  being 
made  for  McLennan  county  residents 
to  participate  in  other  Baylor  Med 
rotations  such  as  pediatrics,  cardio- 
logy, and  obstetrics. 

From  time  to  time,  instructors  from 
the  McLennan  County  family  practice 
residency  will  spend  intervals  at  the 
Houston  medical  school  to  participate 
in  continuingeducation  and  to  work 
out  additional  programs  forthe 
residents. 

Bureau  of  Laboratories 
plans  workshop,  seminar 

The  Texas  State  Department  of  Health 
Bureau  of  Laboratories  has  announc- 
ed co-sponsorship  of  a one-day  hemo- 
globinopathy seminar  May  5 and  a 
four-day  workshop  in  basic  laboratory 
methods  of  hemoglobinopathy  detec- 
tion May  6-9,  both  in  Austin. 

There  is  no  fee  for  either  course  but 
advance  registration  is  required.  Re- 
gistration materials  are  available  by 
contacting  the  Bureau  of  Laboratories 
office,  1100  W 49th  St,  Austin  78756. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 

in  the  program  comna  a ive  nertormarce^  tor  irve'*ments  are  I s'ed.  Figures  s‘’own  are  the  latest  available 


at  press  deadline  and  are  for  comparison 
values  on  mutual  funds.) 

purposes  only. 

Most  daily 

newspapers  list 

up-to-the  minute 

1975 

3 Years 

5 Years 

Th>’n"'’h 

Ended 

Ended 

Dividend 

Investment  Media* 

2/28/75 

12/31/74 

12/31/74 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+ 11  2% 

-35  1% 

-26  6% 

1.6% 

Loomis-Sayles  Mutual  Fund 

-Ml.8% 

-29  7% 

-21  1% 

4.0% 

Mercantile  Bank  Equity  Fund 

+ 21.0% 

-469% 

-36.1% 

4.4% 

Mercantile  Bank  Fixed  Income  Fund 

4-  5 8% 

-17  2% 

- 8 5% 

7.9% 

T Rowe  Price  Growth  S*ock  Fund 

+ 21.8% 

-43.3% 

-33.5% 

2.3% 

Stein  Roe  & Farnham  Balanced  Fund 

• 18  5% 

-296% 

-20  8% 

3.5% 

Standard  & Poor  500  Stock  Average 

+ 19  0% 

-32  8% 

-25  5% 

Dow  Jones  Industrial  Avera'-e 

+ 19.9% 

-30.7% 

-22.9% 

*lncludes  reinvested  capital  gains  distributions. 


TEXAS  MEDICINE 


CAPITAL  COMMENTS 


AUSTIN:  MEDICAL  MALPRACTICE  BILLS  INTRODUCED  IN  64th  LEGISLATURE. 
Several  bills  have  been  introduced,  at  the  request  of  the  Texas  Medical  Associa- 
tion, in  an  attempt  to  find  a solution  to  the  medical  malpractice  insurance 
problem  in  Texas.  The  following  is  a summary  of  some  of  those  bills  which  have 
been  introduced. 

HB  1129  by  Rep  Pike  Powers,  Beaumont.  This  bill  would  create  the  Texas 
Patient’s  Insurance  Compensation  Board,  consisting  of  two  physicians,  two  attor- 
neys, and  two  laymen.  Under  the  bill,  all  claims  for  compensation  for  medical 
injury  would  have  to  be  filed  for  determination  with  this  board.  The  board’s  pri- 
mary function  would  be  to  determine  such  claims  and  to  award  compensation 
as  provided  under  a schedule  of  benefits  and  recoveries  set  forth  in  the  act  with 
a maximum  limitation  for  recovery.  The  sole  basis  for  an  award  by  the  board 
would  be  the  patient’s  proof  that  he  or  she  has  sustained  damage  as  a proximate 
result  of  the  tort  or  breach  of  contract  by  a physician  or  health  care  provider. 

The  act  sets  up  procedures  for  filing  claims,  disposition  of  claims,  and  the  use 
of  medical  expert  witnesses  to  assist  the  board  in  determinations.  There  would 
be  an  appeal  of  this  award  to  the  district  court.  Under  the  terms  of  the  bill,  each 
physician  or  health  care  provider  would  have  to  maintain  insurance  or  file  proof 
of  financial  responsibility  with  the  board  in  a sufficient  amount  to  cover  potential 
liability.  The  insurance  policy  or  proof  of  financial  responsibility  would  be  sub- 
ject to  approval  by  the  Insurance  Commissioner  of  Texas.  The  act  also  allows  the 
State  Board  of  Insurance  to  establish  a Texas  Joint  Underwriting  Association  if 
the  commissioner  determines  that  such  an  association  is  necessary  to  provide 
professional  liability  insurance  to  qualified  applicants.  This  act  would  insure  that 
insurance  would  be  available  to  physicians  who  satisfied  the  terms  of  the  act. 

Sen  Ray  Farabee,  Wichita  Falls,  has  introduced  a companion  bill,  SB  635,  in  the 
Texas  Senate. 

HB  1127  also  by  Rep  Powers.  This  bill  would  create  the  Medical  Insurance  In- 
jury Compensation  Commission  of  Texas,  and  provide  for  its  duties,  powers,  and 
responsibilities.  The  commission’s  primary  responsibility  would  be  to  hearand 
determine  all  claims  of  medical  injury  compensation  and  make  awards  under  a 
limited  compensation  schedule.  The  act  would  allow  for  the  modification  and 
readjustment  of  awards  upon  proof  of  changed  condition.  The  act  also  provides 
that  the  commission  would  be  comprised  of  one  physician,  one  attorney,  and  one 
layman.  The  commission  would  establish  the  basis  for  determining  the  liability 
of  health  care  providers  resultingfrom  medical  injury  claims  and  a procedure 
forthe  hearingand  determination  of  such  claims.  The  bill  provides  that  no 


Editor’s  note: 
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27 


Volume  71,  April,  1975 


physician  or  health  care  provider  would  have  liability  for  medical  injuries  to 
patients  except  as  provided  in  this  act. 

The  act  also  creates  a medical  board  to  investigate  all  claims  and  to  provide 
evidence  of  whether  or  not  there  was  medical  injury  to  the  patient.  An  aggrieved 
party  would  be  allowed  to  appeal  to  the  district  court.  This  act  also  provides 
that  every  health  care  provider  and  physician  practicing  in  Texas  be  required  to 
insure  himself  with  a medical  liability  insurance  policy  or  provide  financial  re- 
sponsibility up  to  the  maximum  amount  payable  as  compensation  under  any 
one  claim.  The  rates  of  such  insurance  and  forms  would  be  subject  to  approval 
by  the  commissioner  of  insurance. 

SB  466  byA.  R.  Schwartz,  Galveston,  and  Don  Adams,  Jasper.  This  bill  would 
place  professional  liability  insurance  premiums  under  control  of  the  State  Board 
of  Insurance.  The  bill  would  1)  limit  the  time  for  filing  claims  on  medical  pro- 
fessional liability  policies  to  two  years  from  the  date  of  the  medical  treatment 
giving  riseto  the  claim,  2)  require  medical  professional  liability  policies  to  be 
written  on  at  least  an  annual  basis,  and  3)  require  an  insurerto  give  90  days’ 
notice  before  increasing  premiums  or  canceling  policies  and  that  such  notices 
contain  the  amount  of  the  increase  or  reason  for  cancellation. 

SB  491  also  by  Schwartz  and  Adams.  This  bill  would  create  a joint  underwriting 
association  comprised  of  all  insurers  writing  professional  liability  in  Texas.  The 
State  Board  of  Insurance  would  be  responsible  for  promulgating  a plan  of  opera- 
tion effective  no  later  than  60  days  from  the  act’s  effective  date.  The  association 
would  insure  coverage  to  qualified  applicants  who  could  not  obtain  insurance  in 
the  voluntary  market.  Rates  would  be  controlled  by  the  State  Board  of  Insurance. 
Because  this  is  a stop-gap  measure,  the  act  would  expire  on  Dec  31,  1977. 

SCR  234  by  Schwartz  and  Adams  would  create  a special  senate  interim  commit- 
tee to  study  the  feasibility  of  long-range  solutions  to  the  professional  liability 
insurance  crisis  includingthe  advisability  of  a medical  injury  compensation 
system. 

AUSTIN.  BILLS  OF  NOTE  TO  MEDICINE.  In  addition  to  the  bills  described  over  300 
bills  of  note  to  the  medical  professional  have  been  introduced  in  the  Texas  House 
of  Representatives,  and  over  100  bills  have  been  introduced  in  the  Texas  Senate. 
Topics  of  the  bills  include  such  items  as  mandatory  generic  prescriptions,  access 
to  patients’  medical  records,  emergency  medical  care,  health  maintenance  organ- 
izations, alcoholism,  patient-physician  privileged  information,  and  others. 


TEXAS  MEDICINE 


Accepted  Concepts  in  AnginaTherapy* 

• Nitrates  are  the  first  line  of  defense 
against  angina  pectoris 

* The  therapeutic  goal  of  oral  nitrate  therapy 
is  an  angina-free  patient 


Because  higher  dosage  often  is  necessary 

to  achieve  this  goal...lVES  LABORATORIES  INTRODUCES 

) 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg. /day) 


• To  provide  prophylaxis  against  anginal  attacks  often  caused  by 
unavoidable  everyday  stress. 

• To  reduce  the  frequency  and  severity  of  angina  pectoris  attacks. 
(Not  intended  to  abort  the  acute  episode.) 

♦ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences — National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

"Possibly”  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 
Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 


Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/ or  professional  samples? 

IVES  LABORATORIES  INC. 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE, 

THROUGH  MEDICINE 


SEAVIEW 

PSYCHIATRIC 

HOSPITAL 

Announces  an  expanded  specialized  program  for  the 
patient  with  acute  physical,  psychological  and  social 
problems.  Complete  diagnostic  and  therapeutic  ser- 
vices are  offered  in  an  open  environment  conducive  to 
recovery.  Bilingual  professional  and  support  staff. 

Patients  of  all  age  groups  are  accepted  by  referral. 

QUALIFIED  CARE  BY: 

PSYCHIATRIST  STAFF: 

Charles  Bludworth,  MD 
Cecil  A Childers,  MD 
William  B Cline,  MD 
Willis  G Goodenow,  MD 
Shannon  Gwin,  MD 
Joel  Kutnick,  MD 
Maria  Izquierdo,  MD 
James  M May,  MD 
James  M Meaney,  MD 
James  C Walker,  MD 

Accredited:  Joint  Commission  on  Accreditation  of  Hospitals 

Licensed:  State  Department  of  Mental  Health  and  Retardation 

Approved  by:  Blue  Cross,  CHAMPUS,  Medicare  and  commercial  in- 
surance 

Member  of  all  local,  state  and  national  hospital  associations 

OUTPATIENT  INPATIENT  DAY  CARE 

1316  Third  Street 
Corpus  Christi,  Texas  78404 
Phone  512-883-0931  Collect 


PSYCHOLOGY  SERVICES: 

David  Feltoon,  PhD 
Byron  Dodd,  MA 
Stephen  Simmons,  MA 
Richard  Austin,  PhD,  Consulting 

SOCIAL  SERVICE: 

Wallace  Whitworth,  ACSW 

OCCUPATIONAL  THERAPY: 
Melinda  Huggins,  OTR 

Director  of  Nursing: 

Susan  Fowler,  RN 


Rondomvcin 

(methaq/cline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  eftective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  ot  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  In  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations ot  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  ot  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  tor  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  Interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  intlammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  tull  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults -6(j0  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d,  for  a total  ot5,4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  tor  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  Impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin’  (methacycline  HCI);  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  H(:i. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 
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kffj  WALLACE  LABORATORiES 

CRANBURY,  NEWJERSEY08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

RondomvGin  300 

^ Capsules 


[metihacycline  HCI] 


Delivers  from  the  very  first  dose: 

tudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 

minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended 


ODDD 


Texas  Medical  Association 

BALKAN  ADVENTURE 

^ Bucharest  - Istanbul  -Dubrovnik 

DEPARTING  DALLAS-FORT  WORTH  AND  HOUSTON  JULY  31,  1975 


JOIN  US  FOR  A VACATION 
SPECTACULAR 

Bucharest  with  its  monumental 
French  facades,  casual  sidewalk 
cafes  and  surrounding  unspoiled 
forests  . . . Istanbul  with  its  slender 
minarets  of  1 7th  century  mosques 
and  medieval  bazaars  . . . Dubrov- 
nik, a Dalmatian  summer  resort  set 
against  the  blue  Adriatic 

51128 


A CAREFREE,  DO-AS-YOU- PLEASE 

TWO  WEEK  HOLIDAY  WITH 

EXCLUSIVE  FEATURES  INCLUDING: 

• Direct  flights  via  World  Airways 
chartered  jet 

• Deluxe  hotels 

• American  breakfasts;  gourmet 
dinners  at  a selection  of  the  finest 
restaurants 

• Generous  70  pounds  luggage 

• Optional  sightseeing  tours 

• Expedited  Customs  formalities 

• Tips  and  Transfers 


SEND  TO:  TEXAS  MEDICAL  ASSOCIATION 
Balkan  Adventure 

1801  North  Lamar  Blvd,  Austin,  Texas  78701 

Enclosed  is  my  check  for  $ ($100  per  person)  as  deposit. 

Names 


Address 


y*  City 


State 


Zip 


Another  Non-Regimented  INTRAV  Deluxe  Adventure 


The  MUDRAMES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,.  Ephedrine  with 

Phenobarbital  (to  lessen  cardiac  stimulation). 
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INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital.  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris:  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
.\void  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
.\DVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  .SUPPLIED:  Mudrane  and  Mudiane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Eli.xir  in  pints  and  half-gallons. 


Federal  law  prohibits  dispensing  without  prescriptio}i. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23201 
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COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 


TEXAS  MEDICAL  ASSOCIATION 

The  1975  Texas  Medical  Association  Annual  Session  will  be  held 
at  the  San  Antonio  Convention  Center,  San  Antonio,  May  1-4. 
Members  are  invited  to  attend  meetings  of  the  House  of  Dele- 
gates on  May  1 and  3,  and  to  appear  before  reference  commit- 
tees on  the  morning  of  May  2.  There  will  be  meetings  of 
boards,  councils,  and  committees  of  the  Association,  as  well  as 
36  related  societies.  (For  more  information  on  specialty  society 
meetings,  see  “Current  Meetings  in  Texas.”)  Symposia,  the 
Forum  of  Original  Research,  Curbstone  Consultations,  and  Con- 
tinental Breakfast  Programs  are  also  scheduled.  Those  attend- 
ing the  scientific  programs  are  eligible  for  Category  I credit 
on  an  hour  for  hour  basis  toward  the  AMA  Physician’s  Recog- 
nition Award.  Among  the  46  out-of-state  speakers  is  Dr.  Mal- 
colm C.  Todd,  president  of  the  American  Medical  Association, 
who  will  be  featured  at  the  Friday  General  Meeting  Luncheon. 
In  addition,  Drs.  D.  F.  N.  Harrison,  professor  of  larjmgology 
and  otology,  London,  England  and  Harry  Crock,  Melbourne, 
Australia  have  been  secured  as  guest  speakers.  Golf  and  tennis 
tournaments  are  scheduled  to  begin  April  30.  (See  major  ar- 
ticles on  meeting  on  p.  102.) 

Contact:  C.  Lincoln  Williston,  Executive  Director,  1801  N La- 
mar Blvd,  Austin  78701. 

HOUSTON  SOCIETY  OF  CLINICAL  PATHOLOGISTS 

The  1975  Seminar  of  the  Houston  Society  of  Clinical  Patholog- 
ists is  scheduled  for  Apr  19,  8 am-5  pm,  in  Houston.  The 
following  guest  speakers  are  included  in  the  program:  Dr.  Eu- 
gene Frenkel,  professor,  internal  medicine,  Southwestern  Medi- 
cal School,  Dallas;  Dr.  William  W.  Sheehan,  assistant  profes- 
sor, pathology.  University  of  Southern  California;  Dr.  Robert 
G.  Graw,  Hematology  Branch,  National  Cancer  Institute,  Na- 
tional Institutes  of  Health,  Bethesda,  Md.  Participants  will  re- 
ceive home  study  sets  consisting  of  case  histories  and  35  mm 
color  transparencies.  The  fee  for  the  seminar  is  $75.  Physicians 
in  training  and  medical  students  will  be  charged  $35. 

Contact:  Dr.  R.  1.  Lede,  1919  La  Branch — Pathology,  Hou.ston 
77002. 

TEXAS  UROLOGICAL  SOCIETY 

The  Texas  Urological  Society  will  meet  Apr  10-12  at  the  Lake- 
way Inn  and  Marina,  Austin.  Registration  will  be  from  2 pm 
to  7 pm  Thursday,  Apr  10.  Scientific  Sessions  on  Apr  11  and 
12  will  feature  Dr.  Lawrence  Green  of  the  Mayo  Clinic  Founda- 
tion, Rochester,  Minn  and  Dr.  George  Prout  of  the  staff  of 
Massachusetts  General  Hospital,  Boston.  Social  events  are  plan- 
ned for  each  evening. 

Contact:  Dr.  John  P.  Schneider,  3100  Red  River,  Austin  78705. 


CONFERENCE  OF  CITY  AND  COUNTY 
HEALTH  OFFICERS,  May  2,  10  am-5  pm. 
Fiesta  Room  5.  Convention  Center,  San 
Antonio.  Presentations:  tropical  medicine 
— continuing  problems  and  dangers  of  de- 
clining interest,  and  new  developments  in 
our  knowledge  of  gonorrhea  and  their  im- 
plications for  control,  Dr.  John  C Hume, 
Baltimore:  public  health  and  medical  as- 
pects of  the  Tyler  asbestos  workers  study 
— a preliminary  report.  Dr.  Charles  S 
Christianson,  Tyler;  a computerized  data 
base  of  health-illness  profiles  for  a neigh- 
borhood clinic.  Dr.  Carlos  Vallbona,  Hous- 
ton; a lead  health  hazard.  Dr.  Bernard  F 
Rosenblum,  El  Paso;  problems  of  child 
abuse.  Dr.  Philip  A Gates,  Austin;  orni- 
thosis outbreak.  Dr.  Melford  S Dickerson, 
Austin;  rabies  in  Texas,  Absalom  B Rich, 
DVM,  Austin;  impact  of  legislation  on 
communicable  disease  morbidity,  James  W 
Drake,  Austin;  a practical  approach  to 
surveillance,  evaluation  and  assessment  of 
immunization  levels  in  an  urban  area. 
Dr.  Robert  A MacLean  and  Ms.  Ardath  A 
Payne,  Houston.  Contact:  Dr.  J E Peavy, 
or  Dr.  Fratis  L Duff,  1100  W 49th  St, 
Austin  78756. 

INTERNATIONAL  COLLEGE  OP  SUR- 
GEONS, TEXAS  STATE  SURGICAL 
DIVISION,  May  1,  Fiesta  Room  6,  Con- 
vention Center,  San  Antonio,  Symposium 
on  the  doctor  and  the  law.  Mock  trial 
featuring  William  R Edwards,  Corpus 
Christi;  Phil  Burleson,  Dallas;  Joseph  A 
Jachimczyk,  Houston;  Robert  R Murray, 
San  Antonio.  Presentations:  informed  con- 
sent, Tom  Webb,  San  Angelo:  medical- 
legal  aspects  of  pollution.  Dr.  Arthur 
Grollman,  Dallas:  current  trends  in  mal- 
practice liability,  Thomas  G Sharpe,  Jr, 
Brownsville.  Contact:  Dr.  Lewis  Heifer, 
208  Medical  Professional  Bldg,  San  An- 
tonio 78212. 

TEXAS  AIR-MEDICS  ASSOCIATION 
AND  TEXAS  CHAPTER,  FLYING  PHY- 
SICIANS ASSOCIATION,  joint  session. 
May  1,  9 am-5  pm.  Rooms  A and  B,  Con- 
vention Center,  San  Antonio.  Presenta- 
tions; am  I current  and  proficient?.  Dr. 
Howard  B Beil,  Beaumont;  psychological 
patterns  in  pilots  leading  to  aircraft  ac- 
cidents, Dr.  Louis  F Fabre,  Jr,  Houston: 
aviation  medical  considerations  in  Mexico, 
Dr.  Luis  A Amezcua-G,  Mexico  City;  medi- 
cal up-date  from  the  Federal  Aviation 
Agency — 1975,  Dr.  Anthony  Ziegler,  Jr, 
Houston;  aviation  insurance;  flying  TCAs, 
Dr.  Edgar  L Lancaster,  Grapevine;  how 
aviation  medical  examiners  and  physician 
pilots  may  influence  the  quality  of  flying. 
Dr.  Guy  E Henning,  San  Antonio:  recog- 
nition by  the  AME  of  emotional  instabili- 
ty in  relation  to  alcohol  and  other  drugs. 
Dr.  Floyd  F McSpadden,  Houston.  Lunch- 
eon and  business  meeting;  refreshment 
hour  and  annual  banquet  (members,  wives. 

For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  43-46. 
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gruests).  Contact:  Dr.  M Young  Stokes  III, 
331  W Morton  St,  Denison  75020;  or  Dr. 
Floyd  F McSpadden,  333  West  20th  St, 
Houston  77008. 

TEXAS  DERMATOLOGICAL  SOCIETY, 
May  3-4,  Minuet  Room,  Menger  Hotel,  San 
Antonio.  Scientific  program:  the  matura- 
tion of  dermatologic  surgery.  Dr.  James  W 
Burks:  the  history  of  dermatology  in  Tex- 
as, Dr.  Everett  C Fox;  serological  diag- 
nosis of  syphilis — an  update.  Dr,  Andrew 
H Rudolph;  an  epidemic  of  canine  scabies 
in  man,  Dr.  Ernest  N Charlesworth ; a 
paired  comparison  of  a new  topical  pre- 
paration for  psoriasis.  Dr.  Edward  M 
Shapiro;  how  I make  my  practice  a pleas- 
ure, Dr.  Joseph  M Glicksman;  and  cell 
mediated  immune  mechanisms  in  the  treat- 
ment of  verruca  vulgaris.  Dr.  Charles  W 
Lewis.  May  4 scientific  session  at  UT 
Health  Science  Center.  Contact:  Dr.  Wil- 
liam F Spiller,  6000  Montrose,  Suite  110, 
Houston  77006. 

TEXAS  OCCUPATIONAL  MEDICAL  AS- 
SOCIATION, May  2,  2-5  pm,  La  Duquesa 
Room,  Hilton  Palacio  del  Rio  Hotel,  San 
Antonio.  Presentations:  diagnosis  and 
quantitation  of  solvent  exposure,  and  me- 
tabolism of  methylene  chloride  to  carbon 
monoxide- -physiological  consequences  in 
man.  Dr.  Richard  D Stewart,  Milwaukee: 
job  demands  and  the  cardiac.  Dr.  Herman 
K Hellerstein,  Cleveland.  Business  meet- 
ing. Contact:  Dr.  William  A McClellan, 
PO  Box  2100,  Houston  77001. 

TEXAS  ORTHOPAEDIC  ASSOCIATION. 
May  3,  8 am-5  pm.  River  Room  I,  Con- 
vention Center,  San  Antonio.  Presenta- 
tions: inguinal  syndrome,  Dr,  Ben  L Al- 
len, Jr,  Galveston;  reattachment  of  the 
greater  trochanter  with  a tension  wire 
band.  Dr.  William  C Head,  Dallas:  frac- 
tures of  the  scapula.  Dr.  Martin  C Wilber, 
Galveston;  the  use  of  intravenous  infusion 
anesthesia  for  upper  extremity  surgery. 
Dr,  S Gopal  Krishnan,  Weslaco;  results 
of  early  ambulation  in  the  surgical  treat- 
ment of  scoliosis,  Drs.  Wendell  D Erwin, 
Jesse  H Dickson  and  Paul  R Harrington, 
Houston;  conservative  treatment  of  patel- 
lofemoral  dislocation,  Drs.  Jack  H Henry 
and  Jack  W Crosland,  San  Antonio.  Lum- 
bar disc  disease  seminar:  present  status  of 
lumbar  chemonucleolysis,  Dr.  Phillip  L 
Day,  San  Antonio;  discometric  discogra- 
phy, Dr.  Myer  Stumer,  Houston;  the  ac- 
curacy of  lumbar  discography,  Dr.  W 
Robert  Hudgins,  Temple;  a rational  ap- 
proach to  the  management  of  failed  spinal 
operations,  Dr.  Henry  V Crock,  Melbourne, 
Australia.  Joint  session  with  Texas  Rheu- 
matism Association,  symposium  on  surgery 
of  arthritis:  total  knee  replacement  (pan- 
el), Dr.  E Burke  Evans,  Galveston,  mod- 
erator; total  ankle  replacement.  Dr.  Ken- 
neth C Scholz,  Lubbock;  surgical  correc- 
tion of  finger  deformities  in  rheumatoid 
arthritis.  Dr.  Edward  A Nalebuff,  Brook- 
line, Mass;  prosthetic  replacement  of  car- 
pal bones.  Dr.  Royce  C Lewis.  Jr,  Lub- 


bock. Business  meeting  (members  only) 
and  luncheon.  Contact:  Dr.  L Ray  Lawson. 
2828  Lemmon  Ave,  Dallas  75204. 

TEXAS  RHEUMATISM  ASSOCIATION, 
May  3,  8:45  am-4  pm.  Rooms  A and  B. 
Convention  Center,  San  Antonio.  Presen- 
tations: prostaglandins  as  mo<lulators  of 
the  inflammatory  process — effect  of  aspirin 
and  other  nonsteroidal  anti-inflammatory 
drugs.  Dr.  Louis  J Ignarro,  PhD,  New 
Orleans;  present  status  of  rheumatoid 
hand  surgery — indications  and  results.  Dr, 
Edward  A Nalebuff,  Boston;  complement 
in  synovial  fluid.  Dr.  John  T Sharp,  Hous- 
ton; lymphocyte  function  in  systemic  lupus 
erythematosus.  Dr.  J Donald  Smiley,  Dal- 
las. Afternoon  joint  session  with  Texas 
Orthopaedic  Association:  symposium  on 
surgery  of  arthritis  (see  Texas  Orthopaedic 
Association).  Luncheon  and  business  meet- 
ing (members  only).  Contact:  Dr.  W Mal- 
colm Cranberry,  6624  Fannin  St,  Hous- 
ton 77025. 

TEXAS  SOCIETY  OF  COLON  AND  REC- 
TAL SURGEONS,  May  1,  9 am-2  pm. 
Room  36,  Convention  Center,  San  Antonio. 
Presentations:  diagnosis  and  management 
of  common  anorectal  disorders.  Dr.  Indru 
T Khubchandani,  Allentown,  Pa;  condol- 
oma  acuminata — immunological  treatment. 
Dr.  Donald  R Butts,  Houston;  manage- 
ment of  villous  tumors  of  the  colon  and 
rectum,  and  anorectal  fistula  in  ano.  Dr. 
Patrick  H Hanley,  New  Orleans;  carci- 
noma of  the  rectum- — determinants  and 
technic  of  sphincter  preservation  by  the 
combined  abdominotranssacranal  approach. 
Dr.  Gerald  Marks,  Philadelphia;  pseu- 
domembraneous  enterocolitis — drug-associ- 
ated, Dr.  Truman  F Appel,  Corpus  Chris- 
ti:  combined  method- — ligation  and  cryo- 
therapy of  internal  hemorrhoids,  Dr.  Ed- 
uardo Camacho,  Guadalajara,  Jalisco. 
Mexico;  cryosurgical  hemorrhoidectomy. 
Dr.  Ralph  Leeves  McCarty,  Charlotte,  NC. 
Followed  by  business  meeting  and  lunch- 
eon for  members  only.  Contact:  Dr,  Wil- 
liam A Hibbert,  Jr.  PO  Box  1176,  Austin 
78767. 

TEXAS  SOCIETY  OF  PLASTIC  SUR- 
GEONS, May  2 and  3,  La  Vista  Room. 
Hilton  Palacio  del  Rio  Hotel,  San  Antonio. 
Presentations:  techniques  for  minimizing 
surgical  scars,  malpractice — for  whose 
benefit,  and  complications  in  cosmetic  sur- 
gery, Dr.  Gilbert  G Eade,  Seattle:  the 
diagnosis  and  treatment  of  velopharyngeal 
insufficiency.  Dr.  John  E Carter,  San  An- 
tonio; digital  reimplantation,  Dr.  Patrick 
H Beckham,  Austin;  surgery  for  the  cleft 
lip  nose  (panel).  Dr.  Jeff  R Moore. 
Amarillo,  moderator;  some  experiences 
with  Swanson  implant  ai'throplasty.  Dr. 
H Gates  Brelsford,  Tyler;  prevention  of 
complications  in  the  burn  patient.  Dr. 
Duane  L Larson,  Galveston;  the  use  of 
hyperbaric  oxygen  in  surgery.  Dr.  Horace 
G Love,  Jr,  Galveston;  subcutaneous  mas- 
tectomy and  replacement  by  the  dufour- 
mentel  incision,  Dr.  Tolbert  S W'ilkinson. 
San  Antonio:  chemical  face  peeling.  Dr. 


Melvin  Spira,  Houston;  a concept  in  pla- 
tysmal  layer  fixation  and  support  in  face 
lifting,  Dr.  Robert  W Wood,  Jr,  Houston. 
Business  meeting,  dinner  on  river  boats. 
Contact:  Dr.  Jeff  R Moore,  PO  Box  3765, 
Amarillo  79106. 

Other  societies  meeting  in  conjunction 
with  TMA  Annual  Session:  American  Aca- 
demy of  Pediatrics,  Texas  Chapter;  Ameri- 
can Cancer  Society,  Texas  Division; 
American  College  of  Emergency  Physi- 
cians. Texas  Chapter;  American  College 
of  Chest  Physicians,  Texas  Chapter; 
American  Heart  Association.  Texas  Af- 
filiate, Inc;  American  Psychiatric  Asso- 
ciation, Texas  District  Branch:  Texas  Aca- 
demy of  Family  Physicians  Seminar;  Tex- 
as Association  of  Neurological  Surgeons; 
Texas  Association  of  Physicians  in  Nuclear 
Medicine:  Texas  Association  of  Public 
Health  Physicians;  Texas  Neurological  So- 
ciety; Texas  Ophthalmological  Association; 
Texas  Otolaryngological  Association;  Tex- 
as Pediatric  Society,  Executive  Board; 
Texas  Physical  Medicine  and  Rehabilita- 
tion Society;  Texas  Society  of  Anesthesio- 
logists; Texas  Society  of  Athletic  Team 
Physicians;  Texas  Society  of  Cytology; 
Texas  Society  of  Pathologists,  Inc;  Texas 
Society  for  Surgery  of  Trauma:  Texas 
Thoracic  Society. 


CURRENT  NATIONAL  MEETINGS 

NKW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY,  Apr  21-24,  New  Orleans. 
Registration  fee,  $60;  military,  $30;  stu- 
dents, residents,  interns  and  fellows,  com- 
plimentary. Program  encompasses  anes- 
thesiology, colon  and  rectal  surgery,  der- 
matology, gastroenterology,  family  prac- 
tice, gynecology,  internal  medicine,  neu- 
rology, obstetrics,  ophthalmology,  orthope- 
dic surgery,  otolaryngology,  pathology, 
pediatrics,  radiology,  surgery,  and  urology. 
Acceptable  for  19  prescribed  hours  and  11 
elective  hours  by  the  American  Academy 
of  Family  Physicians.  Contact:  Room  1538, 
1430  Tulane  Ave,  New  Orleans  70112. 

AMERICAN  MEDICAL  ASSOCIATION 
CONFERENCE  ON  DISABLED  PHYSI- 
CIANS, Apr  11-12,  St  Francis  Hotel,  San 
Francisco.  Alcoholism,  drug  dependence, 
and  mental  disorders  existing  in  physi- 
cians population  will  be  major  theme. 
Speakers  include:  Dr.  Malcolm  C Todd, 
president.  American  Medical  Association; 
Dr.  Herbert  C Modlin,  director  of  preven- 
tive psychiatry,  Menninger  Foundation: 
Dr.  Stanley  E Gitlow.  clinical  professor 
of  medicine,  Mt.  Sinai  School  of  Medicine: 
Dr.  LeClair  Bissell,  chief,  Smithers, 
Roosevelt  Hospital.  NY:  Dr.  Ron  Cataraz- 
zo.  Palm  Beach  Institute:  and  Dr.  Ernest 
T Livingstone,  chairman,  AMA’s  Council 
on  Legislation.  Contact:  AMA  Department 
of  Mental  Health,  535  N Dearborn  St, 
Chicago  GOGIO. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


OTHER  APRIL  MEETINGS 


AMA  NATIONAL  CONFERENCE  ON  THE  DISABLED 
PHYSICIAN,  San  Francisco,  Apr  11-12,  1975.  Dept  of 
Mental  Health,  AMA,  536  N Dearborn  St,  Chicago 
60610. 

AMA  NATIONAL  SOCIOECONOMIC  CONGRESS,  At- 
lanta, Apr  25-26,  1975.  Division  of  Medical  Practice, 
AMA,  535  N Dearborn  St,  Chicago  60610. 

AEROSPACE  MEDICAL  ASSOCIATION,  San  Francisco, 
Apr  28-May  1,  1975.  Dr.  M H Goodwin,  Exec  Off, 
Washington  National  Airport,  Washington,  DC  20001. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Bal  Har- 
bour, Fla,  Apr  28-May  3,  1975.  S A Nelson,  4015  W 
65th  St,  Suite  302,  Minneapolis  55435. 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS. 
Scottsdale,  Ariz,  Apr  26-30,  1975.  Dr.  Nicholas  G 

Georgiade,  Duke  University  Medical  Center,  Box  2098, 
Durham,  NC  27710. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY. New  York,  Apr  14-16,  1975.  William  T Maloney, 
6 Beacon  St,  Suite  620,  Boston  02108. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICI- 
ANS, Atlanta,  Apr  21-23,  1975.  Georgia  Chapter,  ACEP, 
c/o  Dr.  L M Haddad.  Emergency  Dept,  Memorial  Medi- 
cal Center,  Savannah.  Ga  31405. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Honolulu, 
Apr  13-14,  1976.  Dr.  Bernard  W D Fong,  181  Kukui  St. 
Honolulu  96813. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  San  Francis- 
co. Apr  7-10,  1975.  4200  Pine  St,  Philadelphia  19104. 

AMERICAN  COLLEGE  OF  SURGEONS,  Atlanta,  Apr 
21-24,  1975.  65  E Erie  St,  Chicago  60611. 

AMERICAN  GERIATRICS  SOCIETY,  INC.  Miami 
Beach,  Apr  16-18,  1975.  Marcia  Roye,  Assoc  Exec  Dir, 
10  Columbus  Circle,  New  York  10019. 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIA- 
TION, San  Francisco,  Apr  13-17,  1975.  Howard  N 

Schulz,  Exec  Dir,  150  Wacker  Dr,  Chicago  60606. 

■ HOUSTON  SOCIETY  OF  CLINICAL  PATHOLOG- 
ISTS, Houston,  Apr  19,  1975.  Dr.  R I Lede,  Seminar 
Chmn,  1919  La  Branch — Pathology,  Houston  77002. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  San  Francis- 
co, Apr  13-17,  1975.  Howard  N Schulz,  Exec  Dir,  150 
N Wacker  Dr,  Chicago  60606. 

NATIONAL  COUNCIL  ON  ALCOHOLISM.  Milwaukee, 
Apr  27-29,  1975.  Walter  J Murphy.  Suite  1720,  2 Park 
Ave,  New  York  10016. 

a NATIONAL  STUDENT  RESEARCH  FORUM,  Galves- 
ton, Apr  23-26,  1975.  Judy  Harris,  Public  Information 
Office,  UTMB,  Galveston  77650. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Las  Vegas, 
Nev,  Apr  21-24,  1975.  Dr.  J A Barney,  Sec-Treas,  708 
Physicians  and  Surgeons  Bldg,  Oklahoma  City  73103. 

■ TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY,  Arling- 
ton, Apr  26-27,  1975.  Dr.  Carl  M Pfeifer,  Pres,  2939  W 
Woodlawn,  San  Antonio  78228. 

■ TEXAS  SOCIETY  FOR  MEDICAL  TECHNOLOGY, 
Galveston,  Apr  16-19,  Arene  Gustafson,  UTMB,  Galves- 
ton 77550. 

■ TEXAS  UROLOGICAL  SOCIETY,  Lakeway,  Apr  10- 
12,  1975.  Dr.  C V Chenoweth,  Pres,  1016  Clinic  Dr, 
Tyler  75701. 


UNITED  STATES-MEXICO  BORDER  PUBLIC  HEALTH 
ASSOCIATION,  Los  Angeles,  Apr  6-10,  1975.  Dr.  Jorge 
Jimenez-Gandica,  Sec,  509  US  Court  House,  El  Paso 
79901. 


OTHER  MAY  MEETINGS 


AMERICAN  ACADEMY  OF  PSYCHOANALYSIS,  Be- 
verly Hills,  Calif,  May  2-4,  1975.  Charlotte  Bruskin, 

Exec  Sec.  40  Gramercy  Park  N,  New  York  10010. 

■ AMERICAN  ASSOCIATION  FOR  THE  STUDY  OF 

LIVER  DISEASE,  San  Antonio,  May  18-24,  1975. 

Charles  B Slack,  6900  Grove  Rd,  Thorofare,  NJ  08086. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Boston,  May  6-8,  1975.  Dr.  M L 
Stone,  New  York  Medical  College,  1249  Fifth  Ave,  New 
York  10029. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Iowa  City, 
Iowa,  May  9-10,  1976.  Dr.  Atlee  B Hendricks,  121  W 
Locust  St,  Davenport,  Iowa  52803. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Bend,  Ore, 
May  15-17,  1975.  Dr.  Wayne  R Rogers,  Medical  Dental 
Building,  833  SW  11th  Ave,  Portland,  Ore  97215. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  17,  1975.  Dr.  R C 
Jones,  Sec,  5323  Harry  Hines,  Dallas  75236. 

■ AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION. San  Antonio,  May  18-24,  1975.  Charles  B Slack, 
6900  Grove  Rd,  Thorofare,  NJ  08086. 

H AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER.  Amarillo,  May  16-18,  1975.  Geral- 
dine Midgley,  Sec,  PO  Box  1287,  Uvalde  78810. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 
DISTRICT  BRANCH,  San  Antonio.  May  3.  1975.  Iris 
Wenzel,  Exec  Sec,  1801  N Lamar  Blvd,  Austin  78701. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC,  Vancouver,  British  Columbia,  May  4-8, 

1975.  Dr.  Eugene  H Courtiss,  Sec,  200  Washington  St, 
Newton  Lower  Falls,  Boston  02162. 

AMERICAN  SOCIETY  OF  COLON  AND  RECTAL 
SURGEONS.  San  Francisco,  May  4-8,  1975.  H Gibson. 
Exec  Off,  320  W Lafayette,  Detroit  48226. 

■ AMERICAN  SOCIETY  FOR  GASTROINTESTINAL 
ENDOSCOPY,  San  Antonio,  May  18-24,  1975.  Charles  B 
Slack,  6900  Grove  Rd,  Thorofare,  NJ  08086. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE, 
Washington,  DC,  May  1-4,  1975.  W R Ramsey,  Exec 
Off.  703  Market  St,  Suite  535,  San  Francisco  94103. 

AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE,  Bos- 
ton, May  19-20,  1975.  Dr.  Aubrey  Milunsky,  Genetics 
Unit,  Massachusetts  General  Hospital,  Boston  02114. 

AMERICAN  THORACIC  SOCIETY  OF  THE  AMERI- 
CAN LUNG  ASSOCIATION,  Montreal,  May  18-21, 

1976.  R G Weymueller,  Exec  Off,  1749  Broadway,  New 
York  10019. 

■ DALLAS  ACADEMY  OF  OTOLARYNGOLOGY,  Dal- 
las, May  8,  1975.  Dr.  Allan  D Gilbert,  316  Oak  Cliff 
Bank  Tower,  Dallas  75208. 

■ GASTROENTEROLGY  RESEARCH  GROUP,  San  An- 
tonio, May  18-24,  1975.  Charles  B Slack,  6900  Grove  Rd, 
Thorofare,  NJ  08086. 
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INTERNATIONAL  ACADEMY  OF  PROCTOLOGY. 
Montreal.  May  10-16.  1975.  Dr.  A J Cantor.  Exec  Off. 
147-41  Sanford  Ave,  Flushing,  NY  11356. 

NATIONAL  LEAGUE  FOR  NURSING,  New  Orleans. 
May  18-22.  1976.  Margaret  E Walsh,  10  Columbus  Circle, 
New  Y'ork  10019. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  INC,  New  York,  May  16,  1976.  79  Madi- 
son Ave,  New  York  10016. 

■ PERINATAL  MEDICINE  SYMPOSIUM.  Houston.  May 

23-24,  1975.  UT  Health  Science  Center  at  Houston, 

Division  of  Continuing  Education,  PO  Box  20367,  Hous- 
ton 77025. 

■ SOCIETY  FOR  SURGERY'  OF  THE  ALIMENTARY 
TRACT,  San  Antonio,  May  18-24,  1975.  Charles  B Slack, 
6900  Grove  Rd,  Thorofare,  NJ  08086. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION. 
San  Antonio,  May  2-3,  1976.  Dr.  J Youngblood,  606 
Medical  Park  Tower,  Austin  78705. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Antonio,  May  3-4,  1976.  Mrs.  Mary  Jones,  1906  N Lamar 
Blvd,  Austin  78701. 

■ TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, San  Antonio,  May  2,  1976.  Dr.  Jerry  D Julian, 
Prog  Chmn,  3100  Red  River,  Austin  78706. 


JUNE 

m AMERICAN  HEART  ASSOCIATION,  TEXAS  CHAP- 
TER, San  Antonio.  Jun  19-21,  1976.  Dr.  Arvel  Haley, 
Pres,  737  N Bishop,  Dallas  76208. 

AMERICAN  NEUROLOGICAL  ASSOCIATION,  New 
York,  Jun  2-4,  1976.  Dr.  Peritz  Scheinberg,  Sec,  PO 
Box  620876,  Bis  Annex,  Miami,  Fla  33162. 

AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE, 
Washington.  DC,  Jun  8-10,  1975.  454  Brookline  Ave, 
Boston  02216. 

ENDOCRINE  SOCIETY,  New  York,  Jun  18-20,  1976. 
Nettie  C Karpin,  Exec  Sec,  9660  Rockville  Pike,  Bethes- 
da,  Md  20014. 

■ KENNETH  C HALTALIN  PEDIATRICS  SEMINAR. 
Dallas,  Jun  6-7,  1976.  Dr.  Peggy  A Sartain,  Seminar 
Dir,  1935  Amelia  St,  Dallas  76236. 

ROCKY  MOUNTAIN  NEUROSURGICAL  SOCIETY, 
Cozumel  Island,  Yucatan  Peninsula,  Mexico,  Jun  8-11, 
1975.  Dr.  Richard  H Moiel,  Sec,  601  Medical  Towers, 
1709  Dryden  St,  Houston  77025. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/ or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 
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respond  to  one 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  me  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


valiunt 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


X Roche  Laboratories 
ROCHE  y Division  of  Hoffmann-La  Roche  Inc 
/ Nutley.  New  Jersey  07110 
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Starlife  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 


A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D. 


Bland  Seale 


Medical  Director  Administrator 

CHAMPUS  APPROVED 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
W.  E.  Crump.  M.D..  F.A.C.S. 

James  T.  Lee,  M.D. 

GENERAL  THORAOIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield.  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman.  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter.  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D.,  F.A.C.P. 

I.  L.  Humphrey,  Jr.,  M.D. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D.,  A.B.F.P. 

Melvin  Horany,  M.D.,  A.B.F.P. 

James  T.  Cook,  M.D. 

UROLOGY 

Farid  G.  Khoury,  M.D. 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee.  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13jug/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SCOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 

ROGRIG 

A division  of  Pfizer  Pharmaceuticals 

New  York.  New  York  10017 
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A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.— max- 
imum dose,  4 tsp=20  cc.) 
offers  highly  effective  control 
of  both  pinworms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
in  clinical  studies*  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  ingestion... 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescription  can 
economically  treat  the  entire 
family 


A division  of  Rizer  Pharmaceuticals 
New  York,  New  York  10017 


Pinworms,  roundworms  controlled 
with  a single,  non-staining  dose  of 

ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  ii’ig.  p^  raiitel/ ml. 


*Data  on  hie  at  Roerig. 


ORAL  SUSPENSION 


Please  see  prescribing  informalion  on  facing  paga 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  Into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN^ 


the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease^  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  ?5.134-148  (May)  1970. 


Indication.s:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U-S.A.  734017 


CONTINUING  EDUCATION  COURSES 


APRIL 

General  Medicine 

Title:  Problem  Oriented  Medical  Record 
in  Clinical  Practice 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Date:  Apr  12,  1975 

Duration:  1 day;  7 hours  instruction 

Fee:  $50 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Credit:  7 prescribed  hours,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  performs  procedure,  lec- 
ture, open  question,  programmed 
instruction 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Title:  Symposium  on  the  Multiple  Prob- 
lems in  the  Treatment  of  Alcohol 
Dependency 

Sponsor:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas,  through 
a grant  from  the  Texas  Commission  on 
Alcoholism 

Location:  Bahia  Grande,  South  Padre 
Island 

Dates:  Apr  25-27,  1975 

Duration:  4 hours  instruction  per  day 

Fee:  $55 

Designed  For:  General  practice  and  part 
time  specialty 

Contact:  Dr.  George  J Race,  Dean,  A 
Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave,  Dallas 
75246 


Title:  A Course  in  Nuclear  Medicine — 
Its  Use  in  Defining  Disease 
Sponsor:  UT  Health  Science  Center  at 


Houston 

Location  of  Course:  UT  Health  Science 

Center  at  Houston 

Dates:  Apr  29-May  22,  1975 

Duration:  Intermittent;  4 weeks;  1 day 

per  week 

Credit:  AAFP 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 


Internal  Medicine 

Title:  Dallas  Advanced  Seminar  in  In- 
ternal Medicine 

Sponsor:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Location  of  Course:  Beasley  Auditorium, 
Baylor  University  Medical  Center,  Dallas 
Dates:  Apr  16-19,  1975 
Duration:  Continuous:  4 days 
Fee:  $175 

Designed  For:  General  practice  and  part 
time  specialty:  Full  time  specialty 
Credit:  AAFP;  Category  I,  AMA  Physi- 
can’s  Recognition  Award 
Teaching  Method:  Lecture 
Contact:  Dr.  George  J Race,  Dean,  A 
Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave,  Dallas 
75246 

Title:  Annual  Spring  Medical  Surgical 
Seminar 

Sponsors:  Travis  Clinic  Foundation, 

Jacksonville;  Upjohn  Co 

Location  of  Course:  Cherokee  Country 

Club,  Jacksonville 

Date:  Apr  25,  1975 

Duration:  Continuous:  1 day;  4 total 

course  hours 

Fee:  None 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Credit:  4 hours,  AAFP;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  lecture,  open 


question,  panel,  seminar 
Contact:  Dr.  James  H Pesnell,  Travis 
Clinic  Foundation,  PO  Box  870,  Jack- 
sonville 75766 


Medical  Writing 

Title:  Medical  Writers  Workshop 
Sponsor:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Location  of  Course:  A Webb  Roberts 
Center  for  Continuing  Education,  Dallas 
Date:  Apr  11,  1975 
Duration:  1 day;  6 hours  instruction 
Fee:  $50 

Designed  For:  General  practice  and  full 
time  specialty 
Teaching  Method:  Lecture 
Contact:  Dr.  George  J Race,  Dean,  A 
Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave,  Dallas 
75246  , 

Title:  Medical  and  Technical  Writing 
Sponsors:  UT  Health  Science  Center  at 
Houston;  UT  System  Cancer  Center,  MD 
Anderson  Hospital  and  Tumor  Institute, 
Houston 

Dates:  Apr  22-May  22,  1975 
Duration:  Intermittent 
Teaching  Method:  Lecture 
Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 


Orthopedic  Surgery 

Title:  11th  Annual  Orthopedic  Sym- 
posium— The  Hand 
Sponsors:  Dept  of  Orthopedic  Surgery, 
Houston;  St  Luke’s  Episcopal  Hospital, 
Houston;  Texas  Children’s  Hospital, 
Houston;  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Warwick  Hotel, 
Houston 

Dates:  Apr  17-19,  1975 
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Duration:  Continuous:  3 days;  8 am-4;30 
pm  daily 

Designed  For:  Full  time  specialty  in 
Orthopedics 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Dr.  Joseph  M Barnhart,  Hous- 
ton Orthopedic  Clinic,  University  Medi- 
cal Center,  5620  Greenbriar,  Houston 
77005 


Psychiatry 

Title:  WISC-R  Workshop 

Sponsors:  UT  Health  Science  Center  at 

San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Date:  Apr  12,  1975 

Duration:  1 day;  8 hours  instruction 

Fee:  $40 

Designed  For:  General  practice  and  part 
time  specialty 

Enrollment:  Minimum,  10;  Maximum,  40 
Credit;  8 prescribed  hours,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, seminar,  television 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Other 

Title:  Postgraduate  Course  in  Clinical 

Allergy  Techniques 

Sponsors;  Dept  of  Otolaryngology,  UT 

Southwestern  Medical  School  at 

Dallas:  A Webb  Roberts  Center  for 

Continuing  Education,  Dallas 

Location:  Classroom  D 1.502,  UT  Health 

Science  Center  at  Dallas 

Dates:  Apr  21-25,  1975 

Fee:  $175 

Designed  For;  Physicians,  nurses. 


technicians,  military 

Contact:  Dr.  Dor  W Brown,  Jr,  109  S 

Adams,  Fredericksburg  78624 


MAY 


Cardiovascular  Disease 

Title:  Core  Curriculum:  Myocardial  Bio- 
logy in  Health  and  Disease — 1975 
Sponsors:  American  College  of  Cardio- 
logy; Baylor  College  of  Medicine,  Hous- 
ton; Methodist  Hospital,  Houston 
Location  of  Course:  Holiday  Inn  Medical 
Center,  Houston 
Dates:  May  16-18,  1975 
Duration:  Continuous;  3 days;  7 hours 
instruction  per  day 

Fee:  ACC  members,  $100;  nonmembers, 
$150 

Credit:  Category  I,  AMA  Physician's 
Recognition  Award 

Teaching  Methods:  Audiovisual  mate- 
rials, laboratory  work,  lecture,  open 
question,  panel,  programmed  instruc- 
tion, television 

Contact:  Mary  Anne  Mclnerny,  Dir,  Dept 
of  Continuing  Education  Programs  for 
American  College  of  Cardiology,  9650 
Rockville  Pike,  Bethesda,  Md  20014 

Title:  Texas  Heart  Institute  Sixth  Annual 
Symposium 

Sponsor:  Texas  Heart  Institute,  Houston 
Location  of  Course:  Texas  Children’s 
Hospital  Auditorium,  Houston 
Dates:  May  29-31,  1975 
Duration;  Continuous;  4 hours,  Thurs- 
day; 8 hours,  Friday;  4 hours,  Saturday 
Fee:  $50 

Enrollment;  Maximum,  250 
Credit;  16  hours,  AAFP 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel,  pro- 
grammed instruction,  seminar,  closed 
circuit  television 

Contact:  Dr.  Robert  J Hall,  Medical  Dir, 
Texas  Heart  Institute,  One  Bates  Ave, 
Houston  77025 


Endocrinology 

Title:  Endocrine  Vignettes 

Sponsor:  UT  Health  Science  Center  at 

Houston 

Location  of  Course:  UT  Health  Science 

Center  at  Houston 

Dates:  May  6-27,  1975 

Duration:  Intermittent;  4 days;  4 weeks; 

2 hours  instruction  per  day 

Fee:  $30 

Teaching  Method;  Lecture 
Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 


General  Medicine 

Title:  Nutritional  Support  for  the  Cata- 
bolic Patient  (Francis  C Nance,  MD, 
Louisiana  State  University  School  of 
Medicine,  New  Orleans) 

Sponsors;  Harris  County  Academy  of 
Family  Physicians;  Eaton  Laboratories, 
Grant-in-Aid 

Location  of  Course:  Auditorium,  Jesse 
H Jones  Library  Bldg,  UT  Health  Sci- 
ence Center,  Houston 
Date:  May  12,  1975 
Duration:  1 session;  1 hour  of 
instruction 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Credit:  1 prescribed  hour,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods;  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  Cassie  E Stuermer,  Chmn, 
Program  Committee,  Harris  County 
Academy  of  Family  Physicians,  103 
Jesse  H Jones  Library  Bldg,  Houston 
77025 

Title:  Diagnosis  Using  Laboratory 
Methods 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 
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Center  at  San  Antonio 
Dates;  May  17-18,  1975 
Duration:  2 days;  10  course  hours 
Fee;  $75 

Designed  For;  General  practice  and  part 
time  specialty;  Full  time  specialty 
Credit:  10  prescribed  hours,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods;  Audiovisual  materi- 
als, lecture,  open  question,  panel 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 

Title:  Caribbean  Curricula 
Sponsors:  Texas  Academy  of  Family 
Physicians,  Austin;  Continuing  Educa- 
tion Division,  UT  Medical  Branch,  Gal- 
veston; Family  Medicine  Dept,  UT 
Medical  Branch,  Galveston 
Location  of  Course:  Aboard  the  MS 
Southward  cruise  ship,  departing  from 
the  Port  of  Galveston 
Dates:  May  17-24,  1975 
Duration:  Continuous;  1 week;  8 hours 
instruction  per  day 
Fee:  $115  plus  cabin  space 
Designed  For:  General  practice  and  part 
time  specialty 

Enrollment:  Minimum,  250;  maximum, 
350 

Credit:  40  hours,  AAFP 
Teaching  Methods:  Audiovisual  materi- 
als, clinical  conference,  lecture,  open 
question,  panel,  seminar 
Contact:  NeKee  McNulty,  Admin  Asst, 
Continuing  Education  Division,  UT 
Medical  Branch,  8th  Floor,  John  Sealy 
Hospital,  Galveston  77550 


Obstetrics  & Gynecology 

Title:  Office  Gynecology 

Sponsor:  UT  Health  Science  Center  at 

San  Antonio 

Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio 
Dates:  May  24-25,  1975 


Duration:  Continuous;  2 days;  10  total 
course  hours 
Fee:  $75 

Designed  For;  General  practice  and  part 
time  specialty 

Credit;  10  prescribed  hours,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  pro- 
grammed instruction 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean 
for  Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Ophthalmology 

Title;  Neuro-Ophthalmology  Symposium 
Sponsor:  Program  in  Ophthalmology, 

UT  Medical  School  at  Houston 
Location  of  Course:  North  and  South 
Auditorium,  Hermann  Hospital, 

Houston 
Date:  May,  1975 

Duration;  Continuous;  1 day;  8 course 
hours 

Designed  For:  Full  time  specialty  in 
Ophthalmology 

Teaching  Methods;  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Richard  S Ruiz,  Dir,  Pro- 
gram in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Prof 
Bldg,  Houston  77025 


Orthopedic  Surgery 

Title:  General  Sports  Medicine 
Sponsor:  American  Academy  of  Or- 
thopaedic Surgeons 
Location  of  Course:  Houston 
Dates:  May  18-21,  1975 
Duration;  Continuous;  3 days 
Fee;  AAOS  members,  $150;  Residents, 
$100;  Other  physicians,  $200 
Designed  For:  Orthopedic  surgeons, 
physicians,  trainers 
Enrollment:  300 


Credit:  Category  I,  AMA  Physician’s 
Recognition  Award;  credit  to  be  given 
on  basis  of  actual  hours  of  instruction 
Teaching  Methods:  Lecture,  open 
question,  panel 

Contact:  Dr.  Hugh  S Tullos,  6535 
Fannin  St,  Houston  77025 


Physical  Medicine  & Rehabilitation 

Title:  Comprehensive  Review  Course  in 
Physical  Medicine  and  Rehabilitation 
Sponsors:  Veterans  Administration 
Hospital,  Houston;  Dept  of  Physical 
Medicine,  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Auditorium,  Texas 

Woman’s  University  College  of  Nursing, 

Houston  Center,  Houston 

Dates:  May  19-30,  1975 

Duration:  Continuous;  10  days;  8 hours 

instruction  per  day 

Fee:  None 

Designed  For;  General  practice  and  part 
time  specialty;  Full  time  specialty; 
Physicians  preparing  for  board  exami- 
nations or  review 

Enrollment;  Minimum,  25;  maximum, 
75 

Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  seminar,  open  question, 
panel 

Contact;  Dr.  William  P Blocker,  Jr, 

Chief,  Rehabilitation  Medical  Service, 
Veterans  Administration  Hospital,  2002 
Holcombe  Blvd,  Houston  77031;  or  Dr. 
Paul  Heft,  Coordinator,  Rehabilitation 
Medicine  Service,  Veterans  Administra- 
tion Hospital,  2002  Holcombe  Blvd, 
Houston  77031 


Psychiatry 

Title;  Rorschach’s  Test:  Advanced 
Workshop 

Sponsor:  UT  Health  Science  Center  at 
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San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  May  10-11,  1975 

Duration:  Continuous:  2 days;  12  total 

course  hours 

Fee:  $75 

Designed  For:  Full  time  specialty  in 
Psychiatry 

Enrollment:  Maximum,  15 
Credit:  12  hours.  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, enrollee,  open  question,  seminar 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean 
for  Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Radiology  & Radioisotopes 

Title:  Nuclear  Medicine  Visiting 
Fellowship 

Sponsors:  St  Paul  Hospital,  Dallas; 
American  College  of  Radiology 
Location  of  Course:  St  Paul  Hospital, 
Dallas 

Dates:  May  and  October,  1975 
Duration:  Continuous:  12  days;  8 hours 
instruction  per  day 
Fee:  $150 

Designed  For:  Postgraduate  traineeship; 
Full  time  specialty  in  Radiology 
Enrollment:  Maximum,  2 
Credit:  AMA,  ACR 

Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  enrollee  ob- 
serves procedure,  enrollee  performs 
procedure,  laboratory  work,  lecture, 
open  question,  patient  demonstration, 
programmed  instruction 
Contact:  Dr.  R W McConnell,  Dir,  Dept 
of  Nuclear  Medicine,  St  Paul  Hospital, 
5909  Harry  Hines  Blvd,  Dallas  75235 

Title:  Diagnostic  Radiological  Physics 
Sponsors:  UT  Southwestern  Medical 
School  at  Dallas;  A Webb  Roberts  Cen- 
ter for  Continuing  Education,  Dallas 
Location  of  Course:  Marriott  Motor 


Hotel,  Dallas 
Dates:  May  20-22,  1975 
Duration:  Continuous;  3 days 
Fee:  $100 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Dr.  George  J Race,  Dean,  A 
Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave,  Dallas 
75246 


Surgery 

Title:  Annual  Meeting 
Sponsor:  North  Texas  Chapter,  Ameri- 
can College  of  Surgeons,  Dallas 
Location  of  Course:  Chaparral  Club, 
Southland  Center,  Dallas 
Date:  May  17,  1975 
Duration:  1 day;  7 hours  of  instruction 
Designed  For;  Full  time  specialty 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Dr.  Ronald  C Jones,  Sec-Treas, 
North  Texas  Chapter,  American  College 
of  Surgeons,  5323  Harry  Hines  Blvd, 
Dallas  75235 


46 


TEXAS  MEDICINE 


an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAMA 


INLAY-TABS 


Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg.r 
aluminum  hydroxide  dried  gel,  150  mg. 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  1 0 grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ey 

LABORATORIES 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


pafiy 

ana  46206 


ad’ort  available 
5/1  tequeit. 
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Cardiogenic  shock 
and  its  current  treatment 


James  T.  Willerson,  MD 

Each  year  more  than  600,000  people  in 
this  country  die  from  coronary  artery  dis- 
ease. Power  failure  of  the  heart  in  its  most 
extreme  manifestation,  cardiogenic  shock, 
remains  the  single  most  common  cause  of 
hospital  mortality  in  acute  myocardial  in- 
farction. The  definition  of  cardiogenic 
shock  is  of  critical  importance;  survival 
rates  for  patients  in  cardiogenic  shock  de- 
pend to  a major  degree  on  how  cardiogenic 
shock  is  defined.  The  definition  of  cardio- 
genic shock  as  provided  by  the  Myocardial 
Infarction  Research  Unit  of  the  National 
Heart  and  Lung  Institute  is  listed  in  Fig  1. 
Specifically  excluded  from  the  definition  of 
cardiogenic  shock  are  the  phenomena  list- 
ed in  Fig  2.  Cardiogenic  shock  is  shock  that 
occurs  as  a consequence  of  primary  car- 
diac dysfunction.  The  mortality  rate  in  true 
cardiogenic  shock  before  the  availability  of 
certain  new  circulatory  assist  devices  ap- 
proached 100%. 

Fig  3 describes  the  recommended  mea- 
surements that  many  investigators  feel 
should  be  made  on  a continuous  basis  in 
patients  in  cardiogenic  shock. ^ Certain  ad- 
ditional measurements  need  to  be  made  in 
these  patients  intermittently,  includingthe 
mean  pulmonary  capillary  wedge  pressure, 
arterial  blood  gases,  cardiac  output,  com- 
plete electrocardiograms,  cardiac  enzymes, 
chest  roentgenogram,  and  measurements 
of  renal,  hepatic,  and  hematologic 
function. 

The  development  of  the  Swan-Ganz 


From  the  Pauline  and  Adolph  Weinberger  Labora- 
tory for  Cardiopulmonary  Research  of  the  Depart- 
ment of  Internal  Medicine,  University  of  South- 
western Medical  School  at  Dallas,  Dallas,  Texas. 

This  study  was  supported  by  funds  from  the 
Harry  S.  Moss  Foundation  and  the  NHLI  (NHLI 
72-2947  and  HL  15522). 

Dr.  Willerson  is  an  Established  Investigator  of 
the  American  Heart  Association. 


catheter  for  measuring  pulmonary  artery 
and  pulmonary  capillary  wedge  pressures 
has  represented  a great  advance  in  the 
ability  to  care  for  patients  with  cardiogenic 
shock.  Usingthis  catheter  it  is  possible  to 
record  left  ventricular  filling  pressures 
without  entering  the  left  side  of  the  heart. 
The  mean  pulmonary  capillary  wedge  pres- 
sure is  identical  to  left  ventricular  end- 
diastolic  pressure  in  the  absence  of  mitral 
valve  disease.  The  Swan-Ganz  catheter  has 
a balloon  cuff  nearthe  tip  which  may  be 
inflated  with  saline,  allowing  the  catheter 
to  become  “flow-directed”  once  it  reaches 
the  right  ventricle.  Inflation  of  the  balloon 
with  0.8  ml  saline  occludes  the  pulmonary 
artery,  and  pulmonary  venous  pressures 
are  transmitted  through  the  pulmonary 
capillaries  and  recorded  from  the  tip  of  the 
catheter  just  distal  to  the  balloon.  This 
catheter  can  generally  be  positioned  in  the 
pulmonary  artery  very  rapidly  with  the  aid 
of  fluoroscopy,  but  it  may  also  be  passed 


1.  Peak  systolic  arterial  pressure  of  less  than  90  mm  Hg, 
or  30  mm  Hg  below  the  previous  basal  level 

2.  Evidence  of  reduced  blood  flow  as  shown  by: 

a.  Urine  output  of  less  than  20  ml/ hour 

b.  Impaired  mental  function 

c.  Peripheral  vasoconstriction  associated  with  cold,  clam- 
my skin 

1.  Definition  of  cardiogenic  shock. 


1.  Hypotension  related  to  pain 

2.  Hypotension  related  to  vasovagal  reaction 

3.  Hypotension  related  to  cardiac  rhythm  disturbances  such 
as  a ventricular  or  atrioventricular  junctional  rhythm 
and  the  loss  of  atrial  contribution  to  cardiac  output 

4.  Drug  reactions,  especially  those  related  to  cardiac  medi- 
cations such  as  parenteral  quinidine  or  procainamide 

5.  Hypotension  related  to  hypovolemia 

2.  Shock  other  than  cardiogenic  shock. 


1.  Electrocardiographic  monitoring  of  heart  rate  and  rhythm 

2.  Systemic  arterial  pressure  (indwelling  radial,  brachial, 
or  femoral  arterial  catheter) 

3.  Pulmonary  arterial  pressure 

4.  Urine  flow  rate  using  an  indwelling  Foley  catheter 

3.  Hemodynamic  parameters  that  need  continuous 
monitoring  in  patients  in  cardiogenic  shock. 
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into  the  pulmonary  artery  (without  using 
fluoroscopy)  usually  more  rapidly  and  with 
less  tendency  to  produce  ventricular  extra- 
systoles than  other  catheters.  The  few  com- 
plications related  to  long-term  placement 
of  the  Swan-Ganz  catheter  include  sepsis, 
breakage  of  the  balloon  with  subsequent 
pulmonary  embolization,  and  rarely  ven- 
triculartachycardia  and  ventricularfibril- 
lation  related  to  the  presence  of  the  cathe- 
ter in,  or  its  passage  through,  the  right 
ventricle. 

Clinical  Groups  of  Patients  with 
Cardiogenic  Shock 

The  patients  in  whom  cardiogenic  shock 
develops  can  be  divided  into  two  broad 
groups.  Group  1 includes  patients  ad- 
mitted with  severe  circulatory  collapse  and 
hypotension.  These  patients  generally  have 
a large  area  of  acutely  developing  left  ven- 
tricular ischemia  that  is  the  result  of  occlu- 
sion of  the  proximal  portion  of  a major  cor- 
onary artery.  They  usually  die  within  min- 
utes or  hours  following  their  admission. 

The  occasional  young  patient,  with  his  first 
myocardial  infarction,  who  presents  in  car- 
diogenic shock  is  usually  in  this  group. 
These  patients  often  die  despite  heroic  ef- 
forts to  save  their  lives.  This  is  because  ex- 
tensive damage  is  sustained  to  such  a large 
portion  of  the  left  ventricle  that  support  or 
reversal  of  the  shock  state  for  more  than  a 
very  short  time  usually  is  not  possible. 
Group  2 includes  hospitalized  patients  in 
whom  cardiogenic  shock  develops  as  a rela- 
tively late  complication  of  myocardial  in- 
farction. This  most  commonly  is  the  result 
of  an  extension  of  their  myocardial  infarc- 
tion. This  group  is  usually  composed  of  pa- 
tients with  several  previous  myocardial  in- 
farctions. In  some  instances  one  can  iden- 
tify prolonged  periods  of  sinus  tachycardia 
or  recurrent  ventricular  arrhythmias  that 
might  be  responsible  for  the  subsequent 


extension  of  the  infarction.  In  others  inter- 
mittent or  prolonged  hypoxia,  the  use  of 
cardiac  depressant  drugs,  emotional 
stress,  or  possibly  prolonged  periods  of 
mild  hypotension  are  suspect  as  factors 
that  might  have  resulted  in  extension  of  the 
myocardial  infarction  to  the  point  where 
sufficient  muscle  mass  is  damaged  that 
cardiogenic  shock  or  medically-refractory 
left  ventricular  failure  results. 

Scheldt  and  his  associates,  in  a study 
done  in  the  coronary  care  unit  at  the  New 
York  Hospital  at  Cornell  Medical  Center 
between  Jan  1,  1965,  and  Feb  1, 1969, 
found  that  cardiogenic  shock  developed  in 
73  of  547  patients  (15%)  with  an  estab- 
lished diagnosis  of  acute  myocardial  in- 
farction.- The  patients  in  this  series  with 
cardiogenic  shock  tended  to  be  older  than 
those  who  did  not  develop  cardiogenic 
shock.  The  mean  age  of  patients  without 
shock  was  63  years  and  for  those  with 
shock  it  was  68  years.  Although  women 
were  less  likely  to  present  with  acute  in- 
farction than  men,  shock  was  more  likely 
to  develop  in  women  with  infarction.  Only 
25%  of  the  total  group  of  patients  in  the 
above  study  were  women,  but  37  % of 
those  with  shock  were  women  (p  < 0.01). 

In  Scheldt  and  associates’  series,  the  great- 
est percent  of  patients  developing  cardio- 
genic shock  had  anterior  myocardial  in- 
farctions. Cardiogenic  shock  may  also  de- 
velop in  patients  with  inferior  myocardial 
infarctions,  but  this  generally  occurs  in  pa- 
tients who  have  had  at  least  one  previous 
myocardial  infarction.  There  was  also  an 
appreciable  incidence  of  cardiogenic  shock 
in  the  Scheldt  series  in  patients  with  sub- 
endocardial myocardial  infarctions,  but  the 
total  group  of  patients  with  subendocardial 
myocardial  infarction  in  that  study  was 
small.  The  interval  from  myocardial  infarc- 
tion to  the  onset  of  cardiogenic  shock  in 
Scheldt's  study  was  variable,  but  only  7 % 
of  the  patients  in  whom  cardiogenic  shock 
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ultimately  developed  were  in  shock  within 
the  first  hour  after  myocardial  infarction 
occurred.  Approximately  one-third  of  all 
patients  developing  cardiogenic  shock  did 
so  within  six  hours  of  the  clinical  onset  of 
myocardial  infarction;  half  of  the  patients 
experienced  shock  within  24  hours;  and 
about  two-thirds  of  the  patients  developed 
it  within  36  hours.  However,  in  13%  of  the 
patients  shock  did  not  develop  until  one 
week  or  more  after  the  acute  myocardial 
infarction. 

Hemodynamic  Angiographic,  and 
Postmortem  Findings  in  Patients  in 
Cardiogenic  Shock 

Leinbach  and  his  associates  have  shown 
that  each  of  1 1 patients  with  cardiogenic 
shock,  following  acute  myocardial  infarc- 
tion, who  underwent  coronary  arteriogra- 
phy had  significant  obstruction  of  the  left 
anterior  descending  coronary  artery  with 
invariable  angiographic  evidence  of  car- 
diac apex  dysfunction.  In  all  but  one  pa- 
tient another  major  coronary  artery,  either 
the  right  or  circumflex  coronary  artery,  was 
severely  stenotic. ^ Similarly,  in  a series  of 
15  patients  who  had  cardiac  catheteriza- 
tion because  of  cardiogenic  shock  at  Park- 
land Memorial  Hospital  in  Dallas,  the  proxi- 
mal left  anterior  descending  coronary  ar- 
tery was  always  severely  obstructed,  and 
in  most  instances  either  one  or  two  addi- 
tional coronary  arteries  were  also  severely 
narrowed.^  In  these  patients,  ventriculo- 
grams tended  to  show  general  hypokinesis, 
with  the  possible  exception  of  the  very  high 
basal  aspects  of  cardiac  contraction.^  In 
addition,  in  our  patients  with  cardiogenic 
shock  who  did  not  survive,  ejection  frac- 
tions were  less  than  25%,  and  each  patient 
had  increased  end-systolic  and  end-diastol- 
ic ventricular  volumes.  Leinbach  and  San- 
ders, and  their  associates,  have  shown  that 


patients  who  have  more  than  three  ventri- 
cular avascular  and  akinetic  segments  have 
poor  prognoses.^'®  Angiographic  findings 
of  avascularity  and  akinesis  correlate  well 
with  findings  of  completely  occluded  ves- 
sels and  necrosis  at  the  time  of  postmor- 
tem examination. 

Roberts  has  documented  that  the  coro- 
nary arteries  are  diffusely  involved  by 
atherosclerotic  plaques  in  patients  with 
fatal  acute  myocardial  infarctions.®  Rob- 
berts’  studies  of  the  coronary  arteries  of 
patients  who  died  following  myocardial  in- 
farction show;  (1)  thrombi  in  extramural 
coronary  arteries  are  infrequent  in  patients 
who  die  suddenly  and  in  those  with  sub- 
endocardial necrosis;  (2)  thrombi,  when 
found  in  extramural  coronary  arteries,  and 
a transmural  infarction  generally  indicate 
pump  failure  for  some  time  before  death; 

(3)  thrombi  in  coronary  arteries  usually 
are  located  at  and  just  proximal  to  sites 
already  severely  narrowed  by  older  athero- 
sclerotic plaques;  and  (4)  that  coronary 
atherosclerosis  does  not  involve  intramural 
coronary  arteries  in  the  absence  of  extra- 
mural disease. 

The  hemodynamics  of  patients  with 
acute  myocardial  infarction  have  been 
studied  by  Swan  and  his  associates.’^  Gen- 
erally, patients  with  cardiogenic  shock 
have  faster  heart  rates,  lower  mean  arterial 
pressures,  a tendency  toward  lower  cardiac 
outputs,  increased  left  ventricular  filling 
pressures,  decreased  maximal  rate  of  left 
ventricular  pressure  rise  (dp/dt),  decreas- 
ed stroke  volume  and  stroke  work,  and  in- 
creased systemic  vascular  resistance. 

Page  and  associates®  have  correlated 
postmortem  and  clinical  results  to  deter- 
mine the  extent  of  myocardial  necrosis  in 
patients  with  cardiogenic  shock  as  com- 
pared to  those  without  shock.  From  their 
data,  one  may  conclude  that  patients  with 
cardiogenic  shock  have  necrosis  that  in- 
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volves  40%  or  more  of  their  left  ventricle 
and  that  patients  without  cardiogenic 
shock  generally  have  lesser  degrees  of  left 
ventricular  scartissue. 

Skeletal  Muscle  Metabolite  Studies 

Studies  have  been  done  in  the  coronary 
care  unit  at  Parkland  Memorial  HospitaP 
in  12  patients  in  cardiogenic  shock,  using 
a needle  biopsy  technique  to  obtain  lateral 
thigh  skeletal  muscle  tissue  samples  for 
metabolite  determinations.  Microenzyma- 
tic  techniques  were  utilized  to  determine 
muscle  lactate  and  high-energy  phos- 
phates.Skeletal  muscle  lactates  in  three 
survivors  with  cardiogenic  shock  were  4.7 
(3.0-6. 1)  mM/kg  compared  to  16.2  (9.1- 
34.1)  mM/kg  in  the  nine  patients  with 
shock  who  died.  Blood  lactates  for  the 
whole  group  ranged  from  3.1  to  24.3  mM / 
liter  with  an  overlap  between  survivors  and 
nonsurvivors.  In  five  of  the  patients  there 
was  a marked  concentration  gradient  be- 
tween skeletal  muscle  and  blood  lactate 
values.  One  may  conclude  from  these 
data  that  blood  lactate  values  do  not  nec- 
essarily predict  skeletal  muscle  lactate 
levels,  and  that  the  skeletal  muscle  lactate 
values  may  helpto  predict  which  patients 
might  survive  cardiogenic  shock.  High- 
energy  phosphates  (adenosine  triphos- 
phate and  creatine  phosphate)  were  deplet- 
ed in  the  skeletal  muscle  samples  obtained 
from  patients  with  cardiogenic  shock. 

Thus,  in  the  patients  with  cardiogenic 
shock  there  is  evidence  of  skeletal  muscle 
anaerobic  metabolism,  and  it  appears  that 
certain  of  these  metabolites  might  serve  as 
predictors  of  survival.  However,  additional 
studies  in  a larger  series  need  to  be  com- 
pleted before  the  predictive  role  of  certain 
skeletal  muscle  metabolites  can  be  estab- 
lished. In  the  patients  with  shock  that  im- 
proved hemodynamically  in  time,  there  was 


also  a reduction  in  skeletal  muscle  lac- 
tates and  an  increase  in  high-energy 
phosphate  stores. 

Physiology  of  Acute  Myocardial  Infarction 
With  Extensive  Pump  Damage 

The  important  factors  that  determine  the 
ultimate  fate  of  a patient  with  an  acute 
myocardial  infarction  are  (1)  the  magni- 
tude and  location  of  the  myocardial  infarc- 
tion, (2)  the  functional  state  of  the  nonin- 
farcted  myocardium,  (3)  the  absolute  ef- 
fectiveness of  compensatory  mechanisms, 
and  (4)  additional  factors  which  might  act 
to  increase  mechanical  load.  Total  occlu- 
sion of  a major  coronary  artery  that  sup- 
plies blood  to  a large  portion  of  the  myo- 
cardium may  create  such  an  extensive  area 
of  heart  muscle  dysfunction  that  survival 
for  more  than  minutes  to  hours  is  impos- 
sible. Late  shock  death  occurring  several 
days  following  acute  myocardial  infarction 
is  generally  associated  with  extensive 
three-vessel  coronary  artery  disease,  and 
usually  with  a history  of  previous  myocar- 
dial infarction.  These  patients  generally 
have  hearts  that  show  extensive  myocardial 
destruction  which  is  almost  always  greater 
than  40%  of  the  left  ventricular  mass.  In 
these  latter  patients  the  shock  syndrome 
might  be  precipitated  by  secondary  factors 
like  abnormalities  of  heart  rate  or  rhythm, 
hypovolemia,  hypoxemia,  orthe  use  of 
agents  or  techniques  that  increase  myo- 
cardial oxygen  demand  in  a situation  in 
which  oxygen  availability  is  limited.  The 
result  of  increasing  oxygen  demand  in  this 
situation  may  be  to  extend  the  area  of  pre- 
existing myocardial  damage. 

If  one  looks  even  more  closely  at  the 
myocardium  inflicted  with  an  acute  infarc- 
tion, one  finds  that  one  may  separate  heart 
muscle  into  two  portions:  (1)  a totally  non- 
contractiie  area  or  in  some  cases  noncon- 
tractile  areas  of  variable  size  ultimately 
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developing  reduced  compliance,  and  (2) 
a remaining  noninfarcted  area  with  either 
normal  or  near  normal  contractility.  The 
normal  area  should  be  capable  of  respond- 
ingto  increases  in  fiber  stretch  and  de- 
mands for  an  increase  in  contractile  state. 
The  normal  myocardium  has  normal  com- 
pliance. One  would  expect  that  immediate- 
ly following  myocardial  infarction  the  en- 
dogenous catecholamine  production  result- 
ing from  pain  or  reduced  perfusion  would 
increase  the  contractility  of  the  noninfarct- 
ed portion  of  the  heart.  Subsequent 
changes  in  myocardial  contractility  would 
be  largely  a function  of  the  infarct  size.  In 
extremely  large  myocardial  infarctions, 
even  maximal  stimulation  of  a small  por- 
tion of  noninfarcted  myocardium  (through 
both  endogenous  and  exogenous  catechol- 
amines) will  be  insufficient  to  sustain  life. 

In  patients  who  survive  smaller  myocardial 
infarctions,  the  changes  in  the  contractile 
state  of  noninfarcted  myocardium  ulti- 
mately return  to  normal. 

The  addition  of  a mechanical  load,  in 
other  words,  either  acute  mitral  regurgita- 
tion, ventricular  septal  defect,  orthe  de- 
velopment of  a significant  area  of  ventricu- 
laraneurysm,  creates  additional  hemo- 
dynamic problems  in  acute  myocardial  in- 
farction. Both  mitral  regurgitation  and  ven- 
tricularaneurysms  result  in  an  increase  in 
end-diastolic  volume  and  a decrease  in 
stroke  volume  and  cardiac  output.  Ventri- 
cular septal  defect  may  also  decrease 
stroke  volume  and  cardiac  output.  These 
additional  hemodynamic  burdens  may  pro- 
duce a low  output  state  and  cardiogenic 
shock,  or  severe  and  at  times  medically 
refractory  left  ventricular  failure.  It  is  clin- 
ically important  to  rememberthat  the  in- 
tensity of  the  murmurof  mitral  regurgita- 
tion bears  no  relationship  to  the  actual 
severity  of  the  regurgitation,  and  that 
severe  mitral  regurgitation  may  be  present 
even  in  the  total  absence  of  any  apical  mur- 


mur.“ Similarly,  a ventricular  aneurysm 
may  be  present  and  there  may  not  be  a 
single  physical  clue  that  aids  in  its  iden- 
tification. One  must  have  a high  index  of 
suspicion  about  acute  mitral  regurgitation 
and  ventricular  aneurysm  in  appropriate 
clinical  situations. 


Maroko  and  associates^-  demonstrated  that 
in  anesthetized  dogs,  with  a reversible  liga- 
tion around  the  left  anterior  descending 
coronary  artery,  there  is  a relationship  be- 
tween epicardial  S-T  segment  elevation  and 
subsequent  myocardial  creatine  phospho- 
kinase  depletion.  These  investigators  have 
used  this  relationship  to  demonstrate  that 
Isuprel,  digitalis  (in  the  nonfailing  heart), 
rapid  pacing,  glucagon,  and  hypotension 
appear  to  extend  the  area  of  myocardial 
ischemia  during  acute  coronary  occlusion 
in  the  dog,  while  propranolol  and  intra- 
aortic balloon  counterpulsation  reduce  the 
area  of  injury.  There  is  also  additional  ex- 
perimental evidence  that  steroids,''^  hy- 
aluronidase,“  and  hyperosmolar  manni- 
to|i®  also  appear  to  reduce  the  area  of 
myocardial  injury  in  experimental  coronary 
insufficiency.  Recently  additional  studies 
done  by  us  have  demonstrated  that  there 
is  also  a relationship  between  epicardial 
S-T  segment  elevation  and  abnormalities 
of  myocardial  metabolism  during  acute  cor- 
onary insufficiency  in  anesthetized  dogs 
whose  chests  have  been  opened.  The  pre- 
cise sites  of  epicardial  S-T  segment  eleva- 
tion are  locations  of  lactate  accumulation 
and  of  high-energy  phosphate  depletion. 

In  contrast,  isoelectric  sites  within  the 
grossly  ischemic  portion  of  the  left  ven- 
tricle are  sites  of  either  mild,  or  no,  lactate 
accumulation  and  no  high-energy  phos- 
phate depletion.  This  is  a research  area 
that  is  currently  receiving  a great  deal  of 
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attention  in  cardiology;  the  implications 
concerning  the  use  of  agents  that  may 
either  reduce  or  extend  the  area  of  myo- 
cardial ischemia  and  necrosis  during  coro- 
nary occlusion  are  obvious. 

Treatment  of  Cardiogenic  Shock 

T rue  cardiogenic  shock  treated  by  medical 
means  alone  is  generally  lethal.  In  Scheldt’s 
series  of  73  patients  in  cardiogenic  shock, 

7 % were  dead  within  one  hour  of  its  onset, 
40%  in  six  hours,  and  65%  in  24  hours. - 
Eighty-six  percent  of  patients  eventually 
died  of  shock  orof  its  complications. 

The  treatment  of  patients  in  cardiogenic 
shock  begins  with  the  premise  that  each  in- 
dividual patient  has  an  adequate  intravas- 
cular volume.  Pressor  agents  are  used  to 
increase  systemic  arterial  blood  pressure 
in  patients  who  are  in  shock  in  situations 
in  which  volume  replacement  alone  either 
is  not  indicated  or  is  ineffective.  Each  of 
the  various  aspects  of  medical  treatment 
of  the  patient  in  cardiogenic  shock  will  be 
discussed  separately. 

1.  Volume  Expansion:  In  caringfor  pa- 
tients with  cardiogenic  shock  one  must  be 
certain  that  the  left  ventricular  filling  pres- 
sure is  adequate  in  order  to  maximize  the 
Frank-Starling  mechanism.  If  the  left-sided 
filling  pressure  (LVEDP)  is  less  than  15 
mm  Hg,  cautious  fluid  challenge  should  be 
the  first  form  of  therapy.^'  The  type  of  vol- 
ume replacement  recommended  varies, 
but  infusions  of  dextrose,  dextran,  salt- 
pooralbumin,  and  saline  have  all  been 
recommended.  I prefer  the  use  of  salt-poor 
albumin  or  plasma,  wishingto  avoid  the 
administration  of  additional  exogenous 
salt  and  also  desiring  to  use  an  agent  that 
remains  within  the  vascular  space  for  as 
long  as  possible.  In  patients  who  have  left- 
sided filling  pressures  or  mean  pulmonary 
capillary  wedge  pressures  of  greaterthan 
18-20  mm  Hg,  then  diuretics,  salt  restric- 


tion, and  digitalis  are  indicated. 

2.  Pressor  Agents:  In  general,  pure  vas- 
oconstrictors such  as  methoxamine,  Neo- 
Synephrine,  and  angiotensin  are  not  of 
much  value  in  patients  in  cardiogenic 
shock  and  may  do  some  harm.  Such  true 
vasoconstrictors  increase  afterload  and 
ventricular  work.  Since  these  agents  gen- 
erally lack  a significant,  independent,  ino- 
tropic effect,  the  ventricle  dilates,  wall  ten- 
sion and  oxygen  demands  increase,  and 
the  ventricle  may  then  perform  at  an  even 
greater  mechanical  disadvantage.  There- 
fore, the  pressor  agents  that  are  generally 
chosen  are  those  that  have  both  alpha-  and 
beta-adrenergic  stimulating  effects  or  have 
predominantly  beta-stimulating  effects. 

a.  Norepinephrine:  This  is  an  agent 
with  both  alpha-  and  beta-adrenergic 
stimulating  effects.  Shubin  and  Weil  treat- 
ed ten  patients  in  cardiogenic  shock  with 
this  agent  and  found  an  increase  in  cardiac 
output  and  arterial  pressure.^®  They  stated, 
however,  that  when  systolic  arterial  pres- 
sure was  elevated  above  90  mm  Hg  there 
was  a decrease  in  cardiac  output  and  an 
increase  in  systemic  vascular  resistance. 
Gunnar  and  Loeb  reported  on  the  use  of 
norepinephrine  in  33  patients  in  shock 
with  acute  myocardial  infarction,  all  except 
one  of  whom  had  a control  mean  arterial 
pressure  of  less  than  75  mm  Hg.^®  The  ad- 
ministration of  norepinephrine tothese 
patients  increased  cardiac  output  18%, 
arterial  pressure  by  43%,  and  systemic 
vascular  resistance  by  37 % . Laks  and  as- 
sociates^o  have  demonstrated  in  the  intact 
dog  that  at  low  infusion  rates,  norepine- 
phrine increases  cardiac  output  with  little 
effect  on  systemic  vascular  resistance. 
Mueller  and  associates  have  demonstrat- 
ed that  /-norepinephrine  infusion  (12-40 
/xg/min)  changed  cardiac  index  insignifi- 
cantly, but  increased  mean  arterial  pres- 
sure and  coronary  blood  flow  by  an  average 
of  28%  (p<0  .01)  while  concomitantly 
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improving  myocardial  metabolism.  The 
latter  \A/as  assessed  by  studying  myocardial 
lactate  production  in  these  patients.  In 
Mueller’s  studies,  /-norepinephrine  appear- 
ed to  be  superior  to  isoproterenol. 

b.  Isoproterenol:  Isoproterenol  is  a 
potent  activator  of  beta-receptors,  thereby 
producing  inotropic  and  chronotropic 
changes.  This  results  in  increases  in  the 
force  and  rate  of  cardiac  contraction  but 
also  significant  increases  in  myocardial 
oxygen  consumption.  Isoproterenol  has 
been  used  with  success  in  the  treatment  of 
shock  related  to  sepsis  and  trauma  and  in 
cardiogenic  shockfollowingcardiac  sur- 
gery. Its  usefulness  in  cardiogenic  shock 
following  acute  myocardial  infarction  has 
been  less  certain,  however.  Gunnar  and 
Loeb  compared  isoproterenol  infusions  in 
amounts  of  1-7  /ig/min  in  13  patients  with 
cardiogenic  shock. None  of  the  patients 
given  isoproterenol  demonstrated  clinical 
improvement,  and  there  was  rapid  deteri- 
oration in  four  patients  on  switching  from 
norepinephrine  to  isoproterenol.  This  de- 
terioration was  reversed  in  one  by  reinsti- 
tuting norepinephrine.  Muellerand  asso- 
ciates have  shown  that  isoproterenol  in- 
creases myocardial  lactate  production  in 
patients  in  cardiogenic  shock.^i  This  oc- 
curred despite  an  increase  in  total  coronary 
blood  flow.  The  mechanism  of  metabolic 
deterioration  in  the  face  of  increased  total 
coronary  blood  flow  may  be  that  Isuprel 
increases  oxygen  consumption  more  than 
it  increases  oxygen  availability,  and/or 
that  the  increases  in  total  coronary  blood 
flow  may  reflect  an  increase  in  flow  to  non- 
ischemic areas,  but  an  actual  decrease  in 
flow  to  the  ischemic  area  itself.  Either  of 
these  mechanisms  would  result  in  an  ex- 
tension of  the  area  of  damage.  Bing  and 
others  also  have  shown  that  isoproterenol 
enhances  peak  tension  development  in 
ischemic  muscle,  but  that  deterioration 
occurs  more  rapidly  than  in  ischemic 


muscle  not  exposed  to  isoproterenol.-^  This 
increased  rate  of  deterioration  could  be 
slowed  but  not  reversed  by  the  addition  of 
glucose.  The  authors  proposed  that  isopro- 
terenol caused  depletion  of  high-energy 
phosphate  stores. 

c.  Dopamine:  This  agent  is  a precur- 
sor of  norepinephrine  and  activates  both 
beta-  and  alpha-adrenergic  receptors.  It 
also  dilates  renal  and  mesenteric  vessels 
independent  of  its  effect  on  adrenergic 
receptors.  When  compared  to  norepine- 
phrine and  isoproterenol,  dopamine  in- 
creases cardiac  output  more  than  nore- 
pinephrine and  less  than  isoproterenol  and 
increases  arterial  pressure  more  than  iso- 
proterenol but  less  than  norepinephrine.-^ 
Dopamine  may  precipitate  ventricular 
arrhythmias  so  careful  electrocardiograph- 
ic monitoring  is  indicated. 

d.  Digitalis:  In  an  experimental  mod- 
el of  cardiogenic  shock  Cronin  and  Zsoter 
showed  that  digitalis  resulted  in  an  in- 
crease in  cardiac  output,  an  increase  in 
blood  pressure,  a significant  increase  in 
stroke  volume,  and  a fall  in  left  ventricular 
end-diastolic  pressure. Gunnar  and  Loeb, 
however,  have  described  the  acute  effects 
of  digitalis  in  patients  in  cardiogenic  shock 
and  have  found  that  there  was  no  signifi- 
cant change  in  cardiac  output,  mean  ar- 
terial pressure,  central  venous  pressure,  or 
systemic  vascular  resistance. Some  pa- 
tients improve  but  others  deteriorate. 

There  remains  a real  question  as  to  the 
absolute  efficacy  of  digitalis  in  patients  in 
cardiogenic  shock  and  some  concern  about 
the  potential  ability  of  digitalis  to  extend 
the  area  of  damage. 

e.  Glucagon:  This  agent  has  been 
shown  to  increase  cardiac  output,  left  ven- 
tricle dp/dt  and  heart  rate  in  man  and  ex- 
perimental animals  without  preexisting 
heart  disease,-^  and  in  man  with  acutely 
developing  heart  failure.®®  Its  value  in  pa- 
tients with  long-standing  heart  failure  and 


Volume  71,  April,  1975 


Cardiogenic  shock 


56 


in  experimental  animal  preparations  with 
chronic  heart  failure  remains  uncertain. 

f.  Mechanical  Circulatory  Assistance: 
Despite  the  use  of  maximal  medical  regi- 
mens the  mortality  in  cardiogenic  shock 
following  acute  myocardial  infarction  has 
remained  unacceptably  high.  Predominant- 
lyforthis  reason  other  means  of  treating 
cardiogenic  shock  have  been  developed 
recently.  One  would  like  to  develop  meth- 
ods of  treating  cardiogenic  shock  that 
would  either  increase  coronary  perfusion 
pressure  or  would  reduce  left  ventricular 
work  and  myocardial  oxygen  demand,  or 
both.  Mechanical  circulatory  assist  devices 
have  been  the  most  recent  form  of  therapy 
employed  to  treat  cardiogenic  shock.  Vari- 
ous circulatory  assist  devices  have  been 
developed  on  the  basis  that  they  would  (1) 
decrease  preload,  (2)  decrease  afterload, 
or  (3)  provide  direct  cardiac  compression.® 
Those  devices  that  decrease  preload  and 
afterload  reduce  left  ventricular  diastolic 
volume,  resulting  in  a decrease  in  intramy- 
ocardial  tension  and  reduction  in  myocar- 
dial oxygen  requirements.  Decreased  pre- 
load may  be  accomplished  by  shunting 
blood  away  from  the  left  ventricle.  The 
cardiopulmonary  bypass  machine  is  the 
classical  means  of  decreasing  preload. 
Afterload  may  be  diminished  through  coun- 
terpulsation. Initiatingcounterpulsation  at 
the  onset  of  diastole  by  inflating  a balloon 
device  in  the  descending  aorta  with  helium 
results  in  an  increase  in  diastolic  arterial 
pressure  and  promotes  runoff  of  blood  to 
the  periphery  and  into  the  coronary  ar- 
teries. The  balloon  is  deflated  just  priorto 
the  onset  of  the  next  ventricular  systole 
usingthe  electrocardiogram  (ECG)  as  a 
signal  so  that  the  left  verticle  ejects  its  con- 
tents into  an  aorta  relatively  emptied  of 
blood  by  the  previous  balloon  systole. 
Therefore,  peak  left  ventricular  systolic 
pressure  is  lowered  and  systemic  arterial 
diastolic  pressure  is  increased.  Intra-aortic 


counterpulsation,  then,  acts  to  increase 
diastolic  perfusion  pressure  and  coronary 
blood  flow  and  reduce  left  ventricular  work. 
The  balloon  catheter  used  for  counterpul- 
sation is  inserted  into  the  femoral  artery 
and  positioned  under  fluoroscopy  in  the 
descending  aorta  just  distal  to  the  origin 
of  the  left  subclavian  artery.  It  is  then  con- 
nected to  a nearby  console  with  portable 
helium  tanks,  and  balloon  inflation  is  trig- 
gered from  a portable  console  by  the 
T-wave  of  the  ECG  and  deflation  by  the 
P-wave  of  the  ECG.  This  alternate  inflation 
and  deflation  increases  systemic  diastolic 
arterial  pressure  and  reduces  left  ventri- 
cular and  systemic  arterial  systolic  pres- 
sures. Cardiac  output  is  generally  increas- 
ed 300-400  ml/minute  and  mean  arterial 
pressure  generally  by  3-5  mm  Hg.®  In  con- 
junction with  these  changes  left  ventricular 
end-diastolic  pressure  falls  in  most  pa- 
tients in  whom  intra-aortic  balloon  coun- 
terpulsation is  utilized  by  approximately 
3-8  mm  Hg.  Recently  external  noninvasive 
counterpulsation  devices  have  been  de- 
veloped and  utilized  in  both  experimental 
animals  and  in  man-’^  ”®  to  show  that  alter- 
nately applying  positive  and  negative  pres- 
sure to  the  lower  extremities  produces  the 
same  increases  in  systemic  arterial  diastol- 
ic pressure  and  cardiac  output  as  provided 
by  the  intra-aortic  balloon.  However,  gen- 
erally speaking,  left  ventricular  and  sys- 
temic arterial  systolic  pressures  are  not 
reduced  and  left  ventricular  end-diastolic 
pressure  does  not  decrease  when  this  ex- 
ternal counterpulsation  system  is  utilized. 

The  intra-aortic  balloon  device  is  the 
circulatory  assistance  system  that  has  been 
evaluated  in  the  greatest  detail,  and  there- 
fore in  this  review  most  attention  will  be 
paid  to  this  form  of  circulatory  assistance. 
Kantrowitz  and  his  associates  have  report- 
ed on  the  use  of  intra-aortic  balloon  coun- 
terpulsation in  30  patients  with  cardiogen- 
ic shock,  describing  a reversal  of  the  shock 
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syndrome  in  25  and  a survival  rate  of  45% 
in  patients  whose  shock  developed  imme- 
diately following  myocardial  infarction.^® 

In  some  of  these  patients  balloon  assis- 
tance was  continued  for  as  long  as  eight 
days.  Experience  in  treating  a larger  group 
of  patients  with  cardiogenic  shock,  employ- 
ing a balloon  with  three  segments,  recently 
has  been  reported  by  Sanders  and  asso- 
ciates from  the  Massachusetts  General 
Hospital.®  Average  duration  of  shock  prior 
to  intra-aortic  balloon  counterpulsation  in 
this  study  was  14  hours  in  31  patients  and 
three  to  nine  days  in  the  remainder.  Intra- 
aortic counterpulsation  reversed  the  shock 
state  in  21  patients,  and  resulted  in  an 
average  increase  of  700  ml/minute  in  car- 
diac output  and  an  8 mm  Hg  increase  in 
mean  systemic  arterial  pressure  and  a de- 
crease of  4 mm  Hg  in  mean  pulmonary 
capillary  wedge  pressure.  Average  arterial 
oxygen  tension  rose  from  65  to  122  mm 
Hg,  and  signs  of  pulmonary  vascular 
congestion  diminished  with  counterpulsa- 
tion. Five  of  the  first  26  patients  with  coun- 
terpuJsation  were  long-term  survivors.  We 
have  recently  supported  a group  of  27  pa- 
tients with  either  cardiogenic  shock,  medi- 
cally refractory  left  ventricular  failure,  or 
medically  refractory  ventricular  tachycar- 
dia with  intra-aortic  balloon  counterpulsa- 
tion.Twenty-three  of  these  patients  were 
in  cardiogenic  shock.  Two  patients  had 
severe  left  ventricular  failure,  and  two  had 
medically  refractory  ventriculartachy- 
cardia.  Utilizing  intra-aortic  balloon  coun- 
terpulsation, it  was  possible  to  initially  re- 
store adequate  systemic  blood  pressure  in 
19  patients.  Nine  of  these  were  subse- 
quently weaned  from  circulatory  assis- 
tance, but  only  three  were  discharged  from 
the  hospital  and  are  currently  alive.  The  re- 
mainingten  patients  were  balloon  de- 
pendent in  that  they  could  not  be  weaned 
from  circulatory  assistance  without  recur- 
rence of  shock.  Eight  of  these  patients  sub- 


sequently underwent  cardiac  catheteriza- 
tion; four  had  inoperable  disease.  The  re- 
maining four  patients  underwent  surgery 
to  either  resect  their  area  of  infarction  or 
for  myocardial  revascularization,  or  both. 
Only  one  survived  to  leave  the  hospital. 

With  the  exception  of  one  patient  who  had 
idiopathic  cardiomyopathy,  all  of  the  other 
patients  undergoing  cardiac  catheteriza- 
tion exhibited  severe  involvement  of  the 
left  anterior  descending  vessel.  Only  one 
patient  had  single-vessel  disease,  and  six 
exhibited  severe  triple-vessel  disease.  Left 
ventricular  volumes  and  ejection  fractions 
were  calculated  and  were  found  to  be  ab- 
normal in  nearly  all  of  the  patients  in  car- 
diogenic shock  on  balloon  assistance.  The 
severe  degree  of  left  ventricular  dysfunc- 
tion in  the  nine  patients  who  had  ventricu- 
lograms while  on  balloon  support  was  evi- 
denced by  the  severely  reduced  ejection 
fractions,  which  did  not  exceed  23  % with 
the  exception  of  one  patient  whose  ejection 
fraction  was  41  % . The  diffuse  nature  of 
the  ventricular  dysfunction  was  emphasiz- 
ed by  noting  reduced  left  ventricular  seg- 
mental wall  motion  in  all  of  the  hemiaxes 
and  in  the  long  axis  in  all  patients  studied. 
No  single  hemiaxis  or  long  axis  of  the  ven- 
triculogram achieved  the  normal  mean  per- 
cent shortening.  The  anterior  wall  hemiaxis 
exhibited  the  greatest  motion  abnormali- 
ties. Indeed,  the  distal  anterolateral  wall 
showed  either  no  motion  or  paradoxical 
movement  in  the  eight  patients  who  had 
coronary  artery  disease.  This  extensive  im- 
pairment of  ventricular  contraction  cor- 
related with  the  uniformly  severe  involve- 
ment of  the  left  anterior  descending  vessel 
in  these  patients. 

Eight  patients  in  this  total  group  of  27 
did  not  derive  any  definite  hemodynamic 
benefit  from  intra-aortic  counterpulsation 
and  died  before  cardiac  catheterization 
could  be  performed. 

In  the  eight  patients  who  were  balloon 
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dependent  and  underwent  cardiac  cathe- 
terization, four  were  believed  to  have  in- 
operable disease  because  of  reduced  ejec- 
tion fractions,  diffusely  hypokinetic  ven- 
tricles, and  diffuse  involvement  of  the  ma- 
jor coronary  arteries.  Four  patients  were 
operated  on  for  acute  conditions,  and  each 
had  coronary  artery  revascularization  or 
infarctectomy,  or  both,  performed.  In  these 
patients  surgery  was  performed  following 
cardiac  catheterization  that  demonstrated 
distal  coronary  arteries  which  appeared  to 
be  suitable  for  revascularization.  Left  ven- 
tricular ejection  fractions  were  reduced  be- 
low 30%  in  each  of  these  four  patients,  but 
surgery  was  performed  because  the  out- 
look with  continued  medical  therapy  was 
hopeless  and  it  seemed  possible  that  re- 
vascularization would  help.  Only  one  of 
these  patients  survived  to  leave  the  hos- 
pital. Surgery  has  been  even  more  widely 
utilized  at  the  Massachusetts  General  Hos- 
pital in  certain  patients  with  cardiogenic 
shock  treated  with  intra-aortic  counterpul- 
sation.® Surgery  has  been  used  because  of 
the  persistently  high  mortality  in  patients 
with  cardiogenic  shock  treated  with  coun- 
terpulsation, especially  in  those  patients 
who  remain  dependent  on  mechanical  cir- 
culatory assistance.  Surgical  procedures 
employed  have  included  acute  myocardial 
revascularization  (saphenous  vein  or  in- 
ternal mammary  bypass  grafts  to  distal 
coronary  arteries),  myocardial  resection  of 
the  area  of  infarction,  or  both.  The  follow- 
ing criteria  have  been  used  at  the  Massa- 
chusetts General  Hospital  and  in  our  own 
institution  to  decide  when  to  perform  coro- 
nary angiography  and  consider  surgical  in- 
tervention in  patients  on  intra-aortic  bal- 
loon counterpulsation.®  Patients  who  (1) 
do  not  show  significant  hemodynamic  im- 
provement within  12-24  hours  on  a thera- 
peutic program  of  intra-aortic  pulsation  or 
pressor  agents,  or  both;  (2)  demonstrate 
increasing  pressor  requirements  despite 
intra-aortic  counterpuisation;  (3)  show 
dependence  on  intra-aortic  counterpulsa- 


tion after  24  hours;  or  (4)  demonstrate 
hemodynamic  deterioration  after  being 
weaned  from  intra-aortic  counterpulsation, 
are  taken  to  the  cardiac  catheterization 
laboratory  for  coronary  and  left  ventricular 
angiograms  while  being  supported  on  the 
circulatory  assist  device.  Those  patients 
showing  distal  coronary  vessels  suitable  for 
coronary  bypass  graft  surgery  or  an  area 
of  resectable  dyskinetic  myocardium,  or 
both,  are  taken  from  the  cardiac  catheteri- 
zation laboratory  to  the  operating  room  for 
the  necessary  cardiac  surgery.  Intra-aortic 
balloon  counterpulsation  is  continued 
throughout  this  period  of  time.  We  have  not 
yet  lost  any  patient  undergoing  cardiac 
catheterization  on  balloon  support  under 
these  conditions,  and  only  one  patient  out 
of  more  than  35  had  died  followingthe  car- 
diac catheterization  procedure  at  the  Mas- 
sachusetts General  Hospital.®  Poor  opera- 
tive results  with  coronary  artery  bypass 
graft  surgery  or  myocardial  resection,  or 
both,  can  be  expected  in  patients  in  cardio- 
genic shock  who  (1)  have  ejection  fractions 
below  25%,  (2)  have  multiple  ventricular 
areas  of  avascularity  and  akinesis,  and/or 
(3)  have  diffuse  severe  obstructive  disease 
involving  all  three  coronary  arteries  with- 
out good  distal  vessels  beyond  the  obstruc- 
tion. Investigators  from  the  Massachusetts 
General  Hospital  have  reported  that  an 
additional  15-20%  of  the  patients  who 
have  operable  disease  but  depend  on  the 
balloon  can  be  salvaged  with  revasculariza- 
tion procedures.®  The  major  problem  is 
that  many  of  these  patients  have  inoper- 
able disease;  that  is,  they  have  reduced 
ejection  fractions,  generalized  left  ventri- 
cular hypokinesis,  severe  diffuse  coronary 
disease  that  precludes  coronary  artery  re- 
vascularization, or  all  three  of  these 
conditions. 

Summary 

Intra-aortic  counterpulsation  and  counter- 
pulsation using  other  noninvasive  mechan- 
ical circulatory  assist  devices,  either  alone 
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or  in  combination  with  acute  myocardial 
revascularization  or  ventricular  resection, 
or  both,  do  salvage  a small  number  of  pa- 
tients who  would  otherwise  die  with  car- 
diogenic shock  after  acute  myocardial  in- 
farction. Mechanical  circulatory  assist  de- 
vices commonly  reverse  the  shock  state, 
but  many  patients  remain  dependent  on 
their  use  and  additional  definitive  mea- 
sures, most  of  which  are  not  yet  available, 
are  necessary.  One  may  hope  that  develop- 
ment of  newer  circulatory  assist  devices 
that  may  function  in  ambulatory  patients 
over  long  periods  of  time,  or  the  conquer- 
ing of  the  immunological  problems  asso- 
ciated with  cardiac  transplantation,  or 
both,  will  make  further  inroads  intoour 
ability  to  salvage  such  desperately  ill 
patients. 
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Coronary  occlusion  secondary  to 
nonpenetrating  chest  trauma 


An  unusual  case  of  post-traumatic  occlu- 
sion of  the  left  anterior  descending  coro- 
nary artery,  documented  by  angiography, 
and  left  ventricular  aneurysm  and  pericar- 
dial laceration  is  described.  An  immediate 
history  of  chest  trauma  in  the  patient  pre- 
ceded the  onset  of  cardiac  symptoms  and 
signs.  Myocardium  adjacent  to  the  occlud- 
ed left  anterior  descending  coronary  artery 
was  damaged,  yet  no  intrinsic  coronary  oc- 
clusive disease  was  found  in  the  other 
coronary  arteries.  We  found  no  other  case 
reported  in  which  traumatic  coronary  oc- 
clusion had  been  documented  by 
angiography. 

Coronary  occlusion  as  a direct  result  of 
nonpenetrating  chest  trauma  is  unusual 
and  has  never  previously  been  documented 
by  angiography.  Although  the  myocardial 
injury  has  followed  the  clinical  pattern  of 
infarction,  it  has  not  been  reported  as  re- 
sulting from  occlusion  of  a coronary  ar- 
tery.Glancy  and  associates, “ in  a review 
of  the  literature,  found  no  reports  in  which 
thrombosis  could  be  unequivocally  at- 
tributed to  nonpenetrating  chest  trauma. 

In  order  to  establish  trauma  alone  as 
the  cause  of  coronary  occlusion  the  patient 
must  have:  (1)  a history  of  chest  trauma 
that  shortly  preceded  the  onset  of  the  car- 
diac symptoms  and  signs,  (2)  evidence  of 
a damaged  myocardium  adjacent  to  the 
occluded  coronary  vessel,  and  (3)  absence 
or  near-absence  of  intrinsic  disease  in  the 
coronary  arteries.  Our  article  describes  a 
patient  whose  findings  satisfied  these  cri- 
teria and  in  whom  coronary  occlusion  was 
angiographically  documented. 

Case  Report 

A 46-year-old  man  was  referred  to  the 
Texas  Heart  Institute  for  surgical  resection 
of  a left  ventricular  aneurysm.  The  patient. 


a construction  worker,  was  in  good  health 
until  Feb  19,  1974,  when  he  fell  26  feet, 
landing  on  his  head  and  left  side  of  his 
chest.  Injuries  included  fracture  of  the 
fifth,  sixth,  and  seventh  left  ribs  and  frac- 
ture and  dislocation  of  the  left  hip  and  left 
elbow.  Two  weeks  after  the  accident,  signs 
and  symptoms  of  congestive  heart  failure 
developed.  Cardiac  catheterization  and 
selective  coronary  angiography,  performed 
in  another  hospital,  demonstrated  evi- 
dence of  complete  occlusion  of  the  left 
descending  coronary  artery  after  origin  of 
the  first  septal  perforating  branch  (Fig  1). 
The  other  coronary  arteries  were  normal. 
Ventriculography  revealed  a large  ante- 
roapical  left  ventricular  aneurysm  (Fig  2). 
Left  ventricular  ejection  fraction  was  cal- 
culated at  20%.  The  patient  was  treated 
with  digitalis  for  control  of  the  heart  fail- 
ure, and  procainamide  was  given  to  sup- 
press frequent  premature  ventricular  con- 
tractions. 

The  patient’s  medical  history  was  un- 

1.  Selective  coronary  angiogram  in  the  right  an- 
terior oblique  projection  demonstrating  total  occlu- 
sion of  the  left  anterior  descending  coronary  artery 
after  origin  of  the  first  septal  perforating  branch. 
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remarkable.  There  were  no  risk  factors  of 
coronary  artery  disease  and  no  previous 
history  of  angina  pectoris  of  myocardial 
infarction.  Because  he  failed  to  improve  on 
the  prescribed  medical  treatment,  the 
patient  was  referred  to  the  Texas  Heart 
Institute  for  surgical  treatment. 

Upon  admission,  the  patient  underwent 
physical  examination  which  revealed  a 
blood  pressure  of  105/75  mm  Hg,  and  a 
heart  rate  of  84/minute.  Jugular  venous 
pressure  was  not  elevated.  The  lungs  were 
clearon  percussion  and  auscultation.  The 
heart  was  enlarged;  a paradoxical  impulse 
was  palpable  at  the  sixth  intercostal  space 
in  the  anterior  axillary  line.  A grade  1 1 /VI 
mid-to-late  systolic  murmurand  an  atrial 
gallop  were  noted  at  the  apex.  The  re- 
mainder of  the  examination  was  remark- 
able only  inthat  there  was  limited  motion 
of  the  left  hip. 

Electrocardiography  showed  sinus 
rhythm,  left  axis  deviation,  and  left 
bundle-branch  block  with  S-T  segment 
elevation  in  the  right  anterior  precordial 

2.  Left  ventricular  angiogram  in  the  right  anterior 
oblique  projection  showing  a large  anteroapical 
aneurysm. 


leads.  Roentgenogram  of  the  chest  showed 
healing  fractures  of  the  fifth  to  seventh 
ribs  with  blunting  of  the  left  costophrenic 
sulcus  and  an  enlarged  cardiac  silhouette 
with  elevation  of  the  cardiac  apex  (Fig  3). 
Laborary  values  including  cholesterol, 
triglycerides,  fasting  and  a two-hour  post- 
prandial glucose  test,  creatine  phosphoki- 
nase,  lactic  hydrogenase,  and  glutamic 
oxaloacetic  transaminase  were  within  nor- 
mal limits. 

On  March  27,  1974,  the  patient  under- 
went resection  of  a left  ventricular  aneu- 
rysm and  repair  of  a pericardial  laceration. 
The  left  anterior  descending  coronary 
artery  was  explored  and  found  to  be  com- 
pletely occluded  and  not  suitable  for  by- 
pass. At  the  time  of  surgery,  adhesions 
between  the  pericardium  and  the  large 
apical  aneurysm  were  found;  the  left  dia- 
phragm also  exhibited  a small  laceration 
that  was  repaired. 

The  patient  experienced  a stormy  post- 
operative course  complicated  by  frequent 
premature  ventricular  contractions  and 


3.  Chest  roentgenogram  revealing  healed  fractures 
of  the  fifth,  sixth,  and  seventh  left  ribs  and  enlarged 
cardiac  silhouette  with  apical  elevation. 
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short  periods  of  ventricular  tachycardia. 
Suboptimal  control  of  rhythm  was  achieved 
with  oral  administration  of  500  mg  of  pro- 
cainamide and  300  mg  of  quinidine  every 
four  hours.  The  patient  was  discharged 
three  weeks  after  surgery  in  fair 
condition. 

Discussion 

Evidence  of  injury  to  the  heart  caused  by 
nonpenetrating  chest  trauma  often  is 
found  at  the  time  injury  to  other  organs 
and  systems  is  discovered.  Major  frac- 
tures, ruptured  viscerae,  and  other  less 
serious  but  more  noticeable  injuries  all 
tend  to  overshadow  and  obscure 
the  cardiac  damage.^ 

Nonpenetrating  chest  trauma  frequently 
is  followed  by  transient  electrocardio- 
graphic and  roentgenographic  evidence  of 
myocardial  and  pericardial  injury;^  and 
when  fatal,  often  by  laceration  or  rupture 
of  the  heart, even  without  overt  signs  of 
chest  injury.  ® Clinically  detectable  car- 
diac damage  in  late  survivors  of  blunt  chest 
trauma  is  unusual.  Injuries  reported  in- 
cluded atrioventricular  or  intraventricular 
conduction  defects;^  aortic,^®  mitral,”  or 
tricuspid  regurgitation;”  constrictive  peri- 
carditis;” communications  between  the 
aorta  and  right  ventricle,”  right  atrium,” 
or  pulmonary  artery;”  left  venticuloatrial 
fistula”  or  coronary  arteriovenous  fistula;” 
communications  between  the  left  ventricle 
and  coronary  sinus;”  ventricular  septal 
defects;'  ””®  aneurysms  of  the  right-'”-  or 
left  ventricle;'”””®”'”'  and  transmural  my- 
ocardial infarction.® 

Myocardial  contusion,  the  most  frequent 
cardiac  injury  following  nonpenetrating 
chest  trauma,'”  rarely  leaves  clinically  de- 
tectable evidence  of  cardiac  abnormality 
in  patients  who  survive  the  injury  for  sev- 
eral months. 


The  coronary  arteries  generally  are  re- 
sistant to  injury  by  nonpenetrating  chest 
trauma;  laceration  of  these  vessels  is  un- 
common and  thrombosis  is  rare.  Of  546 
patients  with  fatal  nonpenetrating  chest 
trauma  reported  by  Parmley,'  only  10  had 
laceration  and  none  had  thrombosis  of  a 
coronary  artery,  despite  the  frequency  of 
myocardial  contusion  adjacent  to  extra- 
mural coronary  arteries.  Moritz®  found  that 
the  coronary  arteries  of  dogs  were  more 
resistant  to  injury  induced  by  direct  trauma 
than  the  adjacent  myocardium.  Throm- 
bosis of  the  coronary  vessels  was  difficult 
to  produce;  when  it  did  occur,  the  vessels 
were  only  partially  occuded. 

The  subject  of  coronary  thrombosis  sec- 
ondary to  trauma  has  undergone  strong 
debate  in  the  literature.'””®”®  The  relation- 
ship has  received  much  support;'®”'  how- 
ever, angiographic  documentation  was  not 
reported.  To  our  knowledge  this  is  the  first 
case  of  angiographic  demonstration  of 
coronary  occlusion  secondary  to  nonpene- 
trating chest  trauma. 

Post-traumatic  left  ventricular  aneurysm 
was  first  described  in  1892.'®  The  true  in- 
cidence of  this  unusual  occurrence  is  un- 
known since  the  aneurysm,  which  causes 
little  disability,  probably  goes  undiagnos- 
ed. When  a myocardial  aneurysm  is  recog- 
nized, one  is  uncertain  whether  myocardial 
contusion  caused  formation  of  the  aneu- 
rysm directly'®  or  in  combination  with  coro- 
nary artery  disease.® 

Killen  and  co-workers,®'  in  a review  of 
the  literature,  described  19  patients  with 
anatomically-proven  left  ventricular  aneu- 
rysm. In  13  the  trauma  was  nonpenetrat- 
ing, and  in  the  remaining  6 a stab  wound 
was  the  etiologic  agent. 

An  aneurysm  occurring  after  blunt  trau- 
ma may  be  either  a true  or  false  aneurysm; 
however,  one  that  develops  after  penetrat- 
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ingtrauma  almost  invariably  is  of  the  false 
variety.  A false  aneurysm  is  the  result  of  a 
contained  ventricular  rupture.  In  patients 
with  either  type  of  aneurysm,  morbidity 
and  mortalityare  high.  Fatal  complications 
include  myocardial  rupture  and  tampo- 
nade, cardiac  failure,  systemic  emboli,  and 
ventricular  arrhythmias. 

Lyons  and  Perkins^^  in  1958  were  first 
to  report  surgical  treatment  of  post-trau- 
matic left  ventricular  aneurysm.  Prelimina- 
ry reports  from  several  other  series23-24,38-4o 
suggest  operative  treatment  is  the  therapy 
of  choice  in  patients  with  symptomatic 
post-traumatic  left  ventricular  aneurysm. 

Some  degree  of  traumatic  pericarditis 
(usuallyfrom  pericardial  or  myocardial  ec- 
chymosis,  or  both,  and  hematoma)  is  found 
at  autopsy  in  most  patients  who  suffer  car- 
diac injuries  caused  by  nonpenetrating 
chest  trauma.  Delayed  recurring  pericar- 
dial effusions,  acute  pericarditis,  and 
chronic  constrictive  pericarditis  may  follow 
both  closed  and  penetrating  chest  injuries. 
Why  some  patients  go  on  to  develop  recur- 
rent pericarditis  or  constriction  is  not  well 
understood.  One  suggestion  for  the  cause 
is  an  autoimmune  process  because  of  the 
demonstration  of  antimyocardial  anti- 
bodies.3 

When  electrocardiographic  evidence  of 
myocardial  infarction  is  obtained  shortly 
after  injury  in  a patient  with  no  previous 
history  of  heart  disease  and  whose  changes 
persist  permanently,  traumatic  occlusion 
of  a coronary  artery  should  be  considered. 
With  the  increasing  availability  of  selective 
coronary  angiography,  more  cases  of  coro- 
nary occlusion  secondary  to  nonpenetrat- 
ing chest  trauma  can  be  discovered. 
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TEXAS  MEDICINE 


TEXAS  MEDICAL  ASSOCIATION 


108th  ANNUAL  SESSION 

SAN  ANTONIO,  TEXAS 
MAY  1-4  1975 


FEATURING 


48  GUEST  SPEAKERS 

plus  350  special  and  TMA-member  speakers 

19  SECTION  PROGRAMS 

Allergy,  Digestive  Diseases,  Diseases  of  the  Chest, 
Family  Practice,  Internal  Medicine,  Neurology,  Neu- 
rological Surgery,  Nuclear  Medicine,  Obstetrics  and 
Gynecology,  Ophthalmology,  Otolaryngology,  Path- 
ology, Pediatrics,  Physical  Medicine  and  Rehabilita- 
tion, Psychiatry,  Public  Health,  Radiology,  Surgery, 
Urology. 


AMA  POSTGRADUATE  COURSES 

Courses  to  be  scheduled  Sunday,  May  4,  and  will  be 
acceptable  for  credit  hours  under  Category  I of  the 
AMA's  Physicians'  Recognition  Award. 

Basic  Electrocardiology 


Office  Gynecology 


21  CURBSTONE  CONSULTATIONS  Office  Orthopaedics 

Person-to-person  conversational  discussions  of  cases 
and  problems  of  general  medical  interest. 

Dermatology  for  Nondermatologists 


15  CONTINENTAL  BREAKFAST  PRESENTATIONS 

Have  breakfast  with  a guest  speaker  on  Friday  and 
Saturday  mornings.  Enjoy  coffee  and  rolls  while  the 
speaker  presents  a 15  to  20  minute  lecture.  Then 
participate  in  the  informal  35-minute  open  forum 
that  will  follow. 


36  SPECIALTY  SOCIETY  PROGRAMS 


6 SPECIAL  COMMITTEE  SYMPOSIUMS 


175  SCIENTIFIC  AND  TECHNICAL  EXHIBITS 


FORUM  OF  ORIGINAL  RESEARCH 


PHYSICIANS'  AND  SPOUSES'  ART  EXHIBITION 


SPORTS/ENTERTAINMENT 

Golf,  Tennis,  Fraternity  and  Alumni  Parties,  Class 
Reunions  and  TMA's  Saturday  Night  Fiesta,  featur- 
ing cocktails,  dinner,  dancing,  entertainment. 


MAKE  YOUR  HOTEL 
RESERVATIONS 

Reservations  not  accepted  by  tele- 
phone. Select  your  first,  second  and 
third  choice  of  hotel  or  motel  from 
the  list  below;  complete  the  housing 
request  form  and  mail  it  to  the  San 
Antonio  Convention  and  Visitors  Bu- 
reau. Preferences  will  be  honored  as 
far  as  possible,  and  confirmation  of 
reservations  will  be  sent  directly  to 
you  from  the  hotel  or  motel. 

La  Mansion  Motor  Hotel  will  serve 
as  Woman's  Auxiliary  Headquarters. 

1 —  Convention  Center 

Scientific  Sessions 
House  of  Delegates  and 
Exhibits 

2 —  Hilton  Palacio  del  Rio  Hotel 

Scientific  Sessions  Headquarters 

3 —  St.  Anthony  Hotel 

Business  Sessions  Headquarters 

5 —  Menger  Hotel  and  Motor  Inn 

Scientific  Sessions 
Co-Headquarters 

6 —  La  Quinta  Motor  Inn 

7 —  Gunter  Hotel 

8 —  Crockett  Motor  Inn 

9 —  El  Tropicano  Motor  Hotel 


REQUEST  FOR  HOTEL  OR  MOTEL  RESERVATIONS 


10 —  Holiday  Inn — Downtown 

11 —  TraveLodge — Court  House 

Square 

1 2 —  T raveLodge — Alamo 

13 —  Granada  Inn 


ADVANCE  REGISTRATION 
FORM— FILL  OUT  BOTH  SIDES 
AND  MAIL  TODAY 

Save  time  and  effort  by  reg- 
istering in  advance.  Fill  out  the 
card  at  right,  mail  it  to  TMA, 
and  your  registration  packet 
will  be  waiting  for  you.  There 
is  no  registration  fee  for  TMA 
members. 

A form  for  ordering  tickets  to 
the  General  Meeting  Lunch- 
eon, Saturday  Night  Fiesta, 
and  other  events  is  located  on 
the  back  of  this  Advance  Reg- 
istration card.  Save  even  more 
time  by  ordering  your  tickets 
now. 
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MAIL  TO:  TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR,  AUSTIN,  TEXAS  78701 
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USE  THESE  FORMS 
TO  REGISTER  IN  ADVANCE, 
BUY  TICKETS  AND 
MAKE  HOTEL  RESERVATIONS 


HAVE  YOUR  TICKETS  READY  FOR 
YOU  WHEN  YOU  GET  TO  SAN 
ANTONIO 
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Avoid  the  lines,  the  last  minute  rush, 
and  the  possibility  of  missing  out  on 
the  TMA  functions  listed  below.  Fill 
out  the  advance  ticket  order  form, 
mail  it  to  TMA  with  your  check,  and 
1 your  tickets  will  be  waiting  for  you. 

1 

GENERAL  MEETING  LUNCHEON 

Friday,  May  2,  12:30  p.m..  Conven- 
tion Center.  Featured  speaker  will  be 
Malcolm  C.  Todd,  M.D.,  President, 
American  Medical  Association,  Long 
Beach,  California. 


SATURDAY  NIGHT  FIESTA 

A fun  Saturday  featuring  cocktails, 
dinner,  dancing,  entertainment.  Sat- 
urday, May  3,  7:00  p.m.,  Convention 
Center. 


CONTINENTAL  BREAKFAST 
PRESENTATIONS 
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Friday,  May  2 and  Saturday,  May  3, 
8:15-9:30  a.m.  Convention  Center. 
There  is  no  charge,  but  attendance 
is  limited  and  tickets  necessary.  Have 
coffee  and  rolls  with  a guest  speaker, 
then  participate  in  an  informal  dis- 
cussion period. 
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ANNUAL  SESSION 
SAN  ANTONIO 
MAY  1-4, 1975 


48  GUEST  SPEAKERS  plus  350  special  and  TMA-member  speakers 


ROBERT  M.  BLAESE,  M.D. 

Bethesda,  Md. 

internal  medicine:  pediatrics 

)AMES  W.  BURKS,  M.D. 

New  Orleans,  La.,  dermatology 

DONALD  L.  COOPER,  M.D. 

Stillwater,  Okla.,  sports  medicine 

HENRY  V.  CROCK,  M.D. 

Melbourne,  Vic.,  Australia 
orthopaedic  surgery 

WILLIAM  A.  DANIEL,  JR.,  M.D. 
Birmingham,  Ala.,  pediatrics 

JOHN  DONNELLY,  M.D. 

Hartford,  Conn.,  psychiatry 

GILBERT  C.  EADE,  M.D. 

Seattle,  Wash.,  plastic  surgery 

JAMES  B.  FIELD,  M.D. 

Pittsburgh,  Pa.,  internal  medicine 
(endocrinology) 

ERIC  W.  FONKALSRUD,  M.D. 

Los  Angeles,  Calif.,  pediatric  surgery 

BEN  I.  FRIEDMAN,  M.D, 

Memphis,  Tenn.,  nuclear  medicine 

JAMES  L.  GERMAN,  M.D. 

New  York,  N.Y.,  internal  medicine; 
human  genetics 

MICHAEL  E.  GLASSOCK,  III,  M.D. 
Nashyille,  Tenn.,  otology  and 
neuro-otology 

MORTON  G.  GLICKMAN,  M.D. 

New  Haven,  Conn.,  diagnostic  radiology 


JOSEPH  DE  LAY  GODFREY,  M.D. 

Buffalo,  N.Y.,  sports  medicine 

MANUEL  R.  GOMEZ,  M.D. 

Rochester,  Minn.,  pediatric  neurology 

ROBERT  B.  GREENBLATT,  M.D. 

Augusta,  Ga.,  obstetrics  and  gynecology 

PATRICK  H.  HANLEY,  M.D. 

New  Orleans,  La.,  colon  and  rectal  surgery 

D.  F.  N,  HARRISON,  M.D. 

London,  England,  otolaryngology 

EUGENE  M.  HELVESTON,  M.D. 
Indianapolis,  Ind.,  ophthalmology 

GEORGE  T.  HOFFMANN,  M.D. 

Phoenix,  Ariz.,  neurological  surgery 

EDWARD  H.  HON,  M.D. 

Los  Angeles,  Calif.,  obstretrics  and 
gynecology 

JOHN  C.  HUME,  M.D. 

Baltimore,  Md.,  public  health 

LOUIS  J.  IGNARRO,  Ph.D. 

New  Orleans,  La.,  pharmacology 

GEORGE  H.  KRAFT,  M.D. 

Seattle,  Wash.,  physical  medicine 
and  rehabilitation 

CARROLL  M.  LEEVY,  M.D. 

Newark,  N.J.,  internal  medicine 
(digestive  diseases) 

EDWARD  A.  NALEBUFF,  M.D. 

Brookline,  Mass.,  orthopaedic  surgery 

ALAN  B.  P.  NG,  M.D. 

Cleveland,  Ohio,  pathology 


BERGEIN  F.  OVERHOLT,  M.D. 

Knoxville,  Tenn.,  gastroenterology 

STANLEY  F.  PATTEN,  JR.,  M.D. 
Rochester,  N.Y.,  pathology 

HOMER  B.  C.  REED,  Ph.D. 

Boston,  Mass.,  psychology 

DAVID  R.  SANDERSON,  M.D. 

Rochester,  Minn.,  internal  medicine 
(pulmonary  diseases) 

JOSEPH  D.  SARGENT,  M.D. 

Topeka,  Kan.,  internal  medicine 
(psychosomatics) 

PERITZ  SCHEINBERG,  M.D. 

Miami,  Fla.,  neurology 

RICHARD  D.  STEWART,  M.D. 
Milwaukee,  Wis.,  occupational  medicine 

ELBERT  P.  TUTTLE,  JR.,  M.D. 

Atlanta,  Ga.,  internal  medicine 
(cardioyascular  diseases) 

lOHN  P.  UTZ,  M.D. 

Washington,  D.C.,  internal  medicine 
(infectious  diseases) 

RICHARD  C.  WEBSTER,  M.D. 

Brookline,  Mass.,  plastic  surgery 

LAWRENCE  A.  WINOGRAD,  M.D. 
Denyer,  Colo.,  ophthalmology  (surgery) 


GENERAL  MEETING 
LUNCHEON  SPEAKER 

MALCOLM  C.  TODD,  M.D. 

President,  American  Medical  Association 
Long  Beach,  Calif. 


CONTINENTAL  BREAKFAST  PRESENTATIONS 


Friday,  May  2,  8:15-9:30  a.m. 

1.  TECHNIQUES  FOR  MINIMIZING  SURGICAL 
SCARS 

Gilbert  G.  Fade,  M.D. 

Seattle,  Washington 

2.  WHEN  AND  HOW  TO  MANAGE  CHEST  WALL 
DEFORMITIES 

Eric  W.  Fonkalsrud,  M.D. 

Los  Angeles,  California 

3.  OBSTETRICS/CYNECOLOCY  TOPIC 
Robert  B.  Greenblatt,  M.D. 

Augusta,  Georgia 

4.  DIAGNOSIS  AND  TREATMENT  OF  COLON 
LESIONS 

Patrick  H.  Hanley,  M.D. 

New  Orleans,  Louisiana 
and 

Bergein  F.  Overholt,  M.D. 

Knoxville,  Tennessee 

5.  BEWARE  OF  THE  SPRAINED  FINGER 
Edward  A.  Nalebuff,  M.D. 

Brookline,  Massachusetts 

6.  INFECTIONS  IN  PATIENTS  WITH  IMPAIRED 
IMMUNOLOGICAL  DEFENSES 

John  P.  Utz,  M.D. 

Washington,  D.  C. 


Saturday,  May  3,  8:15-9:30  a.m. 

7.  PICTORIAL  VIEW  OF  ADOLESCENT  PROBLEMS 
William  A.  Daniel,  Jr.,  M.D. 

Birmingham,  Alabama 

8.  DIFFERENTIAL  DIAGNOSIS  OF  HYPOGLYCEMIA 
James  B.  Field,  M.D. 

Pittsburgh,  Pennsylvania 

9.  TUMOR  LOCALIZATION  WITH 
RADIONUCLIDES 

Ben  I.  Friedman,  M.D. 

Memphis,  Tennessee 

10.  PEDIATRIC  OPHTHALMOLOGY  POTPOURRI 
Eugene  M.  Helveston,  M.D. 

Indianapolis,  Indiana 

11.  LIVER  AND  DRUG  METABOLISM 
Carroll  M.  Leevy,  M.D. 

Newark,  New  Jersey 

12.  CERVICAL  DYSPLASIA 
Stanley  F.  Patten,  Jr.,  M.D. 

Rochester,  New  York 

13.  USE  OF  BIOFEEDBACK  IN  THE  TREATMENT 
OF  HEADACHE  PROBLEMS 

Joseph  D.  Sargent,  M.D. 

Topeka,  Kansas 


Entrapped  gas 


• •• 


Silent  ^ 
paitner  of 

GI  spasm 

Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidonna 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a nonsystemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladonna  alkaloids.  And  Sidonna  provides 
mild  sedation  with  buta barbital. 

Sidonna.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  syndrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindications : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects:  dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage:  one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 

Reed  & Carnrick/ Kenilworth,  N.J.  07033  lin 

Sidonna* 

Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 

A working  partnership 
against  the 
pain  of  gas  and  spasm 


Propoxyphene  napsylate  detoxification 

W.  J.  Schmalstieg,  MD;  J.  W.  Hayden,  PhD;  E.  G.  Comstock,  MD 


Propoxyphene  hydrochloride  (Darvon)  was 
introduced  in  the  United  States  in  1957  as 
a non-narcotic  analgesic.  Partly  because 
the  drug  was  considered  to  have  minimal 
addictive  potential,  it  gained  rapid  accep- 
tance as  an  analgesic  intermediate  in  po- 
tency between  aspirin  and  codeine.  Three 
years  after  its  introduction,  Fraser  and  Is- 
bell showed  that  the  drug  could  indeed 
produce  a narcotic-like  physical  depend- 
ence.^ This  initial  finding  has  been  confirm- 
ed by  numerous  other  investigators.  A 
study  at  the  Social  Science  Section  of  the 
Clinical  Research  Center  at  Lexington  re- 
vealed that  of  336  opiate  dependent  pa- 
tients, 68  admitted  to  propoxyphene 
abuse,  and  15  of  these  68  stated  that  their 
main  use  of  propoxyphene  was  to  provide 
temporary  maintenance  when  heroin  was 
not  available."  The  use  of  propoxyphene  by 
heroin  addicts  for  self-detoxification  has 
also  been  reported. 

The  instability  of  propoxyphene  hydro- 
chloride in  close  contact  with  aspirin,  and 
the  bitter  taste  of  the  hydrochloride  salt 
which  limited  the  marketing  of  liquid  pre- 
parations resulted  in  a number  of  other 
propoxyphene  salts  being  evaluated  for 
biological  availability  and  pharmaceutical 
acceptance.^  Of  the  many  salts  that  were 
available,  propoxyphene  napsylate  was 
found  to  be  the  most  suitable  and  was 
eventually  marketed  underthetrade  name 
of  Darvon-N.  In  contrast  with  the  hydro- 
chloride, the  napsylate  is  only  slightly  sol- 
uble in  water  and  on  a molar  basis  is  con- 
siderably less  toxic.  This  reduced  toxicity 
is  apparently  due  to  a reduced  rate  of  ab- 
sorption of  the  napsylate  salt  from  the  gas- 
trointestinal tract.  Animal  studies  compar- 
ing propoxyphene  hydrochloride  and  pro- 
poxyphene napsylate  have  confirmed  that 
the  maximum  blood  level  of  propoxyphene 
is  lower  and  changes  less  rapidly  when  the 


napsylate  is  administered.^  As  would  be 
anticipated,  the  delayed  absorption  of 
propoxyphene  napsylate  makes  it  more 
suitable  than  propoxyphene  hydrochloride 
for  the  detoxification  and  maintenance  of 
narcotic  dependent  individuals.  Initial  re- 
sults from  the  utilization  of  Darvon-N  in  the 
treatment  of  opiate  dependence  have  been 
reported  by  Tennant.^  ® His  investigations 
indicated  that  the  napsylate  acted  in  a 
manner  similar  to  methadone  by  suppress- 
ing withdrawal  symptoms  and  eliminating 
the  craving  for  heroin. 

A preliminary  study  of  the  use  of  pro- 
poxyphene napsylate  in  effecting  detoxifi- 
cation of  heroin  addicts  has  been  under- 
taken at  the  Harris  County  Psychiatric  Hos- 
pital. Patients  who  were  admitted  to  the 
study  took  part  on  an  entirely  voluntary 
basis.  The  two  main  criteria  for  selection 
for  the  detoxification  procedure  were  a 
current  history  of  heroin  or  methadone  use 
and  a stated  preference  to  undergo  com- 
plete withdrawal  rather  than  maintenance. 

This  paper  summarizes  our  initial  ex- 
periences with  propoxyphene  napsylate 
substitution  and  withdrawal. 

Case  Histories 

The  following  cases  illustrate  the  course 
of  treatment  of  patients  undergoing  detoxi- 
fication: 

Case  1:  High  level  of  heroin  use,  no 
methadone  experience. 

A 31-year-old  Mexican-American  man 
was  admitted  to  the  detoxification  unit  with 
a 15-year  history  of  heroin  dependence.  He 
had  had  no  prior  experience  with  metha- 
done maintenance  or  withdrawal  and  stat- 
ed emphatically  that  methadone  is  greatly 
feared  by  the  Mexican-American  communi- 
ty as  being  a drug  with  even  greater  addic- 
tion potential  than  heroin.  At  the  time  of 


TEXAS  MEDICINE 


admission,  the  patient  reported  his  most 
recent  heroin  use  had  been  approximately 
5 “grams”*  per  day  for  at  least  three 
months.  The  unexpected  death  of  his  wife 
and  realization  that  his  four  children  were 
completely  dependent  on  him  were  the 
dominant  factors  which  motivated  him  to 
seek  detoxification.  Duringthe  initial  clin- 
ical evaluation,  the  patient  reported  ab- 
dominal cramps,  vomiting,  and  alternating 
chills  and  sweats.  His  initial  schedule  of 
propoxyphene  napsylate  was  200  mg  every 
six  hours,  however  he  continued  to  vomit 
and  required  several  replacement  doses. 
On  the  third  day  of  treatment  he  continued 
to  manifest  some  of  the  symptoms  of  nar- 
cotic abstinence,  and  the  propoxyphene 
napsylate  was  increased  to  200  mg  every 
four  hours.  This  level  was  adequate  to 
block  withdrawal  symptoms.  At  the  end  of 
the  fifth  day  of  treatment  the  patient  was 
sufficiently  stabilized  to  initiate  the  reduc- 
tion of  dosage.  By  the  tenth  day  he  was 
drug  free  and  reported  no  symptoms  of 
narcotic  withdrawal.  The  patient  remained 
on  the  unit  for  two  additional  days  with  no 
recurrence  of  withdrawal  symptoms. 

Case  2:  High  level  of  heroin  use,  limited 
methadone  experience. 

A 20-year-old  Mexican-American  woman 
was  admitted  with  a six-year  history  of 
heroin  use.  Three  years  prior  to  admission 
she  had  entered  a state  hospital  for  treat- 
ment of  drug  abuse,  was  stabilized  on 
methadone,  and  was  maintained  for  ap- 
proximately nine  months.  She  then  left  the 
program  and  returned  to  regular  heroin 
use.  Over  the  subsequent  two  years  her 
habit  gradually  increased  to  approximately 
3 “grams”  per  day  of  heroin.  At  admission 

*One  street  “paper”  of  heroin  is  assumed  to 
equal  1 gm  of  material  generally  containing 
3-5%  heroin. 


the  patient  was  in  frank  narcotic  withdraw- 
al with  shaking  and  alternating  chills  and 
sweats  accompanied  by  leg  and  stomach 
cramps.  The  patient  was  initially  medicat- 
ed with  200  mg  propoxyphene  napsylate 
every  six  hours.  A dosage  level  of  800-900 
mg/day  was  sufficient  to  reduce  her  with- 
drawal symptoms  to  acceptable  limits  dur- 
ingthe second,  third,  and  fourth  days  of 
treatment:  however  on  the  evening  of  the 
fourth  day  she  became  drowsy  and  ataxic 
and  unexpectedly  exhibited  both  horizontal 
and  vertical  nystagmus.  As  a result,  the 
administration  of  propoxyphene  napsylate 
was  discontinued  for  32  hours.  Duringthis 
interval  the  patient  became  progressively 
more  alert,  but  began  to  show  symptoms 
of  narcotic  withdrawal.  By  accident,  a con- 
tainer of  Valium  tablets  was  discovered  in 
the  patient's  bed,  and  when  confronted, 
she  admitted  use  of  about  150  mg  of  dia- 
zepam during  her  period  of  seeming  drug 
intoxication.  On  the  sixth  day  propoxy- 
phene napsylate  administration  was  reini- 
tiated at  100  mg  every  six  hours.  The  pa- 
tient was  adequately  stabilized  on  this 
dosage  schedule.  Although  restabilization 
and  withdrawal  required  seven  days,  no 
signs  of  narcotic  withdrawal  were  apparent 
during  the  last  five  days  of  the  detoxifica- 
tion procedure.  The  week  after  her  release 
she  returned  to  the  unit  for  group  therapy 
and  follow-up  and  evidenced  no  subjective 
signs  of  heroin  abuse. 

Case  3;  High  level  of  heroin  use,  metha- 
done withdrawal  experience. 

A 21-year-old  Mexican-American  man 
came  to  the  detoxification  unit  with  a his- 
tory of  five  years  of  high  level  heroin  use. 
Three  years  before  admission,  he  had  en- 
tered a methadone  maintenance  program 
and  was  initially  stabilized  on  120  mg  of 
methadone  daily.  He  continued  in  this  pro- 
gram and  slowly  decreased  his  dose  to  5 
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mg/day.  He  was  adequately  maintained  on 
the  5 mg  of  methadone  until  two  weeks  be- 
fore his  admission  to  our  unit,  when  he 
suddenly  resumed  the  use  of  heroin.  His 
habit  rapidly  increased  to  at  least  2 
“grams”  a day  and  was  only  limited  by  how 
much  of  the  drug  he  could  obtain.  At  the 
time  of  admission,  the  patient  complained 
of  tremors,  muscle  aches,  and  cold  sweats. 
As  shown  in  Fig  1 , he  was  begun  on  200 
mg  of  propoxyphene  napsylate  every  six 
hours  and  by  the  end  of  the  second  day  of 
treatment,  was  asymptomatic  for  the  more 
serious  effects  of  narcotic  abstinence,  al- 
though he  still  complained  of  chills  and 
sweats.  Since  his  heroin  use  had  been  of 
only  two  weeks’  duration,  withdrawal  from 
propoxyphene  napsylate  was  initiated  after 


two  days  of  stabilization.  Dose  reduction 
was  well  tolerated  and  on  the  eighth  day 
drug  administration  was  discontinued. 

Mild  chills  and  diaphoresis  appeared,  but 
were  of  only  short  duration;  no  further 
symptoms  of  narcotic  abstinence  were 
noted  during  his  hospital  stay. 

Case  4:  High  level  of  heroin  use,  long- 
term methadone  experience. 

A 38-year-old  woman  was  admitted  to 
the  unit  following  an  18-year  history  of  in- 
termittent heroin  use.  She  had  been  en- 
rolled in  at  least  three  methadone  main- 
tenance programs  in  the  past  four  years 
and  for  the  past  two  years  had  received 
120  mg  of  methadone  per  day.  Two  months 
before  her  admission  she  had  discontinued 
methadone  and  began  exclusive  heroin 


1.  Detoxification  with  propoxyphene  napsylate.  previous  methadone  withdrawal  experience. 

The  patient  had  a high  level  of  heroin  use,  and 
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use.  Her  habit  had  increased  to  approxi- 
mately 2 V2  “grams”  per  day  at  the  time 
of  admission.  Since  symptoms  of  narcotic 
abstinence  were  evident,  propoxyphene 
napsylate  administration  was  begun  at  100 
mg  every  six  hours  for  the  first  24  hours 
(Fig  2).  This  dosage  schedule  achieved 
only  incomplete  control  of  withdrawal 
symptoms,  so  the  schedule  was  increased 
to  200  mg  every  six  hours  on  the  second 
day.  At  this  level  the  patient  experienced 
no  narcotic  abstinence  symptoms.  Gradual 
withdrawal  was  initiated  on  the  sixth  day 
by  omission  of  a single  200  mgdose  fora 
total  daily  dose  of  600  mg.  Subsequent 
reduction  was  tolerated  until  the  eighth 
day,  when  a single  dose  of  200  mg  at  10 
a.m.  was  administered.  This  dose  was  not 


adequate  to  maintain  the  patient,  and  she 
complained  of  severe  muscle  pains  accom- 
panied by  chills  and  diaphoresis.  The  total 
daily  dosage  was  increased  to  300  mg  by 
giving  an  afternoon  dose  of  100  gm  of 
propoxyphene  napsylate,  but  the  symp- 
toms of  narcotic  withdrawal  were  still  in- 
completely controlled.  On  the  1 1th  day, 

200  mg  of  propoxyphene  napsylate  was 
given  every  12  hours  and  this  dosage 
schedule  provided  adequate  control  of  nar- 
cotic withdrawal  symptoms.  Because  of  un- 
usual circumstances,  the  patient  was  re- 
leased on  an  overnight  pass;  she  returned 
the  next  day,  and  although  admitting  her- 
oin use,  stated  her  intention  to  continue  in 
the  detoxification  program.  She  was  re- 
leased for  the  weekend  with  a supply  of 


2.  Detoxification  with  propoxyphene  napsylate. 
The  patient  had  a high  level  of  heroin  use  and 
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propoxyphene  napsylate  sufficient  to  pro- 
vide 200  mg  every  12  hours.  The  patient 
did  not  return  to  the  unit  as  scheduled; 
however  10  days  later  she  reappeared  re- 
questing detoxification  from  heroin  and 
admitted  to  heroin  use  immediately  after 
leavingthe  unit. 

Results  and  Discussion 

Propoxyphene  napsylate  is  approved  by  the 
Food  and  Drug  Administration  for  use  as 
an  analgesic  in  amounts  of  100  mg  orally 
every  four  hours  (600  mg/ day;  however, 
the  use  of  this  drug  for  purposes  of  short- 
term or  long-term  withdrawal  from  opiate 
addiction  has  not  been  approved  by  the 
FDA.  The  efficacy  and  safety  of  propoxy- 
phene napsylate  currently  is  under  inves- 
tigation at  various  centers  in  the  United 
States  under  sponsorship  of  the  National 
Institute  of  Drug  Abuse  and  under  an  in- 
vestigational new  drug  permit  issued  to  Eli 
Lilly  and  Company.  The  use  of  propoxy- 
phene napsylate  for  purposes  of  substitu- 
tion and  withdrawal  from  opiates  generally 
requires  levels  of  drug  administration  in 
excess  of  the  maximum  advised  for  anal- 
gesia. Consequently,  propoxyphene  napsy- 
late detoxification  is  not  recommended  for 
general  use.  The  present  study  was  carried 
out  under  carefully  controlled  medically 
supervised  circumstances  on  patients  hos- 
pitalized voluntarily  for  this  purpose. 

Dosage  of  Propoxyphene  Napsylate 

Each  patient  admitted  with  a history  of  cur- 
rent use  of  opiate  drugs  was  advised  that 
total  control  of  withdrawal  symptoms  was 
not  to  be  expected.  A verba!  contract  was 
developed  with  each  patient  that  part  of 
his  participation  in  the  detoxification  pro- 
gram would  consist  of  tolerating  mild  with- 


drawal symptoms  during  the  initial  phases 
of  treatment.  This  cooperation  was  solicit- 
ed to  help  avoid  excessive  use  of  the  ex- 
perimental drug.  Almost  without  exception, 
the  patients  found  this  agreement  accept- 
able. The  authors  attribute  much  of  the 
success  observed  in  this  program  to  the 
high  level  of  motivation  of  the  individual 
patient. 

The  initial  dose  of  propoxyphene  napsy- 
late was  determined  by  clinical  assess- 
ment of  the  patient  and  of  the  history  of 
recent  drug  use.  Early  trials  with  400  mg/ 
day  indicated  that  this  dosage  was  usually 
inadequate  and  that  800  mg/day  was  more 
appropriate.  If  the  patient  reported  heroin 
use  within  a few  hours  of  admission,  medi- 
cation was  withheld  until  symptoms  of  nar- 
cotic withdrawal  developed.  These  symp- 
toms most  commonly  included  increased 
nasal  secretions,  abdominal  cramps,  leg 
cramps,  and  chills  alternating  with  dia- 
phoresis. In  situations  where  the  patient 
entered  frank  withdrawal  before  the  first 
medication,  the  initial  dosage  schedule  was 
200  mg  every  six  hours  with  the  preroga- 
tive of  obtaining  an  additional  dose  of  100 
mg  two  times  during  a 24-hour  period  for 
severe  discomfort  associated  with  with- 
drawal. Within  the  context  of  the  therapeu- 
tic contract  this  prerogative  was  only  oc- 
casionally used  and  rarely  abused.  On  the 
second  day  of  hospitalization  the  patient 
was  reappraised  clinically  for  signs  and 
symptoms  of  narcotic  withdrawal  or  pro- 
poxyphene excess.  If  withdrawal  symptoms 
were  mild  and  tolerated  or  absent,  the 
dosage  remained  at  800  mg/day.  If  with- 
drawal symptoms  were  severe,  the  dosage 
was  increased  to  200  mg  every  four  hours 
(1,200  mg/day).  Occasionally,  patients  re- 
ported subjective  evidence  of  propoxy- 
phene excess  such  as  feeling  “spaced  out’’ 
or  “speeding.”  When  these  symptoms  oc- 
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curred,  the  dosage  was  reduced  200  mg/ 
day.  Clinical  appraisal  on  the  third  day  re- 
vealed most  patients  to  be  normal,  and  a 
further  reduction  schedule  of  200  mg/day 
was  initiated  with  the  continuing  under- 
standing within  the  therapeutic  contract 
that  an  additional  100  mg  could  be  obtain- 
ed two  times  during  a 24-hour  period.  Tol- 
erance of  mild  withdrawal  symptoms  was 
encouraged  by  explaining  that  requirement 
of  additional  medication  would  result  in 
prolongingthe  period  of  controlled  with- 
drawal and  consequently,  the  period  of 
hospitalization.  Rarely  were  the  patients 
manipulative  in  orderto  obtain  additional 
medication. 

Persisting  symptoms  of  narcotic  with- 
drawal on  the  third  day  were  treated  with 
a further  increase  to  1,500  mg  per  day, 
and  in  one  instance  to  1,800  mg/day,  the 
highest  dose  given  any  patient.  Persistent 
withdrawal  symptoms  on  the  third  day  ap- 
peared to  be  more  common  with  patients 
who  had  been  on  methadone  maintenance 
for  months  to  years  immediately  prior  to 
admission. 

Once  the  patients  were  stabilized  clini- 
cally with  propoxyphene  napsylate,  reduc- 
tion was  initiated  at  a rate  of  200  mg/day 
irrespective  of  the  stabilization  dosage. 
Many  patients  expressed  extreme  appre- 
hension about  this  rate  of  withdrawal.  Pa- 
tients who  were  partially  or  totally  with- 
drawn were  relied  upon  to  provide  sugges- 
tive reassurance  that  there  would  be  no 
recurrence  of  major  withdrawal  symptoms. 
At  this  rate  of  withdrawal,  symptoms  did 
recur  occasionally  and  the  preceding  day’s 
dose  was  repeated,  extending  the  with- 
drawal interval  an  additional  day.  Occa- 
sionally, patients  required  increasing  the 
rate  of  withdrawal  because  of  symptoms 
of  propoxyphene  excess.  Only  one  patient 
among  the  first  27  patients  could  not  be 


controlled  satisfactorily  with  propoxyphene 
napsylate  and  must  be  considered  a treat- 
ment failure. 

Side  Effects 

No  serious  signs  of  drug  toxicity  were  re- 
ported or  observed  even  at  doses  of  1 ,800 
mg  of  propoxyphene  napsylate  per  day.  A 
majority  of  the  patients  complained  of 
sleeplessness  during  theirfirst  few  days 
of  hospitalization.  The  newness  of  the  hos- 
pital environment  coupled  with  anxiety 
surrounding  expected  withdrawal  symp- 
toms may  be  factors  which  contributed  to- 
ward the  insomnia.  The  complaints  of  in- 
somnia became  less  frequent  during  the 
last  four  days  of  hospitalization,  but  wheth- 
er this  result  was  due  to  familarity  with  the 
surroundings  or  the  discontinuance  of  the 
drug  was  not  clear.  Several  patients  re- 
ported a feeling  of  euphoria  or  “speeding” 
duringthe  days  of  peak  administration  of 
propoxyphene  napsylate.  No  physically  dis- 
cernible signs  of  excessive  central  nervous 
system  stimulation,  such  as  hyperactivity, 
tachycardia,  ortachypnea  accompanied 
these  reports  of  light-headedness  and 
euphoria.  As  the  dosage  was  decreased 
during  the  withdrawal  phase  of  treatment, 
these  feelings  promptly  disappeared. 

Patient  Factors 

As  might  be  expected,  the  patient  attitude 
toward  the  detoxification  program  is  a ma- 
jor determiningfactor  in  how  well  the  pa- 
tient responds  to  the  program.  Acceptance 
of  a ten-day  voluntary  detoxification  pro- 
cess as  opposed  to  long-term  methadone 
maintenance  requires  a sizable  commit- 
ment on  the  part  of  the  patient.  Most  en- 
tering patients  were  familiar  with  the  anal- 
gesic effects  of  propoxyphene  and  several 
patients  had  intravenously  injected  the 
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more  soluble  hydrochloride  salt;  however, 
none  of  the  patients  was  initially  convinced 
that  propoxyphene  napsylate  could  be  sub- 
stituted for  heroin  or  methadone  without 
precipitating  narcotic  withdrawal.  It  was 
deemed  particularly  important  that  the  pa- 
tient understand  that  the  main  effect  of 
propoxyphene  is  to  block  narcotic  with- 
drawal without  providing  sedation  or  eu- 
phoria. As  previously  noted,  the  patients 
who  responded  best  to  detoxification  were 
able  to  accept  the  mild  drug  side  effects 
and  mild  symptoms  of  narcotic  withdrawal 
without  undue  anxiety. 

Because  of  the  abbreviated  nature  of 
the  detoxification  process,  it  is  unrealistic 
to  expect  any  significant  modification  of 
patients’  attitudes  duringten  days  of  hos- 
pitalization. Group  therapy  each  day  plays 
some  supportive,  interpretive,  and  plan- 
ning role;  however,  the  group  functions 
more  to  sustain  those  patients  who  are  al- 
ready well  motivated  for  detoxification 
rather  than  to  reach  the  poorly  motivated. 
Attempts  to  introduce  community  pro- 
grams for  long-term  group  therapy  succeed 
only  in  those  patients  who  recognize  that 
narcotic  addiction  is  a symptom  rather 
than  the  entire  problem. 

Reintegration  into  the  non-drug-using 
community  was  attempted  with  every  pa- 
tient. Representatives  of  several  drug  ab- 
stinence programs  met  with  hospitalized 
patients  and  passes  were  given  for  patients 
to  attend  outside  group  meetings  accom- 
panied by  a volunteer  from  the  outside 
program  to  facilitate  his  moving  more  com- 
fortably into  an  outpatient  setting. 

Summary  and  Conclusions 

Propoxyphene  napsylate  has  been  used  ex- 
perimentally in  the  detoxification  of  27 
narcotic  dependent  individuals.  In  all  cases 


but  one,  thedrugeithereliminated  the 
symptoms  of  narcotic  withdrawal  or  at 
least  reduced  these  withdrawal  symptoms 
to  levels  acceptable  to  the  patients.  Pre- 
dictably, large  doses  of  propoxyphene  nap- 
sylate have  been  necessary  to  maintain 
patients  with  a history  of  prolonged  heroin 
use  at  high  dosage  levels.  Previous  experi- 
ences with  methadone  maintenance  or 
withdrawal  do  not  appearto  significantly 
alter  the  clinical  course  of  detoxification. 

It  must  be  stressed  that  the  use  of  propoxy- 
phene napsylate  for  detoxification  is  a new 
and  unapproved  indication  and  that  addi- 
tional study  is  necessary  before  this  pro- 
cedure should  be  considered  as  suitable 
for  routine  use. 
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\n  agent  for  low  density  lipoproteins,  “type  11  hyperlipidemia’,’  in  euthyroid,  non-cardiac  patients. 
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See  reverse  side  for  full  prescribing  information 


Choloxin 


(sodium  dextrothyroxine) 


The  Lipid-Lowering  Agent  with 
Once-A-Day  Dosage 

Four  strengths  ...  1, 2,  4,  and  6 mg. . . . are  available  making 
the  scored  tablet  regimen  a flexible  dosage  system.  And,  for 
most  patients,  CHOLOXIN  tablets  offer  once-a-day  dosage. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle- 
rosis or  coronary  heart  disease.  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question. 


CHOLOXIN®  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 

See  prescribing  information  in  package  insert  reproduced  below. 


Starting 

Dosage 

Increased 

Monthly  by 

Usual 

Maintenance 

Maximal 

Recommended 

Adult  Hypercholesterolemic 

1 .0-2.0  mg. 

1 .0-2.0  mg. 

4. 0-8.0  mg. 

4. 0-8.0  mg. 

Pediatric  Hypercholesterolemic 

0.05  mg. /kg.  body  weight 

0.05  mg. /kg. 

0.1  mg. /kg.  body  weight 

4.0  mg. 

Hypothyroid  Cardiac 

0.5-1 .0  mg. 

1.0  mg. 

4.0  mg. 

4.0  mg. 

Choloxir 

(sodium  dextrothyroxine) 


Description 

CHOLOXIN  (sodium  dextrothyroxine)  is 
the  sodium  salt  of  the  dextrorotatory 
isomer  of  thyroxine.  It  is  chemically 
described  as  D-3,5,3',5'-tetraiodothyro- 
nine  sodium  salt. 

Actions 

The  predominant  effect  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  the  reduc- 
tion of  serum  cholesterol  levels  in 
hyperlipidemic  patients.  Beta  lipopro- 
tein and  triglyceride  fractions  may 
also  be  reduced  from  previously  ele- 
vated levels. 

Most  of  the  available  evidence  indi- 
cates that  CHOLOXIN  stimulates  the 
liver  to  increase  catabolism  and  excre- 
tion of  cholesterol  and  its  degradation 
products  via  the  biliary  route  into  the 
feces.  Cholesterol  synthesis  is  not  in- 
hibited and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the 
blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict 
attention  should  be  paid  to  the  indica- 
tions and  contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is 
an  antilipidemic  agent  used  as  an  ad- 
junct to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cho- 
lesterol (low  density  lipoproteins)  in 
euthyroid  patients  with  no  known  evi- 
dence of  organic  heart  disease. 

The  drug  is  also  indicated  in  the  treat- 
ment of  hypothyroidism  in  patients 
with  cardiac  disease  who  cannot  toler- 
ate other  types  of  thyroid  medication. 
Before  prescribing,  note  the  following: 
Results  from  a randomized  clinical 
study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  is  administered 
to  a patient  receiving  a digitalis  prep- 
aration. There  may  be  an  additive 
effect.  This  additive  effect  may  possi- 
bly stimulate  the  myocardium  exces- 
sively in  patients  with  significant 
myocardial  impairment.  CHOLOXIN  dos- 
age should  not  exceed  4 mg  per  day 
when  the  patient  is  receiving  a digitalis 
preparation  concomitantly.  Careful 
monitoring  of  the  total  effect  of  both 
drugs  is  important. 

It  has  not  been  established  whether 
the  drug-induced  lowering  of  serum 
cholesterol  or  lipid  levels  has  a detri- 
mental, beneficial,  or  no  effect  on  the 
morbidity  or  mortality  due  to  athero- 
sclerosis or  coronary  heart  disease. 
Several  years  will  be  required  before 
current  investigations  will  yield  an 
answer  to  this  question. 

Contraindications 

The  administration  of  CHOLOXIN  (so- 
dium dextrothyroxine)  to  euthyroid 
patients  with  one  or  more  of  the  fol- 
lowing conditions  is  contraindicated: 

1.  Known  organic  heart  disease,  in- 
cluding angina  pectoris;  history  of 
myocardial  infarction;  cardiac  ar- 
rhythmia or  tachycardia,  either 
active  or  in  patients  with  demon- 
strated propensity  for  arrhyth- 
mias; rheumatic  heart  disease; 
history  of  congestive  heart  fail- 
ure; and  decompensated  or  bor- 
derline compensated  cardiac 
status. 

2.  Hypertensive  states  (other  than 
mild,  labile  systolic  hypertension). 


3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine) 
may  potentiate  the  effects  of  antico- 
agulants on  prothrombin  time.  Reduc- 
tions of  anticoagulant  dosage  by  as 
much  as  30%  have  been  required  in 
some  patients.  Consequently,  the  dos- 
age of  anticoagulants  should  be  re- 
duced by  one-third  upon  initiation  of 
CHOLOXIN  therapy  and  the  dosage  sub- 
sequently readjusted  on  the  basis  of 
prothrombin  time.  The  prothrombin 
time  of  patients  receiving  anticoagu- 
lant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as 
frequently  as  necessary,  but  at  least 
weekly,  during  the  first  few  weeks  of 
treatment. 

In  the  surgical  patient,  it  is  wise  to 
consider  withdrawal  of  the  drug  two 
weeks  prior  to  surgery  if  the  use  of 
anticoagulants  during  surgery  is  con- 
templated. 

When  CHOLOXIN  is  used  as  thyroid 
replacement  therapy  in  hypothyroid 
patients  with  concomitant  coronary 
artery  disease  (especially  those  with  a 
history  of  angina  pectoris  or  myocar- 
dial infarction)  or  other  cardiac  dis- 
ease, treatment  should  be  initiated 
with  care.  Special  consideration  of  the 
dosage  schedule  of  CHOLOXIN  is  re- 
quired. This  drug  may  increase  the 
oxygen  requirements  of  the  myocar- 
dium, especially  at  high  dosage  levels. 
Treated  subjects  with  coronary  artery 
disease  must  be  seen  at  frequent  in- 
tervals. If  aggravation  of  angina  or 
increased  myocardial  ischemia,  cardiac 
failure,  or  clinicaUy  significant  ar- 
rhythmia develops  during  the  treatment 
of  hypothyroid  patients,  the  dosage 
should  be  reduced  or  the  drug  discon- 
tinued. 

Special  consideration  must  be  given  to 
the  dosage  of  other  thyroid  medications 
used  concomitantly  with  CHOLOXIN.  As 
with  all  thyroactive  drugs,  hypothyroid 
patients  are  more  sensitive  to  a given 
dose  of  CHOLOXIN  than  euthyroid  pa- 
tients. 

Epinephrine  injection  in  patients  with 
coronary  artery  disease  may  precipi- 
tate an  episode  of  coronary  insuffi- 
ciency. This  condition  may  be  enhanced 
in  patients  receiving  thyroid  analogues. 
These  phenomena  should  be  kept  in 
mind  when  catecholamine  injections 
are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery 
disease. 

Since  the  possibility  of  precipitating 
cardiac  arrhythmias  during  surgery 
may  be  greater  in  patients  treated 
with  thyroid  hormones,  it  may  be 
wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks 
prior  to  an  elective  operation.  During 
emergency  surgery  in  euthyroid  pa- 
tients, and  in  surgery  in  hypothyroid 
patients  in  whom  it  may  be  advisable 
to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextro- 
thyroxine in  diabetic  patients  is  capa- 
ble of  increasing  blood  sugar  levels 
with  a resultant  increase  in  require- 
ments of  insulin  or  oral  hypoglycemic 
agents.  Special  attention  should  be 
paid  to  parameters  necessary  for  good 
control  of  the  diabetic  state  in  dextro- 
thyrox i ne-treated  subjects  and  to 
dosage  requirements  of  insulin  or  other 


antidiabetic  drugs.  If  sodium  dextro- 
thyroxine is  later  withdrawn  from 
patients  who  had  required  an  increase 
of  insulin  (or  oral  hypoglycemic  agents) 
dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be 
reduced  and  adjusted  to  maintain  good 
control  of  the  diabetic  state. 

When  either  or  both  impaired  liver  or 
kidney  function  are  present,  the  advan- 
tages of  CHOLOXIN  therapy  must  be 
weighed  against  the  possibility  of  del- 
eterious results. 

Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  famil- 
ial hypercholesterolemia  or  hyperlipe- 
mia should  not  be  deprived  of  the  use 
of  this  drug;  It  can  be  given  to  those 
patients  exercising  strict  birth  control 
procedures.  Since  pregnancy  may  occur 
despite  the  use  of  birth  control  pro- 
cedures, administration  of  CHOLOXIN 
(sodium  dextrothyroxine)  to  women  of 
this  age  group  should  be  undertaken 
only  after  weighing  the  possible  risk 
to  the  fetus  against  the  possible  bene- 
fits to  the  mother.  Teratogenic  studies 
in  two  animal  species  have  resulted  in 
no  abnormalities  in  the  offspring. 
Precautions 

It  is  expected  that  patients  on  dextro- 
thyroxine therapy  will  show  greatly 
increased  serum  protein-bound-iodine 
levels.  These  increased  serum  PBI 
values  are  evidence  of  absorption  and 
transport  of  the  drug,  and  should  NOT 
be  interpreted  as  evidence  of  hyper- 
metabolism; similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of 
CHOLOXIN  (sodium  dextrothyroxine). 
PBI  values  in  the  range  of  10  to  25 
mcg%  in  treated  patients  are  common. 
If  signs  or  symptoms  of  iodism  develop 
during  CHOLOXIN  therapy,  the  drug 
should  be  discontinued. 

A few  children  with  familial  hypercho- 
lesterolemia have  been  treated  with 
CHOLOXIN  for  periods  of  one  year  or 
longer  with  no  adverse  effects  on 
growth.  However,  it  is  recommended 
that  the  drug  be  continued  in  patients 
in  this  age  group  only  if  a significant 
serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextro- 
thyroxine therapy  are,  for  the  most 
part,  due  to  increased  metabolism,  and 
may  be  minimized  by  following  the 
recommended  dosage  schedule.  Ad- 
verse effects  are  least  commonly  seen 
in  euthyroid  patients  with  no  signs  or 
symptoms  of  organic  heart  disease;  the 
incidence  of  adverse  effects  is  in- 
creased in  hypothyroid  patients,  and  is 
highest  in  those  patients  with  organic 
heart  disease  superimposed  on  the 
hypothyroid  state. 

In  the  absence  of  known  organic  heart 
disease,  some  cardiac  changes  may  be 
precipitated  during  sodium  dextrothy- 
roxine therapy.  In  addition  to  angina 
pectoris,  arrhythmia  consisting  of 
extrasystoles,  ectopic  beats,  or  supra- 
ventricular tachycardia,  ECG  evidence 
of  ischemic  myocardial  changes  and 
increase  in  heart  size  have  been  ob- 
served. Myocardial  infarctions,  both 
fatal  and  non-fatal,  have  occurred,  but 
these  are  not  unexpected  in  untreated 
patients  in  the  age  groups  studied.  It 
is  not  known  whether  any  of  these  in- 
farcts were  drug  related. 

Changes  in  clinical  status  that  may  be 
related  to  the  metabolic  action  of  the 
drug  include  the  development  of  in- 
somnia, nervousness,  palpitations, 


tremors,  loss  of  weight,  lid  lag,  sweat- 
ing, flushing,  hyperthermia,  hair  loss, 
diuresis,  and  menstrual  irregularities. 
Gastrointestinal  complaints  during 
therapy  have  included  dyspepsia,  nau- 
sea and  vomiting,  constipation,  diar- 
rhea, and  decrease  in  appetite. 

Other  side  effects  reported  to  be 
associated  with  CHOLOXIN  (sodium 
dextrothyroxine)  therapy  include  the 
development  of  headache,  changes  in 
libido  (increase  or  decrease),  hoarse- 
ness, tinnitus,  dizziness,  peripheral 
edema,  malaise,  tiredness,  visual  dis- 
turbances, psychic  changes,  paresthe- 
sia, muscle  pain,  and  various  bizarre 
subjective  complaints.  Skin  rashes,  in- 
cluding a few  which  appeared  to  be 
due  to  iodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some 
investigators.  Gallstones  have  been 
discovered  in  occasional  dextrothyrox- 
ine-treated  patients  and  cholestatic 
jaundice  has  occurred  in  one  patient, 
although  its  relationship  to  CHOLOXIN 
therapy  was  not  established. 

In  several  instances,  the  previously 
existing  conditions  of  the  patient  ap- 
peared to  continue  or  progress  during 
the  administration  of  CHOLOXIN;  a 
worsening  of  peripheral  vascular  dis- 
ease, sensorium,  exophthalmos,  and 
retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of 
anticoagulants,  such  as  warfarin  or 
Dicumarol,  on  prothrombin  time,  thus 
indicating  a decrease  in  the  dosage 
requirements  of  the  anticoagulants.  On 
the  other  hand,  dosage  requirements 
of  antidiabetic  drugs  have  been  re- 
ported to  be  increased  during  dextro- 
thyroxine therapy  (see  WARNINGS 
section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesferol- 
emic  patients,  the  recommended  main- 
tenance dose  of  CHOLOXIN  (sodium 
dextrothyroxine)  is  4 to  8 mg  per  day. 
The  ihitial  daily  dose  should  be  1 to  2 
mg  to  be  increased  in  1 to  2 mg  incre- 
ments at  intervals  of  not  less  than  one 
month  to  a maximum  level  of  4 to  8 
mg  daily,  if  that  dosage  level  is  indi- 
cated to  effect  the  desired  lowerihg  of 
serum  cholesterol. 

When  used  as  partial  or  complete  sub- 
stitution therapy  for  levothyroxine  in 
hypothyroid  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types 
of  thyroid  medication,  the  initial  daily 
dose  should  be  1 mg  to  be  increased 
in  1 mg  increments  at  intervals  of  not 
less  than  one  month  to  a maximum 
level  of  4 to  8 mg  daily,  preferably  the 
lower  dosage.  The  maximum  in  patients 
receiving  digitalis  therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  pa- 
tients, the  recommended  maintenance 
dose  of  CHOLOXIN  is  approximately  0.1 
mg  per  kilogram.  The  initial  daily  dos- 
age should  be  approximately  0.05  mg 
per  kilogram  to  be  increased  in  up  to 
0.05  mg  per  kilogram  increments  at 
monthly  intervals.  The  recommended 
maximal  dose  is  4 mg  daily,  it  that 
dosage  is  indicated  to  effect  the  de- 
sired lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac 
disease  develop  during  the  treatment 
period,  the  drug  should  be  withdrawn. 
How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is 
supplied  in  prescription  packages  of 
scored  1,  2,  4,  and  6 mg  tablets. 
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Drive  a brand  new, 
1975 tax  deduction. 
Lincoln,  Cadillac, 
Mercury  or  pickup. 


Lease  at  fleet  discounts  through 
TMA’s  auto  lease  program 


Declare  the  new  car  you  lease  from  us  as  your 
business  car.  Couple  this  with  the  fact  any  car 
you  lease  from  us  is  at  the  same  low  discount 
large  businesses  enjoy  and  you’ve  got 
yourself  a beautiful,  1975  tax  deduction  you 
can  actually  drive  and  enjoy. 

Your  association  makes  it  possible  for  you 
to  participate  in  low  discount  leasing  rates  on 
brand  new  1 975  luxury  cars  and  trucks  with 
wide  flexibility:  any  vehicle  you  desire;  custom- 
tailored  leasing  program. 


Features 

• Low  lease  cost 

• Save  taxes 

• Keep  your  cash  working 

• Record  keeping  is  done  for  you 

• All  types  of  vehicles  and  equipment  available 

• Lease  tailored  to  your  requirements 

Through  TMA’s  discount  lease  program, 
you  can  also  dispose  of  your  present  vehicle, 
obtaining  its  value  in  cash  for  investment  else- 
where or  lowering  your  monthly  lease  payment. 

This  same  group  discount  program  may  be 
applied  to  ranch  or  other  business  vehicles. 

Let  us  show  you  how  the  TMA  Automobile 
Lease  Program  can  put  you  in  a 1 975  Lincoln, 
Cadillac,  Mercury,  pickup  or  vehicle  of  your 
choice  right  now  and  at  the  same  time  save  you 
tax  dollars.  Send  in  the  coupon  today  forfull 
details. 
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Automobfle  Lease  Program 


W:*'  To : Texas  Medical  Association  Automobile  Lease  Program 
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Use  of  digitalis  and  diuretics 

G.  E.  Burch,  MD 


The  method  of  digitalizing  a patient  with 
chronic  congestive  heart  failure  is  briefly 
described.  Digitalis  is  the  fourth  most  fre- 
quently prescribed  drug  in  the  US,  yet  it  is 
one  of  the  most  common  causes  of  drug  in- 
toxication and  is  a frequent  cause  of  drug- 
related  deaths.  Digitalis  dosage  must  be 
regulated  on  the  basis  of  its  pharmacody- 
namic action  in  each  patient  and  not  by 
arbitrary  rules  of  dosage.  When  digitaliz- 
ing a patient,  oral  diuretics  should  not  be 
used  except  when  absolutely  necessary 
(such  as  during  emergencies)  since  they 
produce  changes  in  potassium  levels  which 
can  affect  the  action  of  and  sensitivity  to 
digitalis. 

Digitalis  is  the  fourth  most  frequently  pre- 
scribed drug  in  the  United  States  today, 
yet  it  is  one  of  the  most  common  causes  of 
serious  difficulties  in  cardiology.  It  ac- 
counts for  many  deaths,'  many  if  not  most 
of  which  are  not  even  recognized  or  report- 
ed in  the  medical  literature.  But,  when 
properly  used,  digitalis  is  the  most  valu- 
able therapeutic  agent  in  cardiology  avail- 
able. The  difficulties  with  the  use  of  digi- 
talis are  related  to  improper  knowledge 
about  digitalization.  Some  of  the  principles 
related  to  properly  balanced  digitalization 
have  been  reported  previously. -■  The 
physician  must  knowthe  pharmacologic 
action  of  digitalis,'-''  but  its  pharmacody- 
namic action  on  the  heart  is  beyond  the 
scope  of  this  article. 

As  stated  above,  digitalis  is  the  most 
practical  and  valuable  cardiotonic  thera- 
peutic agent  available.  However,  it  must 
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be  remembered  that  the  doses  and  levels 
of  digitalis  necessary  to  achieve  optimum 
digitalization  and  to  reach  the  toxic  level 
are  very  close.  Furthermore,  the  depend- 
ence of  digitalis  on  the  potassium  concen- 
tration in  the  blood  and  myocardial  cells 
for  its  behavior  must  never  be  forgotten. 
Hyperkalemia  in  the  myocyte  inhibits  the 
action  of  digitalis,  whereas  hypokalemia 
increases  its  action.  Thus,  the  sensitivity  of 
the  myocardium,  conduction  tissue,  and 
cardiac  innervation  to  digitalis  is  readily 
affected  by  the  state  of  potassium  metabo- 
lism and  kalikinetics  in  the  heart.  The  use 
of  oral  diuretics,  dietary  salt  intake,  and 
time  are  extremely  important  factors  that 
must  be  considered  carefully  and  continu- 
ously when  administering  digitalis.  With- 
out proper  consideration  of  these  factors, 
then  optimum  digitalization  becomes  im- 
possible. Patients  receiving  oral  kaliuretic 
diuretics  and  salt-restricted  diets  who  are 
not  observed  carefully  and  frequently  will 
almost  never  attain  optimum  digitalization. 
Many,  if  not  most,  will  become  intoxicated; 
some  will  die;  the  others  will  be  under- 
digitalized and  will  not  receive  full  benefits 
from  the  drug. 

The  digitalis  preparations  differ  in  their 
metabolic  characteristics  and  the  physi- 
cian must  know  these  characteristics.  The 
physician  should  use  only  two  orthree 
preparations  and  avoid  switching  to  new  or 
different  ones  at  frequent  intervals.  It  is 
imperative  that  the  physician  become 
thoroughly  acquainted  from  personal  expe- 
rience with  two  or  three  digitalis  prepara- 
tions— a rapid  acting  one  for  parenteral 
use  in  emergencies,  and  one  ortwo  slow 
acting  ones  for  parenteral  or  oral  use.  Figs 
1 and  2 reflect  important  kinetic  character- 
istics of  the  digitalis  preparations  most  fre- 
quently used  today.  Digitalis  preparations 
which  are  rapidly  removed  by  metabolic 
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and  renal  excretory  processes  cannot  pro- 
vide a constant  concentration  of  digitalis  in 
the  heart  and,  in  turn,  a constant  state  of 
optimum  digitalization.  Thus,  lanatoside  C 
(Cedilanid)  and  digoxin  (Lanoxin)  or 
ouabain  are  not  suitable  for  optimum  digi- 
talization, v/hereas  digitalis  preparations 
such  as  digitoxin  and  whole  leaf,  which 
metabolize  and  are  excreted  slowly  are 
suitabile.  Furthermore,  if  the  patient  is  on 
a low-salt  diet  for  which  the  electrolyte  in- 
take and  balance  are  unknown  and  con- 
stantly changing,  and  if  at  the  same  time 
he  is  taking  an  oral  kaliuretic  diuretic,  opti- 
mum digitalization  on  a continuing  basis 
is  impossible. 

It  is  better  practice,  therefore,  to  use 
only  three  preparations  of  digitalis — lan- 
atoside C for  rapid  parenteral  medication, 
digitoxin  for  prolonged  parenteral  medica- 
tion, and  digitalis  whole  leaf  (tablet  ortinc- 
ture,  or  both)  fororal  digitalization  and 
maintenance. 

It  is  not  possible  to  digitalize  a patient 
properly  by  using  the  dosage  recom- 
mended by  the  Physicians’  Desk  Reference 
or  the  drug  insert,  or  even  by  the  blood 
levels  of  digoxin,  just  as  no  physician  uses 
the  PD/?,  insert  recommendations,  or 
blood  levels  for  insulin  totreat  diabetes. 
The  dosage  is  varied  to  fit  the  needs  of  the 
patient;  and  patients  vary  in  their  sensitiv- 
ity toall  drugs,  including  digitalis.  There- 
fore, the  dose  of  digitalis  used  is  deter- 
mined for  each  patient  by  the  response  of 
the  heart  underthe  particular  circum- 
stances at  that  particular  time.  The  physi- 
cian knows  what  response  he  wishes  to 
obtain,  and  he  adjusts  the  dose  to  achieve 
that  response.  No  patient  should  be  killed 
with  digitalis,  and  no  serious  intoxication 
should  be  produced. 

Oral  diuretics  should  not  be  used  when 
digitalizing  a patient  except  during  emer- 


gencies and  with  thorough  understanding 
of  their  influence  on  digitalis  action,  in 
other  words,  the  interaction  of  these  drugs 
through  the  changes  in  kalikinetics.  Oral 
diuretics  may  be  used,  but  they  should  be 
used  sparingly  when  digitalis  is  adminis- 
tered on  a maintenance  basis.  The  mercu- 
rial diuretics  are  the  diuretics  of  choice 
when  digitalis  is  being  used.  They  are  not 
kaliuretic.  Furthermore,  potassium  re- 
placement as  practiced  by  physicians  is 
done  by  guess.  The  only  way  to  replace  ac- 

7.  Time  course  curves  of  the  percent  of  full  digital- 
ization attained  with  four  commonly  used  digitalis 
preparations  are  shown,  based  on  their  rates  of 
excretion  from  the  body.  (From  Burch  GE:  Elegant 
digitalization  for  congestive  heart  failure.  Am 
Heart  J 83:543-551, 1972.) 

y. 


2.  The  curves  shown  are  estimated  time  course 
curves  of  digitalization  achieved  with  daily  main- 
tenance doses  of  the  various  digitalis  preparations 
included  in  Eig  1.  (From  Burch  GE:  Elegant  digi- 
talization for  congestive  heart  failure.  A m Heart  J 
83:543-551,  1972.) 
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curately  the  postassium  lost  in  the  urine  by 
an  oral  diuretic  is  to  measure  the  amount 
lost  each  24  hours  and  administerthat 
amount  the  next  day;  but  that  method  is 
not  practical.  If  renal  function  is  good,  the 
kidneys  can  compensate  for  errors  in  po- 
tassium administration  or  potassium  im- 
balance to  some  extent.  But,  when  renal 
function  is  impaired  or  renal  failure  is 
present,  renal  protection  is  lost.  This  is 
particularly  important  in  the  use  of  digoxin 
which  is  excreted  fairly  rapidly  and  in  large 
amounts  through  the  kidneys.  Further- 
more, the  absorption  of  digoxin  in  the  gas- 
trointestinal tract  and  its  bioavailability 
are  extremely  variable  and  cannot  be 
measured  in  clinical  practice. 

Digitalis  is  extremely  valuable  in  the 
management  of  congestive  heart  failure 
(CHF),  atrial  flutter,  and  atrial  fibrillation. 
It  is  used  to  some  extent  with  varying  de- 
grees of  success  in  the  treatment  of  other 
cardiac  arrythmias.  I shall  briefly  state 
how  to  use  digitalis  for  the  treatment  of  a 
hospitalized  patient  with  uncomplicated, 
moderately  severe,  chronic  CHF. 

Since  there  are  no  complications  in  this 
hypothetical  patient,  and  since  this  is  not 
an  emergency  and  digitalis  can  be  admin- 
istered orally,  calculate  an  approximate 
dose  requirement  from  the  patient’s  body 
weight.  Use  digitalis  tablets  (0.1  gm  is 
equal  to  1 Vz  grains  is  equal  to  1 unit), 
estimatingone tablet  or  1 unit  per3.5-4.5 
kg  (8  to  10  lb)  of  body  weight.  For  exam- 
ple, if  the  patient  weighs  72.7  kg  (160 
lb),  then  20  or  16  tablets  or  units  would 
be  an  estimated  requirement  for  adequate 
digitalization.  If  fairly  rapid  digitalization 
is  required,  then  use  1 unit  per3.6  kg  (8 
lb)  of  body  weight,  or  20  units  or  tablets  as 
the  estimated  dose.  Give  one-half  the  cal- 
culated dose  (10  tablets)  orally  immedi- 
ately, but  only  after  the  patient  has  been 


carefully  studied  and  all  signs  and  symp- 
toms have  been  carefully  noted.  Six  to 
eight  hours  later  reexamine  the  patient  for 
the  signs  and  symptoms  of  CHF,  searching 
for  changes.  Then  administer  orally  one- 
half  of  the  remaining  calculated  dose,  or 
five  more  0.1  gm  tablets.  Return  to  study 
the  patient  after  six  to  eight  hours  (the 
time  required  to  achieve  full  effect  of  the 
dose  administered)  and  note  the  changes. 
By  thistime  improvement  should  be 
noted.  The  experienced  clinician  must  take 
into  account  the  improvement  produced 
by  the  other  therapeutic  measures  already 
in  force  such  as  bed  rest,  nursing,  isola- 
tion, diet,  morphine  or  Demerol,  oxygen, 
air-conditioning,  etc.  Then  administerone 
to  two  tablets  every  six  to  eight  hours, 
always  studyingthe  patient  forthe  signs 
and  symptoms  of  CHF  before  the  next  dose 
is  administered.  By  thetimethe  estimated 
or  “calculated”  dose  is  reached,  the  pa- 
tient’s CHF  should  be  improved.  Remem- 
ber, some  patients  are  fully  digitalized 
before  the  entire  calculated  dose  is  admin- 
istered. This  is  especially  true  for  old 
people.  Strive  for  a normal  sinus  rhythm 
at  a heart  rate  of  70  to  75  beats  per  min- 
ute. If  the  patient  had  premature  contrac- 
tions before  treatment,  these  premature 
beats  usually  disappearwith  full  and 
proper  digitalization.  When  approaching 
the  state  of  full  digitalization  it  is  advisable 
to  switch  to  tincture  of  digitalis  (16  minims 
or  1 cc  is  equal  to  1 unit  or  1 tablet  of  0.1 
gm).  By  using  the  tincture  of  digitalis  it  is 
easier  to  adjust  the  dose  of  digitalis  more 
precisely.  Always  checkthe  number  of 
drops  to  1 cc  forthe  dropper  used.  The 
droppers  manufactured  today  rarely  drop 
a minim  at  a drop;  therefore,  14,  18,  22, 
or  more  or  less  drops  (minims)  of  the  tinc- 
ture of  digitalis  once  daily  may  be  neces- 
sary to  achieve  and  maintain  the  precise 
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state  of  digitalization  desired.  Full  digital- 
ization is  achieved  in  each  patient  by  his 
own  response,  and  )wt  by  any  calculated, 
estimated,  or  recommended  dose  or  by 
blood  level.  This  approach  is  extremely 
important.  Furthermore,  if  too  much  digi- 
talis is  given  based  upon  the  patient’s 
symptoms  and  signs,  overdigitalization 
will  be  only  slight  and  not  enough  to  kill 
the  patient  orto  produce  serious  toxicity. 

Oral  kaliuretic  diuretics  are  not  used. 
They  can  only  cause  difficulties  in  achiev- 
ing optimum  digitalization  and  they  would 
be  unnecessary  in  a hypothetical,  non- 
critically  ill  patient  such  as  is  described. 
After  all,  the  objective  is  to  digitalize  the 
patient  to  improve  heart  function  and  not 
to  poison  him.  It  is  importantto  have  the 
patient  well  digitalized  and  the  mainte- 
nance dose  of  tincture  of  digitalis  estab- 
lished before  he  is  discharged  from  the 
hospital  in  order  to  assure  myocardial 
compensation  adequate  to  meet  the  future 
physical  activity  at  home.  Details  of  the 
proper  approach  to  digitalization  have 
been  described  previously.^ 

It  is  beyond  the  scope  of  this  article  to 
attempt  to  describe  the  use  of  digitalis  in 
the  management  of  atrial  flutterand  fibril- 
lation and  other  arrythmias.  The  use  of 
lanatoside  C in  cardiac  emergencies  re- 
quires special  consideration.  This  is  also 
true  for  switching  from  lanatoside  C to 
whole  leaf  preparations.  Digitoxin  can  be 
used  to  replace  whole  leaf  or  whole  leaf  to 
replace  digitoxin  unit  for  unit.  One-tenth 
of  a milligram  of  digitoxin  is  equal  to  1 unit 
or  0.1  gm  tablet  of  digitalis  whole  leaf 
or  1 cc  of  tincture  of  digitalis.  The  action, 
rate  of  excretion,  and  metabolism  of  digi- 
toxin are  essentially  the  same  as  forwhole 
leaf  preparations. 


References 

1.  Lely  AH,  van  Enter  CHJ:  Non-cardiac  symptoms 
of  digitalis  intoxication.  Am  Heart  J 83:149-152,  1972. 

2.  Burch  GE:  A Primer  of  Congestive  Heart  Failure. 
Springfield,  III,  Charles  C Thomas,  1954. 

3.  Burch  GE:  Elegant  digitalization  for  congestive 
heart  failure.  Am  Heart  J 83:543-551,  1972. 

4.  Cushny  AR:  A Text-book  of  Pharmacology  and 
Therapeutics;  or  The  Action  of  Drugs  in  Health  and  Dis- 
ease, ed  8.  Philadelphia,  Lea  & Febiger,  1924. 

5.  Sollman  T:  A Manual  of  Pharmacology  and  Its 
Applications  to  Therapeutics  and  Toxicology,  ed  8,  Phila- 
delphia, W.B.  Saunders  Co.,  1957. 

6.  Doherty  JE:  The  clinical  pharmacology  of  digitalis 
glycosides:  A review.  Am  J Med  Sci  255:382-414,  1968. 

Dr.  Burch,  Department  of  Medicine,  Tulane 
School  of  Medicine,  1430  Tulane  Avenue,  New 
Orleans,  La  70112. 


Volume  71,  April,  1975 


Hemodialysis  in  Texas: 
When,  where,  and  for  whom 


Alan  R.  Hull,  MD 

Hemodialysis  is  the  use  of  the  artificial  kid- 
ney machine  to  support  life  when  one’s  own 
kidneys  have  failed.  Today  this  procedure 
is  almost  universally  available  in  some 
form  in  Texas. 

Fifteen  years  ago  there  was  no  dialysis 
available  in  Texas,  and  one  would  have  had 
to  goto  Boston  or  Cleveland  for  such  help. 
During  the  next  five  years,  hemodialysis 
for  acute  cases  became  available  in  Dallas, 
Houston  and  San  Antonio.  However,  only 
Dr.  Robert  Morgan  in  Houston  attempted 
hemodialysis  for  chronic  cases  duringthat 
period. 

Elsewhere  in  the  United  States,  a new 
concept  arose.  Dr.  Belding  Scribner  of 
Seattle,  after  observing  the  in-hospital  ex- 
perience of  Merrill’s  group  in  Boston, 
conceived  a revolutionary  idea.  Scribner 
contended  that  ordinary  people  could 
learn  to  hemodialyze  their  sick  family 
members  and,  furthermore,  he  said  it  could 
be  done  in  their  homes.  Starting  with  some 
ingenious  BoeingCompany  engineers, 
Scribner  and  his  group  showed  the  world 
that  patients  could  be  trained,  with  their 
family  members,  to  perform  hemodialysis 
outside  a hospital  setting. 

This  mode  of  therapy  was  brought  to 
Texas  in  1967,  when  home  dialysis  training 
units  were  opened  in  Galveston  and  Dallas 
under  a special  five-year  decreasing  sup- 
port grant  from  the  federal  government. 
Hemodialysis  became  available  for  certain 
select  patients.  The  era  of  committees  to 
choose  who  should  be  “given  a chance  to 
survive’’  was  upon  us.  This  procedure  was 
not  satisfactory  to  either  the  patient  popu- 
lation orthe  medical  teams  involved. 
Therefore,  in  1970  plans  were  laid  to  open 
a unit  that  would,  we  hoped,  dialyze  all  pa- 
tients by  combining  the  unit  concept  of  a 
hospital  with  the  low  cost  of  the  home  set- 
ting, in  other  words,  a limited  care  center. 


The  Southwestern  Dialysis  Center  opened 
on  June  7,  1971,  and  was  soon  followed  by 
units  in  Houston,  San  Antonio,  El  Paso, 
and  Lubbock.  By  late  1972,  the  final  goal 
was  reached  and  patients  began  to  be  ac- 
cepted solely  on  the  basis  of  need.  This 
marked  the  modern  era  of  hemodialysis, 
and  with  it  we  began  to  see  changes  in  the 
patient  population.  As  more  patients  were 
treated  expertise  increased,  and  life  and 
rehabilitation  improved  steadily.  Today 
most  units  have  a greater  than  90%  one- 
year  survival  rate,  and  90  to  95%  of  these 
patients  are  returned  to  an  enjoyable, 
meaningful,  and  often  productive  life. 

If  we  take  an  average  Texan  today,  re- 
gardless of  where  he  lives  in  this  state, 
once  the  diagnosis  of  renal  failure  is  made, 
then  his  first  question  might  be,  “What  can 
be  done  for  me?’’  or,  “When  should  I con- 
siderthe  artificial  kidney?’’ 

At  present,  the  general  feeling  is  that 
most  patients  should  be  considered  for 
dialysis  when  the  serum  creatinine  value 
reaches  10  mg/100  ml  orthe  creatinine 
clearance  value  drops  below  10  ml/min. 

At  this  value  in  our  program  we  always  try 
to  establish  an  arteriovenous  fistula  which 
causes  the  veins  to  arterialize  and  grow. 
Many  patients  are  not  ready  when  their 
serum  creatinine  value  reaches  10  mg/100 
ml,  that  is,  they  have  not  developed  symp- 
toms that  would  make  dialysis  necessary. 

A few  patients,  however,  are  ready  for  dia- 
lysis before  they  reach  that  serum  crea- 
tinine level.  There  are,  however,  many 
problems  associated  with  the  uremic  or 
azotemic  state  which  we  often  fail  to  de- 
tect as  symptoms,  and  it  may  well  be  in 
the  future  that  we  will  learn  that  nerve  dam- 
age and  bone  disease  are  made  worse  by 
allowing  the  patient  to  remain  in  moderate 
to  severe  uremia  for  a longer  time.  In  our 
unit,  the  medical  criteria  for  dialysis  are 
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essentially  as  follows; 

1.  Is  the  patient  symptomatic? 

a.  Does  he  have  itching  that  does 
not  respond  to  antacids? 

(These  agents  bind  phosphates 
and  seem  to  decrease  itching.) 

b.  Does  he  have  any  trouble  with 
insomnia  or  loss  of  appetite? 

c.  Are  myoclonic  jerks  present? 

d.  Has  loss  of  libido  developed? 

e.  Is  neuropathy  present? 

2.  Has  the  patient’s  activity  or  prefer- 
ences changed? 

(The  best  example  would  be  the  man 
who  loved  to  bowl  twice  a week,  and 
now  has  reduced  his  game  to  once  a 
month,  and  even  at  that  one  time  be- 
comes very  tired.  It  has  probably  oc- 
curred gradually  overa  longtime, 
but  probably  he  is  ready  for  dialysis.) 
When  a patient  begins  to  have  generalized 
symptoms  from  his  disease  that  are  recog- 
nized by  himself  or  his  family,  he  is  prob- 
ably a candidate  for  starting  hemodialysis. 

Another  early  question  that  arises,  is, 
“Where  to  dialyze?’’  Attached  as  an  appen- 
dix is  a list  of  the  dialysis  units  now  in  oper- 
ation in  Texas,  the  type  of  dialysis  that  they 
do,  the  medical  director,  and  the  unit's 
phone  number.  There  are  units  spread 
throughout  the  state,  allowing  a large  per- 
centage of  the  population  easy  access  to 
some  form  of  dialysis.  It  is  important  to 
realize  that  there  are  various  types  of 
facilities: 

1.  In-hospital,  acute  dialysis:  This  is 
done  in  any  hospital  that  has  an  artificial 
kidney  machine  and  dialyzes  patients  who 
require  this  treatment  while  in  the  hospital. 
In  most  cases,  these  centers  are  dealing 
with  people  with  acute  renal  failure;  how- 
ever, many  of  these  same  patients  do  not 
recover  from  their  acute  episode  of  renal 
failure  and  become  candidates  for  chronic 


hemodialysis.  The  federal  government  and 
the  state  of  Texas  are  not  now  in  favor  of 
supporting  in-hospital,  chronic  hemodial- 
ysis because  of  the  high  cost. 

2.  In-hospital,  chronic  units:  These  are 
being  phased  out  wherever  possible  be- 
cause of  the  high  cost  ratio  of  space  to  pa- 
tient. However,  in  some  areas,  because  of 
hospital  support  (essentially  givingthe 
space  rent  free)  there  are  and  will  continue 
to  be  in-hospital  chronic  units. 

3.  Home  training  units;  In  1967,  two 
home  training  units  were  established;  one 
in  Galveston  and  the  other  in  Dallas.  Since 
then,  these  two  units  have  trained  almost 
200  renal  failure  patients  to  perform  dia- 
lysis in  their  homes  with  the  help  of  family 
orfriends.  This  is  the  most  economical 
form  of  dialysis,  since  expensive  medical 
personnel  and  space  are  replaced  by  free 
family  help  at  home.  For  many  patients  in 
rural  areas,  particularly  West  Texas,  this  is 
the  only  form  of  dialysis  available  close  to 
home.  The  patients’  response  to  home 
dialysis  is  excellent  when  they  are  well  se- 
lected. The  data  from  Dr.  Ray  Remmers 
unit  in  Galveston  probably  show  as  good 

a result  as  any  dialysis  unit  in  the  world  for 
selected  patients  undergoing  home  dialy- 
sis. However,  home  dialysis  is  not  for  every- 
one, and  many  families  do  find  this  to  be  a 
burden  that  they  cannot  tolerate  psycho- 
logically. In  addition,  many  people  in  cities 
eitherdo  not  have  the  home  orthe  family 
to  give  the  necessary  support. 

4.  Limited  care  dialysis;  This  is  a more 
recent  style  of  dialysis  that  has  developed 
over  the  past  three  to  four  years.  Here  dia- 
lysis is  carried  on  in  a store-front  or  office 
building,  where  cheap  rent  can  be  obtain- 
ed. Patients  are  dialyzed  in  chairs  instead 
of  bed,  and  the  procedure  is  totally  on  an 
outpatient  basis.  For  small  cities  and  me- 
tropolitan areas,  there  is  little  doubt  that 
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this  appears  to  be  the  preferred  method  of 
dialysis.  Patient  preference  is  easy  to  un- 
derstand because  they  can  work  and  drop 
by  the  center  on  their  way  home,  or  during 
off  time,  and  receive  hemodialysis.  The 
cost  of  this  form  of  treatment  is  mid-way 
between  home  dialysis  and  center  dialysis, 
but  has  gradually  dropped  duringthe  past 
three  years  to  almost  one-half  the  cost  of 
three  years  ago. 

5.  Self-care  dialysis:  This  is  a form  of 
dialysis  that  is  being  held  back  by  legal 
problems,  both  in  Texas  and  elsewhere.  In 
this  type  of  dialysis,  a building  is  rented 
either  by  the  unit  or  by  a patient  co-op 
group,  and  the  patients  dialyze  each  other, 
either  with  orwithout  some  family  support. 
There  may  be  one  nurse  and  one  technician 
present  for  a number  of  patients,  and  all 
work otherthan  the  supervision  and  insert- 
ing of  needles  is  done  by  the  patients  or 
theirfamilies.  Because  of  the  uncertain 
legal  situation  as  to  who  might  be  respon- 
sible if  a fatality  occurred,  most  centers 
and  many  patients  and  doctors  are  un- 
willingto  be  involved  in  thisatthe  present 
time.  In  the  future,  this  form  of  dialysis 
may  become  more  important. 

“Where  to  dialyze?”  In  Texas,  this  is 
usually  decided  by  geography  and  referral 
of  patients  rather  than  the  preference  for 
a style  or  type  of  dialysis. 

Another  frequent  question  is,  “Forwhom 
is  this  available?”  I think  that  now,  most  of 
the  units  in  Texas  would  not  restrict  any 
patient  who  would  cometothedialysis  unit 
and  cooperate  with  the  dialysis  program. 
Again,  returningtothe  recent  past,  there 
was  once  a long  list  of  exceptions  to  pa- 
tients who  could  be  accepted  for  dialysis. 
For  example,  systemic  lupus  erythemato- 
sus (SLE)  and  diabetes  mellitus  were  con- 
sidered to  be  contraindications  to  dialysis. 
In  our  unit  we  have  dialyzed  a number  of 


SLE  patients  and  have  performed  trans- 
plants in  three  of  them.  We  will  accept 
diabetic  patients  even  if  they  have  impair- 
ed eyesight,  and  five  such  patients  have 
received  transplants.  Such  nonselection  of 
patients  causes  an  increase  in  morbidity 
and  a decrease  in  the  rehabilitation  rate. 
There  is  also  an  increase  in  cost  as  these 
patients  require  more  physician  and  para- 
medical support.  However,  many  patients 
have  amazed  us  by  how  well  they  have  done 
under  such  difficult  circumstances.  It  is 
our  feeling  that  there  is  no  way  a healthy 
doctor  can  judge  what  a sick  patient  consid- 
ers a satisfactory  life.  The  same  restrictions 
were  often  held  for  the  elderly,  and  yet  in 
the  past  two  years  they  have  become  some 
of  our  most  successful  dialysis  patients.  I 
thinkoneof  the  reasons  they  do  so  well,  is 
that  dialysis  takes  them  out  of  retirement 
and  they  feel  like  they  are  part  of  an  on- 
going society  again,  or  at  least  have  the 
sensation  of  belongingtoa  clubwhenthey 
come  in  fordialysis three timesa  week. 
Therefore,  at  this  time  in  Dallas,  and  I 
would  suspect  throughout  the  state  and 
country,  most  of  the  nephrologists  feel 
that  the  patient  should  have  blood  access 
obtained  and  hemodialysis  should  betried 
in  an  outpatient  setting.  Since  November 
of  1972,  our  experience  here  with  accept- 
ing all  patients  has  been  that  we  are 
amazed  at  how  well  most  patients  do. 

When  we  explain  that  the  patient’s  life  de- 
pends on  arriving  at  the  center  three  times 
a week,  we  are  always  astounded  by  the  in- 
genuity employed  in  getting  patients  to  the 
center.  We  still  have  a long  way  to  go  to 
support  patients  who  have  great  difficulty 
in  getting  transportation,  and  we  hope  this 
will  be  improved  with  civic  and  regional 
support.  Our  only  restriction  at  this  point 
would  be  children  underthe  age  of  5 or 
7,  because  we  do  not  feel  that  we  can 
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dialyze  them  adequately,  but  they  can  be 
referred  to  pediatric  centers. 

A frequent  question  after  patients  have 
been  started  on  dialysis  is,  “How  long  can 
I live  and  what  kind  of  a life  can  I expect?” 
Since  nephrologists  have  only  been  doing 
chronic  dialysis  for  13  or  so  years,  we  can 
only  say  that  our  experience  is  limited  to 
people  continuing  over  10  or  12  years.  By 
the  time  that  we  have  25  years  of  experi- 
ence, we  probably  will  have  patients  who 
have  dialyzed  more  than  20  years  and  will 
be  doing  well.  Recent  reports  indicate  that 
the  cause  of  death  in  dialysis  after  the  first 
six  months  tends  to  relate  heavily  to  car- 
diovascular problems,  and  this  is  one  area 
in  which  dialysis  patients  need  to  be  ob- 
served and  supported. 

“What  kind  of  life  can  patients  expect?” 
The  patient’s  motivation  is  the  largest  fac- 
tor in  successful  dialysis,  be  it  in-center  or 
learningto  take  a dialysis  machine  home. 
The  patient  who  is  determined  to  do  well 
usually  does  well,  and  isableto  continue 
to  work.  In  ourunit  in  Dallas,  nowthat  we 
have  been  able  to  raise  hematocrits  above 
the  20%  range  for  99%  of  our  patients,  it 
is  evident  that  most  people  can  carry  on  an 
enjoyable  and  useful  life.  This  does  not 
negate  the  fact  that  dialysis  takes  up  six 
hours  three  times  a week,  and  certainly  in- 
terferes with  “normal”  living.  As  patients 
get  older  and  stay  home  more,  they  tend  to 
respond  to  dialysis  better  and  are  able  to 
fit  it  into  their  schedules  with  less  irrita- 
tion. Patients  in  their  early  20s  who  are 
used  to  going  out  seven  nights  a week  often 
find  that  trying  to  fit  in  three  six-hour  peri- 
ods cramps  their  previous  life  style.  In 
most  units,  housewives  tend  to  dialyze  dur- 
ing the  day  so  that  they  will  be  at  home 
with  their  families  during  the  evening.  Shift 
workers  try  to  dialyze  at  times  that  fit  with 
their  particular  shift,  and  many  men  leave 


dialysis  to  the  evening  or  night  so  that  they 
can  carry  on  full-time  jobs.  One  of  the  great 
difficulties  with  dialyzing  at  night  is  that 
many  patients  do  not  sleep  well  while  on 
the  machine.  We  have  tried  to  give  patients 
sleeping  pills,  and  many  patients  are  then 
able  to  get  adequate  sleep  while  on  dialysis 
and  function  well  at  work  the  next  day. 

Most  of  our  patients  who  begin  thrice 
weekly  dialysis  can  expect  their  appetites 
to  return.  Their  itching  will  stop  when  treat- 
ed with  antacids,  and  if  they  are  dialyzed 
early  enough  neuropathy  will  not  develop. 

In  most  patients  there  will  be  a return  of 
libido  to  approximately  equal  that  of  their 
pre-illness  state.  The  sicker  a patient  is 
when  beginning  dialysis,  the  more  he  will 
feel  that  it  helps  him.  However,  one  should 
not  wait  until  the  patient  is  too  sick,  be- 
cause this  probably  has  side  effects  that 
may  be  irreversible. 

In  summary,  we  believe  that  all  patients 
in  Texas  who  could  benefit  from  it  should 
be  considered  for  hemodialysis.  If  they  are 
undertheage  of  7,  we  favor  sending  them 
to  a pediatric  dialysis  unit,  and  considering 
them  forearly  transplantation.  Above  the 
age  of  7 or  8,  there  appears  to  be  almost 
no  age  limit.  I think  a doctor  must  differ- 
entiate between  prolonging  life  and  pro- 
longing death,  and  in  this  situation  no  com- 
mittee can  replace  the  judgment  of  one 
physician  interested  in  one  patient  who 
needs  help.  Often  the  family  can  be  helpful, 
but  usually  it  comes  down  to  the  physician 
deciding  whether  he  is  doing  something 
worthwhile  for  the  patient.  I think  when 
there  is  any  doubt,  the  patient  should  be 
given  a trial  of  dialysis.  In  my  experience, 
this  usually  has  proved  to  be  a pleasant 
surprise  with  the  patient  doing  much  bet- 
ter than  expected.  The  type  of  dialysis  facil- 
ity or  style  of  dialysis  that  a patient  under- 
takes should  be  decided  by  the  patient  with 
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his  doctor.  I do  not  believe  that  the  patient 
should  be  forced  to  use  a machine  at  home, 
nordo  I feel  that  people  should  be  kept  in 
a center  when  they  could  do  well  at  home 
and  might  indeed  prefer  to  be  home.  It 
seems  to  be  essential  that  all  patients  real- 
ize the  various  types  of  dialysis  available 
and  howthey  might  best  fit  in  with  this 
when  it  is  finally  required.  It  is  my  personal 
belief  that  patients  can  do  very  well  on 
hemodialysis,  lead  a relatively  normal  life, 
and  certainly  relate  to  theirfamily  and 
friends.  However,  I would  finish  by  saying 
that  dialysis  is  not  a panacea,  and  not  all 
patients  do  well,  nor  do  they  lead  a “nor- 
mal life.”  Therefore,  in  many  cases,  pa- 
tients who  do  badly  should  be  considered 
for  cadaveric  transplant,  and  any  patient 
with  a relative  (a  brother,  sister,  mother, 
or  father)  who  would  willingly  give  a kidney 
should  be  appropriately  evaluated  and  this 


possibility  strongly  considered.  It  is  upto 
a nephrologist  to  be  expert  enough  to  take 
the  patient  through  the  transplant  proce- 
dure and,  if  the  graft  fails,  return  the  pa- 
tient to  dialysis.  While  this  is  not  always 
possible,  it  should  be  our  aim  to  keepthe 
mortality  figure  down  in  the  5%  range, 
therefore  making  the  gamble  to  get  a good 
kidney  worthwhile.  This  will  be  the  subject 
of  another  article  later  in  this  series,  and 
transplantation  always  should  be  consid- 
ered, particularly  forthe  5%  of  patients 
who  are  doing  poorly  on  dialysis. 

Dr.  Hull,  Southwestern  Dialysis  Center,  Dallas, 
Texas  75235. 

This  series  on  renal  disease  is  coordinated  by 
Dr.  Marvin  Forland,  Professor  and  Deputy  Chair- 
man, Department  of  Medicine,  The  University  of 
Texas  Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Drive,  San  Antonio,  Texas 
78284. 


HEMODIALYSIS  FACILITIES  IN  TEXAS 
Listed  in  alphabetical  order  of  location 


James  Webster,  MD 
Hendrick  Memorial  Hospital 
19th  and  Hickory  Streets 
Abilene,  Texas  79601 
915-677-3551 
Chronic,  Acute 


Jonathan  Dechard,  MD 
Jack  Moncrief,  MD 
Austin  Diagnostic  Clinic 
801  West  34th 
Austin,  Texas  78705 
512-452-9292 
Chronic,  Hometraining 


Jack  Moncrief,  MD 
Brackenridge  Hospital 
15th  and  East  Avenue 
Austin,  Texas  78705 
512-476-6461 

Chronic,  Acute,  Hometraining 


Janis  Burgess,  MD 
Robert  Birchall,  MD 
Spohn  Hospital 
1436  Third  Street 
Corpus  Christi,  Texas  78404 
512-884-2041 

Chronic,  Acute,  Hometraining 


Charles  Austin,  MD 
Baylor  Medical  Center 
3500  Gaston  Avenue 
Dallas,  Texas  75246 
214-820-2444 
Acute 

Charles  Austin,  MD 

Dallas  Kidney  Disease  Center/ Bristol 

3504  Swiss  Avenue 

Dallas,  Texas  75204 

214-826-7030 

Chronic 

Howard  Worthen,  MD 

Children's  Medical  Center 

1935  Amelia 

Dallas,  Texas  75235 

214-637-3820 

Acute,  Chronic 

L.  T.  Cannon,  DO 

Dallas  Osteopathic  Hospital 

5003  Ross  Avenue 

Dallas,  Texas  75206 

214-824-3071 

Acute,  Chronic 

Alan  R,  Hull,  MD 

Dallas  County  Hospital  District 

Parkland  Memorial  Hospital 

5201  Harry  Hines  Blvd. 

Dallas,  Texas  75235 

214-638-1800 

Acute 


Ronald  C,  Prati,  MD 
Methodist  Hospital  of  Dallas 
301  West  Colorado 
Dallas,  Texas  75208 
214-946-8181 
Acute 


Alan  R.  Hull,  MD 
Ronald  C.  Prati,  MD 
Southwestern  Dialysis  Center 
1525  West  Mockingbird  Lane 
Dallas,  Texas  75235 
214-637-5034 
Chronic,  Hometraining 


Ronald  C.  Prati,  MD 
St.  Paul  Hospital 
5909  Harry  Hines  Blvd. 
Dallas,  Texas  75235 
214-631-4040 
Acute 


Thomas  F.  Parker,  MD 
Presbyterian  Hospital 
8200  Walnut  Hill  Lane 
Dallas,  Texas 
214-369-4111 
Acute 
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Martin  G.  White,  MD 
Veterans  Administration  Hospital 
4200  South  Lancaster  Road 
Dallas,  Texas  75216 
214-376-5451 

Chronic,  Acute,  Hometraining 

Melvin  Fox,  MD 
Hotel  Dieu  Hospital 
1014  North  Stanton  Street 
El  Paso,  Texas  79902 
915-545-3111 

Chronic,  Acute,  Hometraining 

Kermit  Olson,  MD 

Dialysis  Associates 

1408  St,  Louis 

Fort  Worth,  Texas  76104 

917-926-5269 

Chronic 

Luther  Travis,  MD 

Michael  Berger,  MD 

Division  of  Pediatric  Nephrology 

University  of  Texas  Medical  Brancn 

Galveston,  Texas  77550 

713-765-2538 

Acute,  Chronic  (Pediatric) 

Ray  Remmers,  MD 

University  of  Texas  Medical  Branch 

8th  and  Mechanic  Street 

Galveston,  Texas  77550 

713-765-2594 

Chronic,  Acute,  Hometraining 

Christy  Hebert,  MD 
Gulf  Coast  Diaivsis  Center 
4407  Yoakum  Blvd. 

Houston,  Texas  77006 

713-527-8434 

Chronic 

Gary  Eknoyan,  MD 

Harris  County  Hospital  District 

(Ben  Taub  Hosoital) 

P,  0,  Box  66769 
Houston,  Texas  77006 
713-224-1199 

Chronic,  Acute,  Hometraining 

Walter  Kirkendall,  MD 
Hermann  Hospital 
Texas  Medical  Center 
1203  Ross  Sterling  Avenue 
Houston,  Texas  77025 
713-527-4280 
Acute,  Chronic 

Wadi  Suki,  MD 
Methodist  Hospital 
6516  Bertner  Blvd, 

Houston,  Texas  77025 
713-790-3311 

Chronic,  Acute,  Hometraining 

Harold  Seizman,  MD 
St,  Joseph  Hospital 
1919  La  Branch 
Houston,  Texas  77002 
713-225-3131 

Chronic,  Acute,  Hometraining 


Jerry  Stirman,  MD 
South  Plains  Dialysis  Center 
Box  6335 

Lubbock,  Texas  79413 
806-799-8437 

Chronic,  Acute,  Hometraining 

Jerry  Stirman,  MD 

Methodist  Hospital 

3615  19th  Street,  Box  1201 

Lubbock,  Texas  79408 

806-792-1011 

Acute 

Ricardo  Del  Villar,  MD 
McAllen  General  Hospital 
701  South  Main  Street 
McAllen,  Texas  78501 
512-682-6311 
Chronic,  Acute 

James  S,  Leeves,  MD 

David  Cranberry  Memorial  Hospital 

P,  0,  Box  38,  Craig  and  Willis 

Naples,  Texas  75568 

214-897-5774 

Chronic 

E,  B,  Edmondson,  MD 
Good  Shepherd  Hospital 
621  N,  5th  Street 
Longview,  Texas  75601 
214-758-9181 
Chronic 

Jerry  Weatherly,  Administrator 

Haskell  Memorial  Hospital 

1 North  Avenue 

Haskell,  Texas  79521 

817-864-2621 

Chronic 

Nathan  Galloway,  MD 
W,  H,  Lauderdale,  MD 
Medical  Center  Hospital 
P,  0,  Box  633 
Odessa,  Texas  78760 
915-337-7311 
Chronic,  Acute 

Joe  deLeon,  MD 
Eduardo  Hernandez,  MD 
St,  Mary  Hospital 
1931  Ninth  Avenue 
Port  Arthur,  Texas  77640 
713-985-7431 
Chronic,  Acute 

John  P,  Coughlin,  MD 
St,  Johns  Hospital 
2018  Pullman  Street 
San  Angelo,  Texas  76901 
915-655-3181 
Chronic,  Acute 

Larry  Dotin,  MD 

Santa  Rosa  Medical  Center 

519  West  Houston 

San  Antonio,  Texas  78207 

512-228-2011 

Chronic,  Acute 


Gordon  L,  Bilbrey,  MD 
Southwest  Texas  Artificial  Kidney 
Center 

7540  Louis  Pasteur  Drive,  Suite  100 
San  Antonio,  Texas  78229 
512-690-1515 
Chronic 

Larry  Dotin,  MD 

Baptist  Hospital 

111  Dallas  Street 

San  Antonio,  Texas  78286 

512-222-8431 

Chronic,  Acute 

Joseph  C,  Dougherty,  MD 
Audie  L,  Murphy  Memorial  Veterans 
Hospital 

7400  Merton  Minter  Boulevard 
San  Antonio,  Texas  78284 
512-696-9660 

Acute,  Chronic,  Hometraining 

Joseph  C,  Dougherty,  MD 
Bexar  County  Hospital  District 
4502  Medical  Drive 
San  Antonio,  Texas  78284 
512-696-3030 

Chronic,  Acute,  Hometraining 

Michael  J,  Sweeney,  MD 

Bexar  County  Hospital  District 

4502  Medical  Drive 

San  Antonio,  Texas  78284 

512-696-6251 

Chronic,  Acute  (Pediatric) 

Jack  Northcutt,  Administrator 
Hays  Memorial  Hospital 
Box  767 

San  Marcos,  Texas  78666 

512-392-3324 

Chronic  (VA  patients  only) 

James  Robinson,  MD 
Hance  Smith,  MD 
Scott  and  White  Clinic 
2401  South  31st  Street 
Temple,  Texas  76501 
817-778-4451 

Chronic,  Acute,  Hometraining 

Jim  C.  Terrell,  Jr.,  MD 
Stephenville  Hospital  and  Clinic 
411  North  Belknap 
Stephenville,  Texas  76401 
817-965-3115 
Chronic 

C.  Jack  Smith,  MD 
Wadley  Hospital 
P.  0.  Box  1878 
Texarkana,  Texas  75501 
214-793-4511 
Chronic,  Acute 

W,  L.  Powers,  MD 
Wichita  General  Hospital 
1600  Eighth  Street 
Wichita  Falls,  Texas  76301 
817-723-1461 
Chronic,  Acute 
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What’s  your  diagnosis? 


Case  2. 

Prepared  by  Jon  F.  Bergstrom,  MD,  De- 
partment of  Diagnostic  Radiology,  Scott 
and  White  Clinic,  Temple,  Texas  76501. 
History;  The  patient  is  a 50-year-old  man 
being  evaluated  for  hypertension.  Differ- 
ential diagnoses;  (1)  perirenal  abscess,  (2) 
hypernephroma,  (3)  simple  renal  cyst,  (4) 
renal  infarct. 
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MEDICAL  CENTER 

6624  FANNIN  STREET  HOUSTON,  TEXAS  77025 
AC  (713)  526-2671 


INTERNAL  MEDICINE 

Allergy 

C.  W.  Ewing,  M.D.,  F.A.C.A. 

Arthritis  and  Rheumatic  Diseases 

J.  W.  Kemper,  M.D.,  F.A.C.P. 

M.  S.  Fischer,  M.D. 

Cardiology 

E.  F.  Beard,  M.D.,  F.A.C.P. 

D.  D.  Goulden,  M.D. 

Endocrine  and  Metabolic  Diseases 

M.  P.  Kelsey,  M.D.,  F.A.C.P. 

A.  E.  Leiser,  M.D.,  F.A.C.P. 

P.  K.  Champion,  M.D. 

Gastrointestinal  Diseases,  Gastroscopy 
J.  R.  Kelsey,  M.D.,  F.A.C.P. 

P.  S.  Bentlif,  M.D.,  F.A.C.P. 

R.  D.  Eichhorn,  M.D.,  F.A.C.P. 

F.  S.  O’Neil,  M.D.,  F.A.C.P. 

J.  W.  McBee,  M.D.,  F.A.C.P. 

General  Internal  Medicine 

G.  E.  Burke,  M.D. 

N.  H.  Nauert,  Jr.,  M.D.,  F.A.C.P. 
j.  Mackay,  M.D. 

G.  G.  Bourianoff,  M.D. 

General  Medicine  and  Oncology 

C.  F.  Taboada,  M.D.,  F.A.C.P. 

E.  N.  Root,  M.D. 

Hematology 

J.  B.  Bart,  M.D.,  F.A.C.P. 

Infectious  Diseases 

S.  Riggs,  M.D.,  F.A.C.P. 

Nephrology 

F.  X.  Schloeder,  M.D.,  F.A.C.P. 
Nuclear  Medicine 

D.  E.  Mouton,  M.D. 

Occupational  Health  Services 

M.  B.  Johnston,  M.D.,  F.A.C.Pr.M. 

F.  A.  Goss,  M.D. 

A.  M.  Wyss,  M.D.,  F.A.C.Pr.M. 
Pulmonary  Diseases 

S.  P.  Fischer,  M.D.,  F.A.C.P. 

DERMATOLOGY 

W.  M.  Fraser,  M.D.,  F.A.A.D. 

D.  W.  Owens,  M.D.,  F.A.A.D. 

GENERAL  & THORACIC  SURGERY 

W.  D.  Seybold,  M.D.,  F.A.C.S. 

J.  D.  McMurrey,  M.D.,  F.A.C.S. 

J.  L.  Doggett,  M.D.,  F.A.C.S. 

M.  F.  Appel,  M.D.,  F.A.C.S. 

NEUROLOGY 

R.  R.  Pierce,  M.D.,  F.A.A.N. 

J.  R.  Tindel,  M.D. 

OBSTETRICS  & GYNECOLOGY 

M.  L.  Cody,  M.D.,  F.A.C.S.,  F.A.C.O.G. 
W.  A.  Johnson  III,  M.D.,  F.A.C.O.G. 

OPHTHALMOLOGY 

H.  E.  Wahlen,  M.D.,  D.A.B.O. 

ORTHOPEDIC  SURGERY 

R.  A.  Fulford,  M.D.,  F.R.C.S.  (C) 

J.  H.  Dickson,  M.D.,  F.A.A.O.S. 

T.  H.  Crouch,  M.D.,  F.A.C.S. 

W.  D.  Erwin,  M.D. 


OTOLARYNGOLOGY 

J.  C.  Dickson,  M.D.,  F.A.C.S. 
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Academic  achievements 
of  Bayior  work-study  students 

Leonard  E.  Heller,  EdD;  Cedric  Dauphin;  Mike  Murray 


The  Departnnent  of  Community  Medicine 
at  Baylor  College  of  Medicine  conducts  a 
Work-Study  Program  for  minority  students 
who  are  planningto  seek  entrance  into 
medical  school,  but  who  are  likely  to  have  a 
difficult  time  being  accepted  without  some 
additional  academic  preparation.  By  parti- 
cipating in  the  summer  program,  the  stu- 
dents should  make  academic  gains  which 
would  enable  them  to  perform  at  a higher 
level  in  college  course  work,  and  would  im- 
prove their  ability  to  score  higher  on  the 
Medical  College  Admission  Test  (MCAT). 
Through  this  effort,  we  hope  to  increase  the 
numberof  minority  physicians  who  can  pro- 
vide leadershipto  improvethe  quality  of 
health  care,  especially  for  minority  groups. 

Twenty-six  minority  students,  whose 
levels  of  formal  education  range  from  en- 
tering college  freshmen  to  entering  college 
seniors,  participated  in  Baylor’s  eight-week 
summer  session.  The  program  consists 
of  daily  lectures  emphasizing  the  basic  sci- 
ence areas,  such  as  physics,  biology,  and 
chemistry:  daily  clinical  experiences,  such 
as  observing  surgery,  emergency  room  pro- 
cedures, and  attending  hospital  rounds; 
nightly  discussions  about  fine  arts  and  so- 
cial science:  and  seminars  devoted  to  dis- 
cussions of  political  and  social  issues  re- 
lated to  medicine,  to  minority  physicians, 
and  to  admission  procedures  for  medical 
school.  Special  courses  are  incorporated 
to  improve  the  students’  study  habits  and 
attitudes,  and  to  increase  their  general 
vocabulary.  Finally,  the  students  are  pro- 
vided with  “first-hand”  contact  with  medi- 
cal faculty  through  afternoon  research 
work  assignments  in  clinical  situations. 

In  evaluatingthese  students’  academic 
gains,  a sample  MCAT  provided  the  basis 
for  answering  the  following  questions: 

1.  Upon  completion  of  the  program,  will 


the  work-study  students  be  able  to  obtain 
significantly  higher  scores  for  each  sample 
MCAT  subtest? 

2.  Is  the  work-study  students’  ability  to 
score  higher  on  the  sample  MCAT  signifi- 
cantly correlated  to  their  course  work  per- 
formance in  the  Work-Study  Program? 

3.  Will  the  work-study  students,  espe- 
cially the  entering  college  seniors,  be  able 
to  compete  on  a higher  level  for  medical 
school  entrance? 

Method 

The  sample  MCAT  used  in  the  program 
evaluation  was  divided  into  four  subtests 
parallelingthe  official  MCAT  construction, 
namely,  verbal,  quantitative,  general  knowl- 
edge, and  science;  and  345  items  were 
randomly  selected  for  the  sample  MCAT 
from  a pool  of  items  collected  from  practice 
MCATs. 

The  primary  group  of  subjects  used  in 
the  evaluation  consisted  of  26  minority 
students  enrolled  in  the  work-study  pro- 
gram. A second  group  of  subjects  was  com- 
posed of  25  randomly  selected  Baylor  Col- 
lege of  Medicine  entering  freshmen. 

The  sample  MCAT  was  administered  to 
the  work-study  students  upon  entering  the 
program  and  after  completing  the  program. 
Special  efforts  were  made  to  avoid  instruc- 
tion specifically  aimed  at  improving  scores 
by  not  informingthe  instructors  orthe 
students  that  the  MCAT  would  be  adminis- 
tered at  the  end  of  the  program. 

A series  of  related  T-tests  were  calcu- 
lated to  examine  the  differences  between 
the  work-study  students’  scores  before  and 
after  the  program,  for  each  of  the  four 
MCAT  subtests  and  the  total  score.  Sec- 
ondly, a simple  regression  analysis  was 
performed  to  investigate  the  relationship 
between  the  work-study  students’  total 
scores  on  the  MCAT  and  their  average  ex- 
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amination  scores  for  the  course  work  in 
the  program.  Before  obtaining  the  average 
final  examination  scores  for  a student  for 
each  subject  area,  the  student’s  examina- 
tion scores  were  standardized.  A regres- 
sion analysis  was  used  to  investigate  the 
relationship  between  the  work-study  stu- 
dents’ score  on  the  sample  MCAT  and  their 
average  examination  scores  for  the  course 
work  in  the  program.  Finally,  a comparison 
was  made  between  the  work-study  stu- 
dents’ MCAT  scores  and  the  medical  stu- 
dents’ MCAT  scores  as  an  estimation  of 
work-study  students’  ability  to  achieve 
competitive  scores  on  an  official  MCAT. 

Results  and  Discussion 

The  prestudy  and  poststudy  mean  scores 
and  standard  deviations  for  the  work-study 
students  across  the  four  sample  MCAT 
sections  and  for  the  total  are  presented  in 
Fig  1. 

The  results  of  the  related  T-tests  pre- 
sented in  Fig  2 suggested  that  the  work- 
study  students’  total  sample  MCAT  scores 
were  significantly  higher  after  completing 
the  program  than  their  total  sample  MCAT 
scores  upon  entering  the  program.  Further- 
more, the  work-study  students  made  sig- 

/. Sample  MCAT  mean  scores  and  standard  devia- 
tions for  the  work-study  students  before  and  after 
study. 


Mean  Standard 


MCAT 

Subtests 

. Scores ^ 

Before  After 

Study  Study 

, — Deviation — , 
Before  After 
Study  Study 

Verbal 

30.77 

38.89 

6.87 

9.07 

Science 

30.65 

33.92 

8.67 

8.95 

Quantitative 

23.57 

26.46 

8.52 

7.79 

General  Knowledge 

24.92 

29.50 

8.31 

7.76 

Total 

109.92 

128.77 

23.44 

24.76 

nificant  gains  on  all  four  MCAT  subtests. 

With  the  poststudy  sample  MCAT  scores 
designated  as  the  dependent  variable  and 
the  average  final  examination  scores  of 
the  work-study  students’  course  work  as- 
signed as  the  independent  variable,  the 
computed  F-value  forthe  regression  analy- 
sis of  22.28  with  1 and  24  degrees  of 
freedom  was  significant  beyond  the  .001 
level.  The  correlation  between  a student’s 
score  on  the  poststudy  sample  MCAT  and 
the  total  score  for  his  course  work  was  .70. 
The  results  of  regression  analysis  demon- 
strated that  there  was  a high  positive  re- 
lationship between  a student’s  final  sample 
MCAT  score  and  his  average  final  examina- 
tion score  for  his  course  work.  Therefore, 
the  better  a student  performed  in  the  work- 
study  program  course  work,  the  better  he 
would  be  able  to  perform  on  the  sample 
MCAT. 

Even  though  students  were  ableto  make 
significant  gains  on  their  sample  MCAT 
scores  as  a result  of  the  work-study  pro- 
gram, their  ability  to  competitively  score 
high  enough  on  the  official  MCAT  to  meet 
an  admission  requirement  to  medical 
school  remained  unanswered.  Since  the 
enteringfreshman  had  achieved  competi- 
tive scores  on  the  official  MCAT,  meeting 


2.  Results  of  related  T -tests  for  work-study  stu- 
dents’ mean  .scores  on  sample  MCAT  before  and 
after  study. 


MCAT 

Subtests 

Degrees  of 
Freedom 

Computed 

T-value 

Verbal 

25 

4.39* 

Science 

25 

3.37"' 

Quantitative 

25 

3.05 

General  Knowledge 

25 

3.03* 

Total 

25 

6.55* 

"'Significant  at  the  .01  level  or  beyond. 
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a Baylor  admission  requirement,  their  per- 
formance on  a sample  MCAT  could  serve  as 
a standard  from  which  to  estimate  the 
work-study  students’  potential  ability  to 
score  competitively  on  an  official  MCAT. 
Consequently,  the  poststudy  sample  MCAT 
scores  of  the  26  work-study  students  were 
compared  against  the  sample  MCAT  scores 
of  25  entering  freshman  students  at  Baylor 
College  of  Medicine. 

The  MCAT  scores  forthe  entering  fresh- 
man medical  students  ranged  from  1 17  to 
201  with  a mean  of  156.  Upon  enteringthe 
program,  only  7 of  the  26  work-study  stu- 
dents had  sample  MCAT  scores  that  fell 
within  the  range  of  the  entering  medical 
students.  All  seven  of  these  students 
scored  below  the  medical  student  mean. 
However,  upon  completion  of  the  program 
19  of  the  26  work-study  students,  or  73% , 
obtained  sample  MCAT  scores  that  were 
within  the  range  of  the  entering  medical 
student  scores.  The  sample  MCAT  scores 
of  the  19  work-study  students  ranged  from 
120  to  174,  with  a mean  of  129.  Even 
though  15  of  the  work-study  students 
scored  below  the  mean  score  for  the  medi- 
cal students,  3 of  the  4 students  who  were 
entering  college  seniors  were  able  to  score 
above  the  mean. 

The  statistical  evaluation  of  the  minority 
students’  academic  achievements  in  Bay- 
lor’s Work-Study  Program  demonstrated 
that  the  students  were  able  to  score  sig- 
nificantly higher  on  the  sample  MCAT  at 
the  end  of  the  program  than  they  did  be- 
fore the  program.  In  addition,  the  work- 
study  students  made  significantly  higher 
scores  on  all  sample  MCAT  subtests. 

Most  importantly,  the  increased  sample 
MCAT  scores  were  positively  correlated  to 
the  academic  achievement  in  their  course 
work  as  indicated  by  their  average  final 


examinations.  As  a result,  it  can  be  infer- 
red that  all  work-study  students  enrolled  in 
the  program  made  academic  gains  which 
should  enhance  their  ability  to  perform  at 
a higher  level  in  their  college  course  work. 
Finally,  since  73%  of  the  work-study  stu- 
dents were  able  to  achieve  sample  MCAT 
scores  that  were  within  range  of  the  enter- 
ing freshmen  medical  students  at  Baylor 
College  of  Medicine,  it  is  possible  that 
some  of  the  work-study  students,  especial- 
ly the  entering  college  seniors,  achieved  a 
level  of  knowledge  through  the  program 
that  would  enhance  their  ability  to  obtain 
competitive  official  MCAT  scores. 

Dr.  Heller,  Assistant  Professor,  Department  of 
Community  Medicine;  and  Coordinator  of  Evalua- 
tion, Center  for  Allied  Health  Manpower  Develop- 
ment, Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  Texas  77025. 

Mssrs.  Dauphin  and  Murray,  Student  Codirectors 
of  Work-Study  Program,  Baylor  College  of 
Medicine. 

This  study  was  made  possible  through  a grant 
from  the  Edna  Clarke  Foundation  to  Baylor  Col- 
lege of  Medicine. 
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SAMA-UTMB 

National  Student  Research  Forum 

Edward  N.  Brandt,  Jr.,  MD,  PhD;  Camille  King;  Michael  A.  Cohen,  MD; 

J.  Mack  Worthington;  A.  Dearl  Dotson 


The  SAMA-UTMB  National  Student  Re- 
search Forum  completed  its  15th  year  in 
1974.  It  was  conceived  by  medical  students 
and  has  demonstrated  its  ability  to  provide 
a national  scientific  meeting  forthe  presen- 
tation of  research  by  medical  students, 
graduate  students  in  the  health  sciences, 
interns,  and  residents.  Outstanding  pre- 
sentations qualify  the  students  for  awards 
for  excellence,  and  guest  speakers  provide 
the  student-investigators  with  new  knowl- 
edgeand  stimulation  forfuture  endeavors. 

Purpose  and  Objectives 

The  University  of  Texas  Medical  Branch 
(UTMB)  and  the  national  organization  of 
the  Student  American  Medical  Association 
(SAMA)  jointly  sponsorthe  SAMA-UTMB 
National  Student  Research  Forum.  It  is 
held  in  Galveston  in  April  of  each  year.  The 
primary  purpose  of  the  forum  is  to  provide 
a national  scientific  assembly,  planned  and 
managed  by  students  for  presentation  of 
research  by  medical  students,  graduate 
students  in  the  health  sciences,  interns, 
and  residents.  Awards  are  given  for  excel- 
lence in  research  as  determined  by  a panel 
of  medical  scientists  selected  from  the 
UTMB  faculty.  The  forum  provides  an  op- 
portunity for  young  health  scientists  to  re- 
ceive meaningful  and  pertinent  discussion 
of  their  research  efforts  by  their  peers  and 
by  established  scientists  in  a forum  meet- 
ingthe  highest  scientific  standards.  This 
article  reports  the  forum’s  activities,  pro- 
gress, and  future  plans. 

Background 

The  SAMA-UTMB  National  Student  Re- 
search Forum  had  its  genesis  in  1960.  Its 
development  was  prompted  by  three  medi- 
cal students  at  UTMB  who  were  concerned 


about  the  paucity  of  opportunities  for  stu- 
dents to  present  the  results  of  their  scien- 
tific endeavors  for  criticism  and  discus- 
sion. As  a result.  Dr.  James  V.  Warren  (at 
that  time  professor  and  chairman  of  the 
Department  of  Internal  Medicine),  develop- 
ed a plan  for  a scientific  forum  open  to 
medical  students  in  the  southwestern  Unit- 
ed States.  Flis  plan  received  the  approval 
of  the  executive  committee  of  the  Medical 
Branch  faculty,  thereby  assuring  the  insti- 
tution’s commitment. 

Forthe  next  three  years,  UTMB  sponsor- 
ed a student  research  forum  which  attract- 
ed participating  students  from  medical 
schools  in  the  southwestern  United  States. 
In  1963,  diminution  in  the  financial  sup- 
port for  the  forum  provided  by  several 
scholarship  and  fellowship  funds  resulted 
in  a financial  crisis.  Dr.  Benedict  E.  Abreu 
(then  chairman  of  the  Department  of 
Pharmacology),  became  faculty  advisorto 
this  student  activity.  His  goal  was  to  make 
the  forum  national  in  scope  to  establish  an 
opportunity  for  the  presentation  of  re- 
search by  students,  and  he  obtained  grants 
from  several  pharmaceutical  manufactur- 
ers and  research  foundations. 

After  Dr.  Abreu’s  death  in  1964,  the 
UTMB  Chapter  of  the  SAMA  sought  and  re- 
ceived approval  from  the  administration  to 
provide  administrative  support  and  direc- 
tion forthe  Student  Research  Forum.  The 
forum  now  has  grown  to  be  a national  sci- 
entific meeting,  each  year  attracting  medi- 
cal students,  graduate  students  in  the 
health  sciences,  interns,  and  residents 
from  institutions  in  the  United  States  and 
Canada.  In  1968,  the  Executive  Council  of 
SAMA  approved  a formal  association  with 
UTMB  to  provide  a national  student  re- 
search forum  held  each  year  during  the 
month  of  April.  Thus,  the  forum  became 
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known  as  the  SAMA-UTMB  National  Stu- 
dent Research  Forum. 

Organization  and  Administration 

The  research  forum  is  jointly  sponsored  by 
SAMA  and  UTMB.  The  student  group 
serves  as  the  liaison  to  national  funding 
groups  and  to  the  national  publicity 
sources  required  for  the  conduct  of  this 
forum.  The  scientific,  administrative,  and 
clerical  support  forthe  forum  is  provided 
by  UTMB. 

General  supervision  is  provided  by  three 
student  codirectors  who  make  written  ap- 
plication forthe  positions.  The  codirectors 
are  selected  by  the  Forum  Advisory  Com- 
mittee composed  of  members  of  UTMB 
faculty  who  knowthe  goals  and  operations 
of  the  forum.  This  committee  advises  the 
codirectors  in  all  aspects  of  the  forum.  The 
administrative  coordinator  is  Mrs.  Camille 
King,  administrative  assistant  in  the  office 
of  student  personnel  services;  she  has 
been  administratively  responsible  forthe 
forum  since  its  inception.  Dr.  Edward  N. 
Brandt,  Jr.,  dean  of  medicine  and  professor 
of  preventive  medicine  and  community 
health,  is  the  faculty  advisor  to  the  forum 
and  represents  the  academic  administra- 
tion in  consultation  to  the  codirectors. 

The  primary  source  of  support  forthe 
operation  of  the  SAMA-UTMB  National 
Student  Research  Forum  is  a grant  from 
the  American  Medical  Association  Educa- 
tion and  Research  Fund.  In  addition,  oper- 
atingfunds  are  obtained  from  various 
pharmaceutical  companies.  Funds  forthe 
awards  for  excellence  in  research  are  pro- 
vided by  the  Mead-Johnson  Company  (non- 
categorical),  the  Roche  Laboratories  (neu- 
ropsychiatry), the  McLaughlin  Fellowship 
Fund  (microbiology  and  immunity),  the 
Bay  Area  Heart  Association  (cardiovascu- 
lar), the  Houston  Multiple  Sclerosis  Soci- 


ety (neuromuscular),  and  theCip  A.  Hud- 
son Memorial  Fund  (hepatic  disease).  The 
awards  include  cash  prizes  and  attractive 
plaques. 

In  the  fall  of  each  year,  a “call  for  pa- 
pers’’ is  mailed  to  the  deans,  associate 
deans,  and  departmental  chairmen  of  every 
medical  school  in  the  United  States  and 
Canada.  Interested  students  and  house 
staff  officers  submit  abstracts  for  review 
and  decision  as  to  acceptance  forthe  pro- 
gram. Since  most  schools  screen  their  own 
applicants,  the  rejection  rate  is  about 
20-30  % . If  the  abstract  is  favorably  eval- 
uated, the  participant  may  elect  to  compete 
for  one  or  more  awards  by  submitting  a 
complete  manuscript. 

For  scientific  review,  two  faculty  com- 
mittees are  appointed  by  the  codirectors.  A 
screening  committee,  composed  of  all  full- 
time members  of  the  faculty  of  medicine 
at  UTMB,  reviews  the  abstracts  submitted 
for  participation  and  decides  as  to  their 
acceptance.  A judging  committee  is  elected 
from  the  faculty  to  evaluate  all  manuscripts 
and  presentations  in  competition  forthe 
excellence  of  research  awards.  Recipients 
of  the  awards  are  selected  by  the  judging 
committee.  All  othertasks  necessary  to  the 
conduct  of  the  forum  are  performed  by  stu- 
dent committees  selected  by  the  codirec- 
tors. These  committees  plan  the  social  ac- 
tivities, visits  to  scientific  laboratories,  and 
other  events  to  make  the  participants’  visit 
both  pleasant  and  of  scientific  value. 

Abstracts  accepted  for  presentation 
have  been  published  in  Texas  Reports  on 
Biology  and  Medicine  s\nce  1964,  and  re- 
prints of  the  abstracts  are  available  to 
forum  participants. 

Format 

The  forum  begins  on  Wednesday  and  ends 
on  Saturday.  Wednesday  is  devoted  to 
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tours  of  scientific  laboratories  in  the  area, 
and  to  registration,  exhibit  preparation, 
etc.  Scientific  presentations  are  held  on 
Thursday  and  Friday,  and  the  awards 
luncheon  is  the  primary  activity  on  Satur- 
day. The  student  presentations  are  group- 
ed into  interest  areas  and  are  held  in  three 
concurrent  sessions.  Each  paper  is  ten 
minutes  long  with  a five-minute  discussion 
period. 

In  addition  to  the  student  papers,  the 
codirectors  each  year  select  two  outstand- 
ing people  for  one-hour  presentations  in 
general  sessions.  Typically,  one  lecture  is 
on  a topic  of  general  interest  and  the  other 
is  based  upon  specific  scientific  investiga- 
tions. These  appearances  serve  not  only  to 
transmit  information  but  to  stimulatethe 
young  investigators  in  attendance. 

The  “Benedict  E.  Abreu  Memorial  Lec- 
ture’’ is  presented  each  year  in  honor  of 
Dr.  Abreu,  a moving  force  in  the  develop- 
ment of  the  forum. 

In  addition  to  the  scientific  papers,  the 
SAMA-UTMB  National  Student  Research 
Forum  hosts  the  semifinalists  of  the  Na- 
tional Scientific  Exhibit  Competition  spon- 
sored by  SAMA  and  Squibb,  and  the  semi- 
finalists of  the  SAMA-Eaton  Medical  Pho- 
tography and  Art  Competition.  These  two 
programs  provide  another  dimension  to  the 
forum  and  attract  additional  student  at- 
tendance. The  semifinalists  who  exhibit  at 
the  forum  have  already  been  through  one 
phase  of  the  competition,  adding  to  the 
forum’s  theme  of  excellence  in  student  re- 
search accomplishments. 

Plans  forthe  Future 

The  SAMA-UTMB  National  Research 
Forum,  planned  and  directed  by  students, 
is  fulfilling  its  mission  to  provide  an  assem- 
bly for  the  presentation  of  research  con- 
ducted by  students.  In  1974,  138  partici- 


pants representing  67  medical  schools  and 
hospitals  were  in  attendance. 

The  impact  of  the  SAMA-UTMB  National 
Student  Research  Forum  has  been  remark- 
able. Comments  and  letters  from  partici- 
pants, guest  speakers,  visitors,  and  others 
indicatethat  the  forum  is  meeting  its  ob- 
jectives by  providinga  national  scientific 
meeting  for  students  in  the  health  sciences. 
Awards  for  excellence  of  research  provide 
recognition  tothe  recipients fortheirsci- 
entific  accomplishments,  and  thereby  pro- 
vide further  stimulation  for  future  efforts. 

The  mechanism  for  scientific  and  ad- 
ministrative coordination  is  well  establish- 
ed. The  history  of  the  SAMA-UTMB  Nation- 
al Student  Research  Forum  attests  to  the 
need  forthe  forum  and  to  the  enthusiasm 
of  the  participants  forthe  organization  and 
quality  of  the  meeting.  The  faculty,  staff, 
and  student  body  of  UTMB  recognize  the 
opportunity  and  responsibility  of  serving 
as  host  forthe  forum  and  are  pleased  to  be 
involved  in  this  venture  to  improve  oppor- 
tunities for  medical  students,  graduate 
students  in  the  health  sciences,  interns, 
and  residents  in  Texas  and  the  United 
States. 

Dr.  Brandt,  Dean  of  Medicine;  Ms.  King,  Adminis- 
trative Assistant,  Office  of  Student  Personnel 
Services;  Mssrs.  Worthington  and  Dotson,  stu- 
dents, The  University  of  Texas  Medical  Branch, 
Galveston,  Texas  77550. 

Dr.  Cohen,  Intern  in  Pediatrics,  Children’s  Hos- 
pital Medical  Center,  300  Longwood  Ave,  Boston, 
Mass  02115. 
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Improving  listening  effectiveness 


Elizabeth  A.  Smith,  PhD;  Grant  Taylor,  MD 

A considerable  portion  of  the  physician’s 
day  is  spent  in  listeningto  his  patients  and 
to  his  professional  associates.  Although  lis- 
tening, speaking,  reading,  and  writingare 
basic  components  of  the  communications 
process,  listening  is  one  of  the  more  im- 
portant aspects.  Specifically,  listening  may 
be  defined  as  the  process  of  “. . . interpret- 
ing, and  relatingthe  spoken  language  in 
terms  of  past  experiences  and  future 
courses  of  action.”^ 

The  purpose  of  this  article  is  to:  (1)  con- 
siderthe  importance  of  the  study  of  listen- 
ing skills,  (2)  outline  the  various  levels  of 
listening,  (3)  present  factors  influencing 
effective  listening,  (4)  propose  ways  in 
which  listening  skills  may  be  improved, 
and  (5)  discuss  ways  in  which  listening 
skills  may  be  directly  applied  to  the  field 
of  medicine. 

Importance  of  the  Study  of  Listening  Skills 

The  first  scientific  study  of  listening  was 
performed  in  1926.  Since  1926  at  least 
2,000  studies  in  the  area  of  listening  have 
been  published.  Only  a few  publications 
relate  specifically  to  the  field  of 
medicine.^'® 

Of  the  time  spent  in  communication, 
studies  reveal  that  approximately  45%  is 
devoted  to  listening,  30%  to  speaking, 
16%  to  reading,  and  9%  to  writing. ^ 

Unfortunately,  educational  systems  have 
concentrated  on  teaching  reading  and  writ- 
ing skills.  Listening  skills  are  seldom 
taught.  Since  listening  plays  such  a major 
role  in  our  lives,  it  becomes  imperative  to 
understand  the  complexities  of  the  listen- 
ing process. 

Levels  of  Listening 

The  following  levels  of  listening  have  been 
arranged  in  a hierarchy.  The  majority  of  lis- 
tening done  by  physicians  will  likely  be 
classified  in  the  more  complex  categories 
which  are  listed  first. 

1.  Analytical:  Listeningfor specific 


kinds  of  information,  and  critically  classi- 
fying or  arranging  this  information  in  se- 
quences or  categories. 

2.  Directed:  Listening  with  a definite 
purpose  in  mind  as  required  to  answer 
specific  questions. 

3.  Attentive:  Listeningfor  general  kinds 
of  information  in  orderto  get  an  overall 
picture. 

4.  Exploratory:  Listening  based  on  in- 
terest in  a topic. 

5.  Appreciative:  Listeningto  music, 
poetry,  etc. 

6.  Conversational  and  courteous  listen- 
ing. 

7.  Passive  or  incidental  listening. 

Factors  Influencing  Listening  Effectiveness 

Factors  considered  to  play  a major  role  in 
listening  effectiveness  are: 

1.  Rate  at  which  material  is  spoken. 
Since  we  can  think  and  listen  at  a much 
faster  rate  than  we  talk,  we  often  let  our 
minds  wander  and  think  about  other  things 
whilea  person  is  talking. 

2.  Ability  of  the  listener  to  concentrate 
on  and  comprehend  what  is  being  said.  The 
complexity  of  the  material  being  presented, 
attention  span,  and  willingness  to  under- 
stand represent  only  a few  of  the  major 
factors. 

3.  Motivation  of  the  listener,  which  is 
primarily  dependent  on  mental  and  emo- 
tional status.  Reason  for  listening,  interest 
in  the  topic  being  presented,  and  other 
factors  may  play  a critical  role. 

4.  Mental  sets^  and  attitudes'*  are  pre- 
dominately learned,  and  often  influence 
what  is  perceived  and  heard.  Obviously, 
listening  skills  will  be  enhanced  when  the 
listener  has  a positive  mental  set  and  ex- 
hibits the  proper  attitude  toward  the  topic 
and  the  speaker. 

Improvement  of  Listening  Skills 

Motivation  to  listen  is  a necessary  prere- 
quisite to  the  acquisition,  development. 
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and  effective  utilization  of  good  listening 
habits.  Being  a good  listener  requires  in- 
finite skill,  patience,  understanding,  men- 
tal discipline,  and  considerable  practice. 

Integrating  all  of  these  characteristics  is 
a most  difficult  task,  but  one  that  can  be 
accomplished.  The  following  suggestions 
regardingthe  improvement  of  listening 
skills  will  be  of  minimal  value  unless  you 
seriously  plan  to  develop  a “listening 
style"  which  maximizes  your  listening  ef- 
fectiveness. Effective  listening  styles  can 
and  should  be  developed  fora  wide  range 
of  situations. 

The  following  mental  activities  may  help 
you  sharpen  skills  used  in  listening  to  both 
formal  and  informal  presentations.  Many 
of  these  same  listening  skills  may  be  used 
in  listeningto  your  patients,  professional 
associates,  and  friends.  The  way  these 
mental  activities  are  interpreted  will  de- 
pend on  your  unique  skills  and  on  the 
amount  of  effort  you  devote  to  applying 
these  skills. 

1 . Before  the  speaker  starts  his  presen- 
tation, prepare  your  mind  and  body  for  at- 
tentive listening. 

2.  Be  prepared  to  take  notes  using  a 
system  which  enables  you  to  reconstruct 
foryourown  information,  orforyourasso- 
ciates,  the  main  points  of  the  presentation. 
Notes  serve  not  only  as  a reference,  but 
visually  reinforce  what  is  heard.  First, 
note-taking  involves  the  listener  in  the 
mental  activities  of  processing,  evaluating, 
and  storing  information.  Second,  the  listen- 
er is  required  to  record  the  product  of 
these  mental  activities.  An  effective  way  of 
taking  notes  has  been  presented  by  Smith 
and  Taylor.'^  Note-taking  is  a vital  part  of 
the  feedback  loop  which  consists  of  listen- 
ing, note-taking,  assimilation  of  informa- 
tion, and  modification  of  future  thinking 

or  performance. 

3.  Identify  the  elements  used  by  the 
speaker  in  building  his  points. 

4.  Listen  to  get  the  main  idea,  the  prin- 
ciple, concept  or  generalization,  and  to  un- 
derstand ideas.  Facts  are  remembered  long 


enough  to  facilitate  the  understandingof 
ideas  that  are  built  from  them.  Grasping 
an  idea  will  help  you  remember  the  sup- 
porting facts  more  effectively  than  if  you 
listen  only  forfacts. 

5.  Anticipate  the  speaker’s  next  point. 
This  can  be  accomplished  by  thinking 
ahead  of  the  speaker,  anticipatingthe  di- 
rection of  the  oral  discussion,  and  making 
tentative  conclusions  on  words  spoken  at 
the  moment. 

5.  Organize  statement  into  main  points 
and  supporting  reasons. 

7.  Outline  by  using  key  words. 

8.  Discriminate  between  relevancies 
and  irrelevancies  and  between  fact  and 
opinion. 

9.  Cut  through  distractions  such  as 
emotion,  disorganization,  speaker  bias, 
and  irrelevant  digressions  to  obtain  the 
critical  content  of  a statement. 

10.  Listen  for  and  try  to  remember  a 
sequence  of  details. 

11.  Listen  for  relationships. 

12.  Listen  “between  the  lines,"  and 
search  for  meaningthat  is  not  necessarily 
put  intothe  spoken  word.  Nonverbal  com- 
munication (facial  expressions,  gestures, 
voice  tones,  etc)  greatly  contribute  to  the 
meaning  of  the  spoken  word.  Knowledge 
of  theobviousand  subtle  factors  which  in- 
fluence not  only  what  is  conveyed  through 
nonverbal  communication,  but  what  is  not 
conveyed  is  importhant. 

13.  Reduce  the  possible  effect  of  emo- 
tional filters  by:  (a)  withholding  evaluation 
of  areas  which  were  emotion-provoking  un- 
til the  speaker  has  finished,  and  (b)  mak- 
ing a concerted  effort  to  look  for  negative 
evidence  to  prove  yourself  wrong,  as  you 
are  then  less  in  dangerof  missing  whatthe 
speaker  has  said. 

14.  Continuously  analyze  what  is  being 
said,  and  evaluate  whetherthe  evidence 
used  by  the  speaker  is  valid. 

15.  Reviewand  make  mental  sum- 
maries of  the  points  of  the  talk  completed 
to  a given  point  in  time. 

16.  Draw  inferences  and  conclusions. 
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17.  After  the  talk  is  over,  summarize 
the  total  content. 

Specific  Application  of  Listening  Skills  to 
the  Practice  of  Medicine 

The  skills  discussed  in  the  previous  section 
are  not  unique  to  the  practice  of  medicine. 
Your  newly  acquired  listening  skills  can  be 
most  appropriately  applied  in  your  rela- 
tionships with  patients  and  your  profes- 
sional associates. 

1.  Your  ability  to  listen  to  patients  can 
be  further  enhanced  if  the  “active  listening 
technique’’  discussed  by  Riffenburgh^  is 
used.  This  technique  is  based  on  client- 
centered  interview  techniques  developed 
by  Rogers.^  Riffenburgh’s  medical  inter- 
view technique,  which  illustrates  the  use  of 
feedback,  consists  of  restating  what  the 
patient  has  said,  and  returning  it  tothe 
patient  for  confirmation  fo  the  interview- 
er’s understanding.  The  advantages  of  this 
method  are;  (1)  the  patient  feels  that  the 
physician  is  making  a concerted  effort  to 
understand  him,  (2)  material  which  is  not 
readily  understood  is  clarified,  and  (3)  the 
interviewer  is  prevented  from  making 
statements  that  could  be  interpreted  as 
judgmental.'^ 

2.  If  you  assume  your  patient’s  internal 
frame  of  reference,  try  to  perceive  his  ill- 
ness as  he  sees  it,  and  communicate  this 
emphatic  understanding  to  your  patient. 

The  patient  will  undoubtedly  sense  that 
you  are  a good  listener.  If  patients  experi- 
ence this  emphatic  relationship  (rapport), 
they  will  tell  you  more  about  their  symp- 
toms and  problems.  Your  understanding 
of  their  illnesses  will  be  greatly  enhanced, 
and  diagnosis  and  treatment  facilitated.  If 
a patient  senses  that  you  are  not  a good 
listener,  he  will  nottell  you  much. 

3.  Your  patients  may  copy  your  style  of 
listening,  and  become  much  more  recep- 
tive to  your  comments  and  instructions 
regardingtheir  health.  For  example,  the 
probability  of  taking  prescribed  medicine 
will  be  increased. 


4.  Improve  your  ability  to  listen  to  other 
persons  directly  involved  in  patient  care. 
These  persons  may  provide  new  informa- 
tion, or  may  corroborate  previously  ob- 
tained medical  data. 

5.  You  will  derive  more  benefit  from 
medical  conferences,  grand  rounds,  edu- 
cational programs,  etc.,  as  not  only  listen- 
ing skills,  but  skills  associated  with  listen- 
ingwill  have  been  sharpened. 

6.  Your  newly  acquired  listening  skills 
may  be  applied  in  such  a mannerthat 
quality  and  effectiveness  of  oral  and  writ- 
ten communications  will  be  increased. 

7.  Your  awareness  of  the  factors  that 
affect  listening  ability  may  enable  you  to 
change  or  modify  your  method  of  speaking 
in  order  to  maximize  your  patients’  listen- 
ing skills.  While  you  cannot  make  good 
listeners  out  of  all  your  patients,  you  can 
definitely  communicate  at  a level  of  com- 
plexity which  closely  corresponds  to  your 
patients’  capacity  to  listen. 

Since  a major  part  of  the  communica- 
tions process  consists  of  listening,  the 
development  of  good  listening  skills  is  ex- 
tremely important.  The  acquisition  and 
effective  utilization  of  good  listening  habits 
requires  knowledge  not  only  of  the  impor- 
tance of  listening  skills  but  of  the  major 
factors  which  influence  effective  listening. 
The  maximization  of  existing  skills  and 
the  gradual  assimilation  of  appropriate 
new  skills  will  undoubtedly  contribute  to 
listening  effectiveness. 
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San  Antonio  offers  enchanting  site 
for  extraordinary  Annual  Session 


Scientifically  and  socially,  the  1975  Texas 
Medical  Association  Annual  Session  has 
something  for  everyone. 

Forthefirsttime  in  many  years,  plans  are 
being  made  to  stage  the  May  1-4  Annual 
Session  under  one  roof,  that  of  the  San 
Antonio  Convention  Center. 

The  centralization  of  scientific  and  busi- 
ness activities  in  one  facility  \wi  1 1 enable 
physicians  to  conveniently  attend  sessions 
of  the  House  of  Delegates  as  well  as  par- 
take of  the  scientific  offerings.  Physicians 
who  haven’t  seen  the  TMA’s  governing 
body  in  action  will  have  an  opportunity  to 
sit  in  on  meetings  of  the  house  as  well  as 
testify  before  Reference  Committees. 
Meetings  of  boards,  councils,  and  commit- 
tees will  be  scheduled  in  the  St.  Anthony 
Hotel.  The  Hilton  Palacio  del  Rio  and  the 


Menger  will  serve  as  headquarters  hotels 
for  physicians  participating  in  the  scien- 
tific sessions,  and  these  facilities  will  han- 
dle overflow  meetings  that  cannot  be 
scheduled  at  the  convention  center.  The 
Woman’s  Auxiliary  will  hold  its  convention 
at  La  Mansion. 

Activities 

Planned  events  forthe  Annual  Session  are 
numerous  and  the  sights  of  San  Antonio 
complement  the  activities. 

Scientific  programs  are  being  arranged  by 
19  scientific  sections,  36  specialty  and  re- 
lated medical  organizations,  and  eight  TMA 
committees.  The  proposed  Section  on  Neu- 
rology will  present  forthe  first  time  a pro- 
gram on  a pilot  basis  forthe  1975  session. 
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The  San  Antonio  skyline  has  changed  considerably  in  recent  years. 


The  Forum  of  Original  Research  will  pro- 
vide medical  students,  teachers,  research- 
ers and  TMA  members  an  opportunity  to 
present  and  discuss  original  work  in  basic 
medical  sciences  and  in  clinical  medicine. 
The  number  of  out-of-state  speakers  total 
46  with  approximately  300  Texas  physi- 
cians also  scheduled  to  present 
papers. 

Attendance  at  scientific  programs  present- 
ed duringtheTMA  Annual  Session  is  ac- 
ceptable in  Category  I for  credit  on  an  hour 
for  hour  basis  toward  the  AMA  Physician's 
Recognition  Award. 

The  president  of  the  American  Medical  As- 
sociation, Dr.  Malcolm  C.  Todd,  will  ad- 
dress the  Friday  General  Meeting  Lunch- 
eon. Approximately  100  civic  and  corpo- 
rate leaders  will  be  invited  to  attend  the 
luncheon  as  guests  of  San  Antonio 
physicians. 


Highlights  of  general  interest  also  include 
approximately  175  commercial  and  scien- 
tific exhibits,  the  eighth  annual  Physicians 
and  Spouses  Art  Exhibition,  and  various 
alumni  functions. 

The  ever-popular  Curbstone  Consultations 
and  the  Continental  Breakfast  Programs 
will  again  be  featured  at  Annual  Session. 
Twenty-one  subjects  have  been  selected 
for  the  curbstones  this  year.  These  topics 
include  malpractice  insurance,  diets,  man- 
agement of  neck  pain,  ventilatory  assist- 
ance, and  others.  The  breakfast  topics  in- 
clude cervical  dysplasia,  techniques  for 
minimizing  surgical  scars,  adolescent 
problems,  headache  problems,  and 
others. 

For  the  sports  buff,  golf  and  tennis  tour- 
naments will  get  under  way  April  30.  The 
tennis  events,  slated  for  McFarlin  Tennis 
Center,  include  men’s  open  singles,  men's 
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senior  singles,  men’s  open  doubles,  wom- 
en’s open  singles,  and  women’s  open  dou- 
bles. The  golf  tournament  will  be  held  at 
Pecan  Valley  Country  Club,  site  of  the  50th 
PGA  Championship.  T rophies  will  be 
awa  rded. 

TMA  fiesta 

Mark  your  calendars  now  for  an  evening  of 
dining  and  dancing  at  the  TMA  Fiesta.  A 
cocktail  party  at  7 pm  will  precede  the  au- 
thentic Mexican  dinnerfeaturing  steak 
Tampico.  Tickets  for  the  May  3 event  will 
be  $20  per  person  with  surplus  funds  to  go 
to  the  Student  Loan  Fund  of  the  Woman’s 
Auxiliary. 

“Garden  Tour:  San  Antonio”  is  this  year’s 
theme  forthe  meeting  of  the  Woman’s 
Auxiliary.  Convention  highlights  include  a 
trip  to  the  turn-of-the-century  King  William 
street  area,  a German  garden  luncheon,  a 
tour  through  several  restored  homes,  a 
president’s  reception,  a prayer  breakfast, 
and  many  other  business  and  social 
activities. 

So  make  plans  nowto  attend  all  or  parts  of 
the  informational,  educational,  and  enjoy- 
able events  planned  for  Annual  Session. 
Explore  one  of  Texas’  unique  and 
enchanting  cities.  Come  to  San  Antonio! 

Things  to  do  and  see  in  San  Antonio 

San  Antonio’s  attractions  encompass  history,  en- 
tertainment, recreation,  beauty,  and  culture. 

The  Alamo.  A must  for  every  tourist.  This  famous 
adobe  mission  in  downtov^n  San  Antonio  is  an 
integral  part  of  Texas  history.  Built  about  1755, 
the  mission  was  besieged  by  the  army  of  Santa 
Anna  for  13  days  in  1836  during  Texas’  fight  for 
independence.  Meeting  their  death  in  battle  at 
the  Alamo  were  such  heroes  as  William  B.  Travis, 


Davy  Crockett,  and  James  Bowie.  A little  more 
than  a month  later,  however,  the  Texas  army, 
fighting  underthe  slogan  “Remember  the 
Alamo”  defeated  Santa  Anna  near  the  mouth  of 
the  San  Jacinto  River  and  gained  independence 
for  the  Republic  of  Texas.  Today,  the  “Cradle  of 
Texas  Liberty”  is  open  to  the  public. 

Brackenridge  Park.  Something  for  everyone.  The 
park,  entered  from  the  2800  block  of  Broadway, 
includes  picnic  areas,  playgrounds,  and  various 
recreation  facilities  such  as  a golf  course  and  a 
polo  field.  Special  attractions  in  the  park  include 
the  Alligator  Gardens,  the  Brackenridge  Eagle 
(miniature  railroad),  Brackenridge  Park  Skyride, 
Witte  Memorial  Museum,  Oriental  Sunken 
Gardens,  and  San  Antonio  Zoological  Gardens 
and  Aquarium. 

The  Institute  of  Texan  Cultures.  Here  the  story  of 
Texas  is  told  through  multimedia  programs,  pic- 
tures, relics  and  artifacts,  films,  and  exhibits. 
Located  on  the  southeast  corner  of  HemisFair 
Plaza,  the  institute  is  charged  by  the  legislature 
to  tell  the  “authentic,  unvarnished  story  of  Texas 
and  its  people.”  The  institute  is  not  classified  as  a 
museum  nor  a library.  Its  main  exhibition  is  an 
ever-changing  presentation  of  material  copied  or 
borrowed  from  libraries,  private  collections, 
museums,  newspapers,  and  elsewhere.  Admis- 
sion is  free  and  guided  tours  are  available  by  ap- 
pointment for  large  and  small  groups. 

La  Villita.  The  “little  Spanish  town”  is  typical  of 
mid-18th  century  Spanish  settlements.  The  eth- 
nic history  of  the  city  of  San  Antonio  is  represent- 
ed by  the  old  adobes  and  nostalgic  buildings, 
now  converted  into  interesting  shops,  art  studios, 
and  craft  centers.  A fun  place  to  find  unique  and 
unusual  imports,  handcrafted  and  rare  jewelry, 
ceramics,  and  antiques. 

Paseo  Del  Rio.  Have  a relaxing  walk  along  San 
Antonio’s  River  Walk.  Or  if  you  prefer  try  a pad- 
dleboat  or  water  taxi  ride  down  the  river  to  view 
the  hotels,  shops,  and  night  spots. 

South  Texas  Medical  Center  at  San  Antonio.  The 
hub  of  this  rapidly-growing  center  is  The  Univer- 
sity of  Texas  Medical  School  at  San  Antonio  and 
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its  primary  teaching  facility,  the  Bexar  County 
Teaching  Hospital.  Surrounding  these  institutions 
are  16  other  public  institutions  and  private  office 
buildings  in  operation.  Others  are  under  con- 
struction: some  are  still  in  the  planning  stages. 
Located  in  the  city’s  northwest  area,  the  complex 
gives  promise  of  becoming  a major  center  for 
medical  education,  research,  and  patient  care 
services. 

Tower  of  the  Americas.  Standing  750  feet  from 
the  ground  to  the  top  of  the  antenna,  the  tower 
offers  a panoramic  view  of  San  Antonio.  The 
restaurant  levels  are  at  550  feet  and  560  feet 
with  an  observation  deck  at  600  feet.  The  tower 
is  a public  facility  owned  by  the  city. 

Restaurants  and  night  spots 
There  are  many  outstanding  restaurants  and 
night  clubs  in  the  San  Antonio  area.  The  follow- 
ing is  just  a partial  listing.  Reservations  are 
suggested. 

Barn  Door.  8400  N New  Braunfels,  just  south  of 
NE  Loop  410,  824-0116.  Specializing  in  steaks. 
Hospitality  and  happiness  prevail  in  a rustic 
setting.  Reasonable  prices. 

Fig  Tree  Restaurant.  515  Paseo  De  La  Villita, 
around  the  corner  from  the  Hilton,  224-1976. 

Dine  in  1850  surroundings.  Dinner  boat  parties 
are  fun.  Open  nightly  6 pm.  More  highly 
priced. 

Fontana  Club.  El  Tropicano  Motor  Hotel,  Lexing- 
ton at  St.  Mary’s  on  the  River,  223-9461 . For  a 
special  evening.  Las  Vegas  atmosphere.  Reason- 
able prices. 

Karam’s  Mexican  Dining  Room.  121  N Zarzamora 
St,  433-0111,  and  Karam’s  North,  8023  Vantage, 
near  !H  10  at  Callaghan  Rd  Exit,  349-2571. 
Authentic  Mexican  food  of  world  repute.  Moder- 
ate prices. 

King  Wah  Restaurants.  Two  locations.  Northeast, 
1800  NE  Loop  410,  828-1485,  and  Northwest, 
1512  Bandera  Rd,  432-3751.  Excellent  Chinese 
cuisine  at  reasonable  prices. 

La  Hacienda  Dinner  Theater.  North  FM  1604  E 
at  Hwy  281  N,  take  San  Pedro  north  of  Loop  410 
to  FM  1604,  494-3521.  Hit  shows.  Night  club 
extravaganza.  Moderate  prices. 

La  Louisiana.  2632  Broadway,  225-7984.  Known 
for  original  and  superb  French  and  creole 


cuisine.  Fine  wine  cellar. 

Luigi’s  Restaurant.  6825  San  Pedro  Ave, 
342-4321.  Delightful  dining,  Roman  style.  Mod- 
erate prices. 

Magic  Time  Machine.  902  NE  Loop  410, 
828-1478.  A unique  food  and  beverage  establish- 
ment. A fun  place  featuring  nostalgic  costumes. 
Reasonable  prices. 

The  Mushroom.  8600  Jones-Maltsberger, 
342-3772.  American,  French,  and  Italian  special- 
ties. Reasonable  prices. 

The  Plaza  Dinner  Theater.  HemisFair  Plaza  Way, 
224-1024.  Hit  shows.  Gourmet  specialties.  Mod- 
erate prices. 

Philippine  House  Restaurant  Casa  San  Miguel, 
HemisFair  Plaza,  223-5933.  Luncheon  specials. 
Exotic  atmosphere  and  friendly  hospitality.  Mod- 
erate prices. 

The  Quarterdeck  Restaurant.  8607  Tesoro,  near 
Loop  410  NE,  824-7364.  Gourmet  specialties  on 
three  levels.  Romantic  atmosphere  and  back- 
ground of  quiet  stereo  music.  Moderate 
prices. 

Red  Lobster  Inn.  4511  NW  Loop  410,  349-2157. 
Family  oriented.  Delicious  steaks  and  sea  food 
at  moderate  prices. 

Smuggler’s  Inn.  Ill  NW  Loop  410,  349-2407. 
Where  you  discover  the  fun  of  eating  out.  Juicy, 
tender  steaks  and  many  savory  specialties. 

Music  and  lively  dancing.  Reasonable 
prices. 

Steak  and  Ale  Restaurant.  Two  locations,  1509 
Austin  Hwy,  828-5689,  and  2831  NW  Loop  410, 
341-7247.  Buffet,  delicious  steaks,  and  sea  food 
in  an  Old  English  rustic  setting.  Live  entertain- 
ment. Reasonable  prices. 

Tower  of  the  Americas  Restaurant.  HemisFair 
Plaza,  223-3101.  Dine  in  the  revolving  restaurant 
in  the  sky.  Enjoy  cocktails  in  the  Cloud  Room 
Lounge.  Free  valet  parking  at  the  base  of  the 
tower.  Use  the  Market  St  entrance. 
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Texas  medical  schools  expand  in  70s 


Medical  education  in  Texas  has  rapidly  ex- 
panded in  the  first  half  of  the  1970s. 
Among  major  developments  has  been  the 
opening  of  two  new  medical  schools  in 
Houston  and  Lubbockto  bringthe total 
numberof  schools  fordoctors  of  medicine 
in  the  state  to  six.  Baylor  College  of  Medi- 
cine has  doubled  its  class  size  as  a result 
of  the  state  funding  allowed  for  resident 
Texas  students.  Other  schools  have  met 
similar  goals.  The  number  of  entering 
medical  students  in  the  state’s  schools  has 
increased  from  517  in  1970  to 
nearly  800  in  1974. 

This  spring,  the  64th  Texas  Legislature  will 
consider  $244.8  million  in  general  revenue 
requests  for  1976  for  all  of  the  state’s 
medical  education  programs  of  which  the 
six  medical  schools  are  part.  Requests  for 
1977  total  $244.5  million. 

To  review  what  has  been  accomplished  in 
the  past  five  years,  to  report  the  present 
situation,  and  to  consider  the  remainder  of 
the  decade,  Texas  Medicine  questioned  the 
Texas  medical  deans  on  several  growth- 
oriented  aspects  of  medical  education  in- 


cluding facilities,  curriculum,  faculty,  and 
students. 

Facilities 

Dr.  Joseph  M.  Merrill,  executive  vice  presi- 
dent, Baylor  College  of  Medicine,  Houston, 
related  Baylor’s  growth  to  that  of  the  Texas 
Medical  Center  and  Houston. 

He  said,  “Du  ring  the  first  four  years  of  the 
1970s,  Baylor’s  ability  toeducate  physi- 
cians, engage  in  medical  research,  and 
provide  patient  care  has  greatly  been  en- 
hanced through  the  expansion  of  physical 
facilities  throughout  the  city  of  Houston. 
Within  the  walls  of  Baylor,  its  seven  affiliat- 
ed teaching  hospitals,  the  Houston  Inde- 
pendent School  District,  and  the  seven 
neighborhood  clinics  of  the  Harris  County 
Hospital  District,  nearly  $4  million  have 
been  used  to  expand  and  remodel  patient 
facilities,  laboratories,  and  teaching 
areas.’’ 

Two  major  building  projects,  the  Neuro- 
sensory  Center,  jointly  owned  by  Methodist 
Hospital  and  Baylor  Med,  and  the  Research 
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Texas  Tech  University  School  of  Medicine  under  construction. 


and  Education  Buildingatthe  Houston 
Veterans  Administration  Hospital,  will  be- 
gin construction  during  this  fiscal 
year. 

At  Baylor,  more  than  35,000  square  feet  of 
laboratories,  clinics,  and  teaching  facilities 
have  been  remodeled  since  1970.  Expan- 
sion and  remodeling  of  more  than  70,000 
square  feet  has  taken  place  within  Bay- 
lor’s affiliated  institutions.  The  Neurosen- 
sory  Center  and  Veterans  Administration 
Hospital  expansion  together  will  constitute 
more  than  580,000  square  feet  of  new 
space. 

Accordingto  Dr.  Frederick  J.  Bonte,  dean. 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  the  school’s  most 
significant  expansion  and  transformation 
has  occurred  duringthe  last  five 
years. 

A $40  million  Phase  One  building  program 
has  added  more  than  600,000  net  square 
feet  of  space,  bringing  total  usable  square 
footage  to  more  than  one  million.  Included 
are  new  basic  sciences  facilities,  lecture 
halls,  a library-audiovisual  center,  an  audi- 
torium-cafeteria, and  a 12-story  office  tow- 
er. In  1972,  the  expanding  complex  was 
re-designated  the  UT  Health  Science  Cen- 
ter at  Dallas,  comprised  of  medical,  grad- 
uate, and  allied  health  schools. 

PhaseTwo,  dueto  be  finished  in  late  1976 


consists  of  the  eight-story  $12.8  million 
Moss  Clinical  Science  Building,  providing 
90,000  more  net  square  feet  of  space. 
During  the  past  five  years  projects  costing 
$16,673,000  have  been  completed  at  The 
University  of  Texas  Medical  Branch  at 
Galveston.  These  facilities  include  a basic 
science  building,  a clinical  science  build- 
ing, the  Moody  Medical  Library,  an  admin- 
istration building,  a facility  for  pharma- 
cology, and  a high  rise  parking 
facility. 

Currently  under  construction  are  John 
Sealy  Hospital  additions  projected  for  com- 
pletion in  June  1977,  and  the  Child  Health 
Center,  scheduled  to  be  completed  next 
January.  The  total  cost  of  the  projects  is 
$42,918,000.  Accordingto  Dr.  Edward  N. 
Brandt,  dean,  facilities  approved  and  in  the 
planning  stage  at  UTMB  total  in  excess  of 
$2,500,000.  These  include  an  auditorium 
facility,  an  addition  to  the  animal  facility, 
and  a physical  fitness  center. 

Perhaps  the  most  dramatic  progress  wit- 
nessed since  the  decade  began  has  been 
in  the  three  newest  medical  schools  in  the 
state. 

The  University  of  Texas  Medical  School  at 
San  Antonio,  part  of  the  UT  Health  Science 
Center,  opened  in  1968  at  a cost  of  $18 
million.  The  432,816  square  foot  medical 
school  building  is  the  hub  of  the  sprawling 
683-acre  South  Texas  Medical  Centerwith 
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its  five  major  hospitals  and  numerous 
health-related  agencies. 

The  primary  teaching  hospital  forthe  UT 
San  Antonio  medical  students  is  the  425- 
bed  Bexar  County  Hospital,  opened  two 
months  afterthe  school  and  directly  con- 
nected on  four  levels  with  the  UT 
facility. 

Additional  teaching  hospitals  include  the 
adjacent  760-bed  Audie  Murphy  Memorial 
Veterans  Administration  Hospital  and  the 
partially  remodeled  Robert  B.  Green  Hos- 
pital downtown  with  its  57  obstetrical 
beds,  general  and  specialty  clinics,  inten- 
sive care  nursery,  and  newborn 
nursery. 

Dr.  Stanley  E.  Crawford,  dean  of  the  San 
Antonio  medical  school,  said  that  the 
school  will  be  expanded  in  the  near  future, 
if  state  funds  are  made  available,  to  ac- 
commodate an  anticipated  increase  in 
enrollment. 

The  establishment  of  The  University  of 


Texas  Medical  School  at  Houston  was  au- 
thorized in  September  1969.  The  dean.  Dr. 
Cheves  McCord  Smythe,  was  appointed  at 
the  end  of  January  1970,  and  development 
began  in  April  1970.  Faculty  development 
began  in  earnest  in  late  1970  and  1971. 
Aside  from  2,000  square  feet  of  rented 
office  space,  initial  lease  facilities  develop- 
ment began  in  mid-1971. 

Currently,  the  school  occupies  104,914 
square  feet  of  floor  space,  of  which  57,880 
is  in  the  Freeman  Building,  and  47,034  is 
lease  space  in  the  Center  Pavilion  Hospital. 
The  balance  is  distributed  in  miscellane- 
ous sites,  predominantly  in  the  Hermann 
Hospital  and  Hermann  Professional 
Building. 

Dr.  Smythe  said  that  the  848,818  square 
foot  main  building  is  currently  under  con- 
struction. Also  underway  is  Phase  II  with 
523,760  square  feet,  scheduled  for  com- 
pletion in  mid-1976.  In  the  planning  stages 
is  Phase  III,  to  be  completed  approximately 


The  University  of  Texas  Health  Science  Center  with  Dallas  skyline  in  background. 
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Texas  medical  schools  experienced 
unprecedented  growth  in  the  first 
part  of  the  197'0s.  Funding  for  new 
and  proposed  facilities  totals  i}i  the 
millions  of  dollars. 


Aerial  of  The  University  of  Texas  Medical  Branch  at  Galveston. 


The  four-story  University  of  Texas  Health  Science  Center  at  San  Antonio,  shown  at  right  center,  is  located  between 
three  major  hospitals  in  the  South  Texas  Medical  Center. 
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John  H.  Freeman  Building  of  The  University  of  Texas 
Medical  School  at  Houston. 

a year  later  than  Phase  II. 

In  conjunction  with  these  facility  develop- 
ments, the  Hermann  Hospital  has  been 
goingthrough  expansion  and  renovation. 

In  mid-1974  renovation  of  the  six-story, 
230-bed  Cullen  Pavilion  was  completed. 

An  entirely  new  $2.4  million  Emergency 
Center  was  finished  in  September  1972. 
Currently  under  construction  at  this  time  is 
a 300-bed  major  addition,  the  estimated 
cost  of  which  is  $31.2  million,  the  Dunn 
Chapel,  and  the  1,000-car  parking  garage. 
Dr.  Smythe  estimates  that  all  of  these 
facilities  will  be  completed  by  1977,  and 
will  be  adequate  for  a medical  school  class 
of  approximately  200  each. 

In  June  1970  Texas  Tech  University  School 
of  Medicine,  Lubbock,  occupied  a single 
office  on  the  first  floor  of  the  University’s 
administration  building.  Since  that  time, 
the  school  has  occupied  parts  of  the  Busi- 
ness Administration  Building,  the  Biology 
Building,  a renovated  dormitory,  the  Chem- 
istry Building,  the  infirmary,  and  other 
campus  facilities.  In  January  1973  ground- 
breaking was  performed  for  the  first  phase 
of  a multiple-phased  construction  program 
for  the  new  medical  school.  Occupancy  of 
the  first  phase  will  be  accomplished  in 
three  stages,  beginning  in  the  first  quarter 
of  1976. 

Curriculum 

Dr.  Merrill  believes  the  most  significant 
change  in  curriculum  at  Baylor  College  of 
Medicine  has  been  the  shift  in  1970  to  a 


basic  three-year  curriculum,  part  of  the 
school’s  effort  to  provide  more 
physicians. 

“Moving  to  a three  year,  12  month  aca- 
demic year  program  has  met  the  objective 
of  providing  optimum  flexibility  to  meet  in- 
dividual needs  by  allowing  more  time  for 
electives  to  prepare  the  student  for  his  or 
her  chosen  career  in  medicine,’’  he 
stated. 

Dr.  Merrill  continued,  “The  curriculum 
also  provides  the  flexibility  to  allow  stu- 
dents to  split  the  basic  science  year  into 
two  years  or  to  spread  the  two  clinical 
science  years  overthree.’’ 

In  the  area  of  family  medicine,  changes 
have  taken  place  in  both  the  core  curricu- 
lum and  residency  training.  Overthe  past 
five  years,  Baylor  has  instituted  extern- 
ships  and  field  trips  for  medical  students 
to  acquaint  them  with  the  challenges  and 
realities  of  private  practice  in  more  rural 
areas  of  Texas.  In  1972,  Baylor  began  a 
three-year  residency  program  in  family 
medicine.  In  1974  the  college  received  an 
award  through  national  competition  to 
develop  a Prototype  Residency  Program  to 
increase  the  availability  of  primary  care 
physicians. 

Dr.  Merrill  stated  that  the  number  of  avail- 
able electives  for  medical  students  has 
doubled  overthe  past  five  years,  from  ap- 
proximately 200  in  1970  to  more  than  400 
currently.  The  elective  requirement  has 
gone  from  a minimum  of  18  weeks  and  a 
maximum  of  27  weeks  in  1970  to  a mini- 
mum of  36  weeks  in  1974  with  no 
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maximum. 

The  curriculum  at  Baylor  is  developed  by 
the  Curriculum  Committee,  made  up  of  27 
faculty  members  and  elected  students.  The 
recommendations  of  this  committee  are 
forwarded  to  the  Executive  Faculty  which 
determines  the  educational  policies  of  the 
college.  Additional  input  into  the  curricu- 
lum, Dr.  Merrill  said,  is  obtained  from 
source  surveys  administered  at  the  conclu- 
sion of  each  course  and  at  the  end  of  each 
academic  year. 

At  Southwestern  Medical  School,  the  curri- 
culum is  reviewed  in  continuum  by  a com- 
mittee composed  of  faculty  and  student 
representatives  from  each  class.  Changes 
are  effected  by  proposals  made  by  the  Cur- 
riculum Committee  and  approved  by  the 
Faculty  Council  and  Administration. 

Dr.  Bonte  said  that  in  the  past  five  years 
the  curriculum  has  been  changed  signifi- 
cantly in  several  areas. 

He  explained,  ‘‘In  the  first  year,  there  has 
been  a shift  toward  the  ‘block  system’  of 
course teachingwith  oneortwo  major 
courses  being  considered  in  any  one  period 
of  time.  Three  significant  interdisciplinary 
‘mini  courses’  (immunology,  reproductive 
biology,  and  genetics)  have  been  inserted 
in  the  freshman  year. 

“In  the  second  year,  a major  course,  ‘In- 
troduction to  Disease,’  has  been  organized 
with  the  purposes  of  correlating  the  study 
of  pathology  with  clinical  experiences  and 
preparing  the  students  for  the  intense  clin- 
ical experiences  afforded  by  the  last  two 
years.’’ 


Training  for  students  at  UT  Medical  School  at  San  An- 
tonio includes  a demonstration  course  in  emergency 
medical  care. 

He  commented  that  additional  changes 
have  been  prompted  by  an  increased  stu- 
dent interest  in  primary  care  areas. 

Dr.  Bonte  said  that  increased  outpatient 
experience  has  been  provided  in  the  last 
two  years.  Preceptorships  in  family  medi- 
cine have  been  encouraged  during  the  sen- 
ior elective  periods.  In  addition,  primary 
care  preceptorships  have  been  provided  for 
students  in  the  summer  months,  outside 
the  formal  curriculum. 

At  the  UT  Medical  Branch,  curriculum  is 
determined  ultimately  by  the  faculty  as  a 
whole.  Changes  are  first  discussed  by  a 
faculty  committee  which  includes  one  re- 
presentative elected  from  each 
department. 

Dr.  Brandt  reports  that  the  curriculum  was 
revised  in  1971.  It  now  consists  of  one  and 
a half  years  of  basic  science  “core’’  mate- 
rial, one  and  a half  years  of  clinical  “core” 
experiences,  and  one  year  called  the  track 
year.  This  fourth  year  permits  the  students 
to  develop  themselves  in  depth  in  an  area 
or  to  strengthen  areas  of  weakness.  Dr. 
Brandt  said  the  purpose  of  this  revision 
was  to  accomplish  greater  integration  of 
subject  matter  by  interdisciplinary  teach- 
ing and  to  permit  the  student  the  oppor- 
tunity to  prepare  himself  betterfor  his 
chosen  career. 

The  initial  curriculum  at  the  UT  medical 
school  in  San  Antonio  consisted  of  one  year 
of  basic  sciences,  one  yearof  clinical  sci- 
ences, one  year  of  clinical  clerkships,  and 
one  elective  year. 

In  1972,  a revision  was  made  to  allow 
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greater  flexibility  and  permit  completion 
in  either  three  or  four  years. 

Dr.  Crawford  indicated  that  while  there  has 
been  no  increase  in  the  obligatory  amount 
of  primary  care  specialties  that  the  stu- 
dents take,  the  increased  availability  of 
elective  time  does  allow  exposure  to  those 
areas  for  interested  students. 

A curriculum  review  committee  updates 
and  changes  the  curriculum  with  input 
from  the  faculty  as  well  as  the 
students. 

Dr.  Crawford  said  that  a reevaluation  of  the 
curriculum  is  underway  at  this  time  to  de- 
cide whether  both  an  accelerated  and  the 
regular  program  should  be  continued  or  if 
a return  to  the  four  year  program  for  all 
students  is  desirable.  Increased  exposure 
to  family  practice  and  ambulatory  care  are 
being  considered  in  the  revision. 

Dr.  Smythe  explained  that  at  the  inception 
of  the  Houston  school,  a three  year  curri- 
culum was  instituted.  The  first  two  quar- 
ters feature  anatomy,  biochemistry,  and 
some  introductory  clinical  material.  The 
next  four  quarters  concentrate  on  a patho- 
physiologic approach  toward  disease,  or- 
ganized by  organ  systems.  Three  quarters 
of  clinical  clerkships  come  next,  followed 


by  three  elective  quarters.  This  curriculum 
has  not  changed  significantly  since  the 
medical  school  was  organized.  Dr.  Smythe 
stated  that  there  is  already  ample  em- 
phasis on  primary  care  specialties  and  the 
curriculum  has  been  through  “much  fine 
tuning.’’ 

The  final  determination  on  curriculum 
rests  with  the  faculty.  An  Educational  Poli- 
cy Committee  makes  recommendations  for 
curriculum  changes.  A Curriculum  Com- 
mittee is  responsible  for  the  day  by  day  ad- 
ministration of  the  curriculum. 

At  Texas  Tech,  the  present  curriculum  was 
formulated  by  a group  of  planners  prior  to 
the  admission  of  students  in  1972.  Since 
that  time.  Dr.  Tyner  said  it  has  had  only 
minoradjustments  normally  found  in  any 
“start-up”  situation.  Emphasis  on  primary 
care,  for  example,  has  remained  one  of  the 
cornerstones  of  the  curriculum. 

Changes  in  the  curriculum  are  largely  the 
result  of  the  deliberation  of  the  Curriculum 
Council  which  makes  recommendations  to 
the  dean.  Recommendations  are  presented 
to  the  Curriculum  Council  from  the  Educa- 
tion Advisory  Group  and  its  functional  sub- 
committees such  as  the  Clinical  Science 
Study  Group,  the  Tutorial  Team  Study 


TEXAS  MEDICINE 


Baylor  Med  participates  in  the  High  School  for  Health  Professions  which  continues  to  expand  its  physical  facilities 
to  meet  the  demands  of  increasing  enrollment. 


Group,  and  the  Human  Values  Study 
Group.  These  latter  groups  are  mixtures  of 
medical  school  faculty  members  (content 
specialists)  and  educational  and  behavioral 
scientists  working  as  interdisciplinary 
teams. 

Faculty 

Thefull-time  faculty  at  Baylor  College  of 
Medicine  has  shown  substantial  increases 
since  1970  both  in  terms  of  clinical  and 
basic  science  faculty  members.  The  total 
number  of  full-time  faculty  members  in 
1973-74  was  625  compared  to  466  in 
1970  (up  159). 

The  greatest  increases  came  in  the  clinical 
faculty,  climbingfrom  314to404.  Expan- 
sion in  Internal  Medicine  and  Community 
Medicine  account  for  more  than  half  of  the 
clinical  growth  (54).  “These  figures  reflect 
Baylor’s  growing  commitment  to  education 
of  family  physicians,’’  Dr.  Merrill 
said. 

Since  1970  Baylor’s  medical  student  body 
has  doubled  in  size.  To  keep  pace  with  the 
accelerated  number  of  students,  Baylor’s 
basic  science  faculty  has  increased  from 
152  (1970)  to  221  (1973-74).  The  most 


substantial  growth  has  taken  place  in  the 
areas  of  anatomy,  pathology,  biochemistry, 
and  pharmacology. 

At  UT  Southwestern  the  medical  faculty 
has  increased  in  number  approximately 
15%  in  the  past  five  years  and  nowtotals 
about  450.  A major  effort  has  been  made 
to  improve  the  quality  as  well  as  quantity 
of  basic  science  faculties,  with  distinguish- 
ed newchairmen  added  in  cell  biology 
(formerly  anatomy),  microbiology,  bio- 
physics, and  computer  science.  Notable 
chairmen  also  have  been  recruited  for  the 
clinical  departments  of  neurology  and  ra- 
diology. Changing  emphasis  is  reflected  in 
creation  of  a new  Department  of  Environ- 
mental and  Community  Health. 

At  UTMB  the  faculty  has  increased  from 
252  members  to  305  in  the  past  five  years. 
Three  new  departments  have  been  created: 
human  biological  chemistry  and  genetics 
(an  amalgamation  of  the  Departments  of 
Biochemistry  and  Human  Genetics  with  the 
addition  of  cell  biology),  neurology,  and 
family  medicine.  Because  of  the  marked  in- 
crease in  student  body  and  the  teaching  of 
clinical  medicine  in  all  fouryears  of  the 
curriculum,  the  greatest  need  is  for  faculty 
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in  the  clinical  departments.  However,  the 
increase  in  basic  science  faculty  has  also 
kept  pace  to  enhance  the  integrated  ap- 
proach to  teaching. 

Recruitmentforthe  San  Antonio  school  be- 
gan in  1965.  In  July  of  that  year,  the  first 
faculty  members  had  been  selected  and  by 
thetimethe  school  opened,  92  had  been 
employed. 

Dr.  Crawford  reported  that  there  are  now 
more  than  100  basic  science  faculty  mem- 
bers and  about  200  clinical  faculty  in  the 
medical  school. 

The  voluntary  faculty  numbers  about  700 
with  many  holding  appointments  through- 
out the  state. 

During  the  past  five  years,  several  new  de- 
partments have  been  created  including 
family  practice  and  educational  resources, 
which  incorporated  the  library,  graphics. 


Faculty  strength  is  a vital  factor 
in  expanding  curricula.  There  is  a 
national  dearth  of  primary  health 

cai'e  faculty. 


classroom  services,  instructional  develop- 
ment and  student  multi-discipline  labora- 
tories. The  combined  physiology  and  medi- 
cine department  was  divided  in 
1973. 

With  increasing  student  enrollment  and  the 
resultant  need  for  additional  services  and 
physical  plant,  departments  are  being  ex- 
panded and  primary  care  disciplines 
strengthened.  The  basic  science  depart- 
ments will  serve  both  the  medical  and  den- 
tal schools,  as  well  as  the  developing 
school  of  allied  health  science. 

The  faculty  at  UT  Houston  has  changed 
from  zero  to  a total  of  132  over  the  past 
five  years.  Approximately  one  third  are 
basic  scientists  and  two  thirds  are  clinical 
scientists.  The  basic  science  faculty  is  con- 
centrated in  the  fields  of  reproductive  bio- 
logy, biochemistry  and  molecular  biology. 


Baylor’s  Family  Practice  Center  at  St.  Luke's  Episcopal  Hospital. 
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.4^  the  heart  of  the  medical  educa- 
tion process  are  the  students  upon 
whom  future  qualitif  health  care 
deliver u rests. 


pharmacology,  physiology,  and  biomedical 
communications.  Anatomy  teaching  is  cov- 
ered by  the  Dental  Branch  faculty,  epi- 
demiology, and  biostatistics  by  the  School 
of  Public  Health  faculty,  and  microbiology 
by  the  clinical  unit  in  infectious  disease. 

The  clinical  faculty  now  has  thin  coverage 
in  virtually  all  areas  with  more  depth  to 
come.  Particularly  slow  to  develop  have 
been  areas  related  to  family  practice  and 
primary  health  care.  This  is  largely  be- 
cause of  the  national  dearth  of 
faculty. 

Expressed  in  terms  of  full  time  equivalen- 
cies (FTE),  faculty  has  increased  at  Texas 
Tech  as  follows: 

1971  1973-74  1974-75 
Basic  Sciences  6.4  27.4  38.70 

Clinical  Sciences  19.9  65.55  112.44 
Dr.  Tyner  notes  that  the  faculty  increases 


are  due  to  the  “start-up”  situation  and  not 
to  shifts  in  curricular  emphasis  since 
TTUSM  has  been  continuously  developing 
over  the  past  five  years  in  accordance  with 
an  overall  plan. 

Students 

The  reason  forthis  expansion  and  develop- 
ment in  facilities,  curriculum,  and  faculty 
is  a simple  one:  to  educate  additional  well 
qualified  doctors  forthe  citizens  of 
Texas. 

Dr.  Merrill  reports  that  Baylor  Med  began 
its  efforts  in  1970  to  train  more  doctors  for 
Texas  by  embarking  on  a program  to  dou- 
ble medical  school  enrollment.  This  in- 
crease was  made  possible  by  per  capitation 
support  from  the  Texas  Legislature  for 
students  who  are  Texas  residents. 


Electronically  linked  psychiatry  conference  between  students  and  faculty  at  the  Tech  Lubbock  campus  and  the  school’s 
Regional  Academic  Health  Center  in  Amarillo. 
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TEXAS  MEDICAL  SCHOOLS 
Enrollment  1974-75 


Entering 

Students 

Total 

Students 

Baylor  College  of  Medicine 

168 

577 

Texas  Tech  University  School 
of  Medicine 

43 

129 

The  University  of  Texas 

Medical  Branch  at  Galveston 

203 

735 

The  University  of  Texas 

Medical  School  at  Houston 

52 

147 

The  University  of  Texas 

Medical  School  at  San  Antonio 

122 

473 

The  University  of  Texas 
Southwestern  Medical  School 
at  Dallas 

200 

615 

Total 

788 

2,676 

The  entering  class  in  1969  contained  84 
students.  The  freshman  class  of  1970  con- 
tained 124  students,  a 47.6%  increase 
overthe  previous  year.  In  1971,  another 
20  students  were  added,  raisingthe  num- 
ber of  freshmen  to  144.  In  1972,  and  in 
each  successive  year,  Baylor  College  of 
Medicine  has  had  a freshman  enrollment  of 
168  medical  students,  thus  reaching  its 
goal. 

Beyond  the  growth  in  the  number  of  medi- 
cal students,  other  areas  have  shown  in- 
creases. In  1970,  Baylor  College  of  Medi- 
cine had  82  graduate  students,  371  interns 
and  residents,  and  114  post-doctoral  fel- 
lows. Today,  those  numbers  have  grown  to 
93  graduate  students,  561  interns  and 
residents,  and  137  post-doctoral 
fellows. 

In  1971  the  Baylor  College  of  Medicine 
Center  for  Allied  Health  Manpower  and 
Development  was  created.  Today  there  are 
more  than  560  students  enrolled  in  such 
allied  health  programs  as  physician’s  as- 
sistant, medical  technology,  ophthalmic 
assistant,  nurse  anesthesia,  a graduate 
program  in  allied  health  teachereducation, 
and  the  High  School  for  Health  Profes- 
sions, a joint  project  of  Baylor  and  the 
Houston  Independent  School  District,  and 
the  first  program  of  its  kind  in  the 
country. 

A central  commitment  in  the  expansion  of 


the  medical  school  in  Dallas  and  creation 
of  the  Health  Science  Center  was  the 
approximate  doubling  of  medical  student 
enrollment,  plus  commensurate  increases 
in  number  of  graduate  and  undergraduate 
allied  health  students.  The  goal  of  enrolling 
Southwestern’s  first  entering  class  of  200 
was  attained  a year  ahead  of  schedule,  in 
the  fall  of  1974.  Medical  students  today  to- 
tal 615,  compared  to  427  in  1969-70.  The 
total  is  scheduled  to  reach  800  by  fall  1977. 
The  first  year  class  at  the  UT  Medical 
Branch  in  Galveston  has  increased  from 
173  in  1970  to  203  in  1972  and  it  has  re- 
mained at  that  level.  The  total  student  body 
has  increased  from  621  in  1970  to  735  in 
1974.  The  total  is  lowerthan  anticipated 
because  certain  students  are  permitted  to 
graduate  at  the  end  of  the  third  year,  there- 
by lowering  the  fourth  year  enrollment.  Dr. 
Brandt  anticipates  approximately  760  stu- 
dents each  year  beginning  in 
1975-76. 

Before  the  UT  Medical  School  at  San  An- 
tonio was  opened  in  1968,  students  were 
enrolled  as  contract  students  to  the  Dallas 
and  Galveston  medical  campuses.  In  1968, 
the  first  students  began  attending  classes 
at  the  San  Antonio  medical  campus.  Fifty- 
six  of  those  were  freshmen. 

In  1969,  the  number  of  first  year  students 
increased  to  104,  nearly  double  the  pre- 
vious year.  The  following  year,  1970,  the 
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first  graduating  class  of  33  students  re- 
ceived MD  degrees  in  San  Antonio. 

Entering  classes  have  continued  to  grow 
and  122  students  were  enrolled  in  1974; 
the  same  numberwill  be  enrolled  in  1975, 
with  plans  to  increase  entering  classes  to 
200  in  1980. 

The  473  students  in  four  classes  presently 
attendingthe  medical  school  are  principal- 
lyTexans,  with  25%  from  San  Antonioand 
Bexar  County.  Large  numbers  also  come 
from  Houston,  Dallas,  Austin,  El  Paso  and 
the  Rio  Grande  Valley  around  Laredo,  Mc- 
Allen, and  Harlingen. 

Of  the  total  student  body,  minority  enroll- 
ment accounts  for  more  than  15%.  Forty- 
three  are  Mexican-American;  19  are  black; 
and  13  are  of  other  ethnic  backgrounds. 
Women  comprise  15%. 

At  UT  Houston  the  student  enrollment  has 
grown  from  a first  year  class  of  22  in  1970 
to  entering  classes  of  31  in  1971,48  in 
1972  and  1973,  52  in  1974,  and  to  64  in 
1975.  In  1976,  it  is  estimated  the  class 
will  have  100  students.  Total  enrollment 
has  increased  proportionately. 

Texas  Tech  enrolled  its  first  medical  stu- 
dents in  August  1972.  At  that  time  a fresh- 
man and  a junior  class  were  accepted.  En- 
rollment grew  from  61  students  in  1972-73 
to  104  students  in  1973-74,  to  129  stu- 
dents for  1974-75. 

Dr.  Tyner  estimated  that  the  school’s  cost 


Family  practice  emphasized  at  Tech. 

per  year  per  student  in  1972  was  approxi- 
mately $17,500  and  is  presently  approxi- 
mately $19,000.  He  assumes  that  this  fig- 
ure will  reflect  future  inflationary  changes 
and  that  by  1976  the  annual  cost  will  ap- 
proach $22,000  per  student. 

Medical  education  continues  to  be  the 
target  of  debate.  There  are  diverse  atti- 
tudes regardingthe  number  of  physicians 
needed  in  the  state,  the  need  for  new  medi- 
cal schools,  changes  in  curriculum,  post- 
graduate and  continuing  education,  the 
role  of  the  community  hospital  in  medical 
education,  problems  of  funding,  and 
others. 

In  Octoberthe  Coordinating  Board  Ad- 
visory Committee  and  Task  Force  on  Medi- 
cal and  Dental  Education  unanimously 
recommended  that  no  new  medical  or  den- 
tal be  approved  at  this  time  and  that  the 
presently  approved  schools  be  adequately 
funded  to  permit  expansion  to  their  cur- 
rently approved  optimum  capacities.  The 
Texas  Medical  Association  strongly  sup- 
ports this  position,  noting  the  tremendous 
expansion  in  the  numbers  of  medical 
schools  and  enrollments  in  the  past  few 
years.  The  association  believes  that  the 
outlook  for  an  adequate  number  of  doctors 
in  the  state  is  very  bright,  but  at  the  same 
time  is  strongly  supporting  the  training  of 
an  increasing  number  of  primary  care 
physicians. 
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LEGALPROTECTION:  FACTS  YOU  SHOULD  KNOW 

Sam  V.  Stone,  Jr. 

TMA  Office  of  General  Counsel 

ABANDONMENT— THE  MALPRACTICE  ‘CATCH-ALL’ 


Thetheory  of  “abandonment”  in  malprac- 
tice litigation  encompasses  a plaintiff’s 
claim  that  a physician  was  negligent  be- 
cause he  failed  to  take  the  affirmative 
steps  necessary  to  perform  properly  the 
duty  he  owed  to  his  patient.  While  a plaintiff 
may  sue  a physician  for  negligent  affirma- 
tive action,  or  for  failure  to  secure  inform- 
ed consent,  he  may  also  sue  the  physician 
alleging  that  there  was  a lack  of  affirmative 
action,  and  this  failure  to  properly  take  ac- 
tion resulted  in  injuries  to  the  patient. 

By  the  very  nature  of  the  term  “aban- 
donment,” one  conjures  up  the  picture  of 
desertion  of  a patient  in  his  time  of  need  by 
the  physician.  While  such  an  act  of  deser- 
tion may  indeed  be  abandonment,  there 
are  other  areas  which  fall  into  this  category 
and  of  which  the  prudent  physician  must 
be  conscious. 

Abandonment  by  withdrawal  from  the  case 

If  a physician  finds  it  necessary  to  with- 
draw from  the  treatment  of  a patient,  he 
should  notify  that  patient  in  writing,  retain 
a copy  of  the  notification,  and  mark  the 
medical  chart  appropriately.  A physician 
should  not  withdraw  from  a case  while  the 
patient  is  under  his  care  for  a course  of 
treatment  for  a specific  illness  or  injury, 
except  in  extreme  circumstances.  In  any 
event,  the  physician  should  notify  the  pa- 
tient in  advance  of  his  withdrawal  (at  least 
two  weeks)  in  order  that  the  patient  may 
secure  the  services  of  another  physician. 

If  the  patient  needs  to  secure  the  services 
of  another  physician  to  continue  treatment, 
this  fact  should  be  clearly  pointed  out  to 
the  patient  with  a recommendation  that  he 
secure  another  physician  immediately. 

Courts  have  held  that  a physician  aban- 
doned his  patient  where  the  patient  was 
not  informed  that  on-going  treatment  was 
necessary,  even  though  such  a fact  should 


have  been  evident  to  the  patient.  A Florida 
court  returned  a judgment  of  over  $60,000 
against  a doctor  for  failing  to  inform  the 
patient  that  he  needed  to  secure  the  serv- 
ices of  a physician  to  treat  a very  obvious 
skin  cancer  on  the  patient’s  face,  in  spite 
of  the  plaintiff’s  admission  that  he  was 
aware  that  the  cancer  was  visibly  spread- 
ing after  the  physician  had  withdrawn  from 
his  case. 

Abandonment  by  failure  to  provide  proper 
coverage 

When  a physician  is  to  be  out  of  town  or 
otherwise  unavailable  for  treatment  of  the 
patient,  he  should  arrange  for  a covering 
physician  who  is  qualified  to  treat  his  pa- 
tients during  his  absence.  Instructing  pa- 
tients to  “go  to  the  Emergency  Room  if  you 
have  a problem”  is  not  a proper  substitute 
for  arrangement  for  a covering  physician. 

If  the  physician  uses  reasonable  and 
prudent  judgment  in  the  selection  of  the 
covering  physician,  then  any  negligence  of 
the  covering  physician  will  not  be  attribut- 
ed to  the  patient’s  primary  physician.  On 
the  other  hand,  if  the  physician  makes  a 
poor  choice  for  the  covering  physician,  the 
patient  may  sue  both  the  covering  physi- 
cian and  the  primary  physician  for  negli- 
gence by  the  covering  physician.  Generally, 
if  the  physician  chooses  a covering  physi- 
cian who  is  capable  of  treating  the  patient 
for  the  illness  for  which  the  primary  physi- 
cian was  treating,  and  the  patient  suffers 
from  another  or  secondary  condition  for 
which  the  covering  physician  is  not  quali- 
fied to  treat,  the  primary  physician  would 
not  be  held  liable.  The  primary  physician 
did  not  know  and  could  not  have  known 
through  exercise  of  due  diligence  that  the 
patient  would  suffer  the  second  illness. 

In  such  cases,  the  questions  to  be  deter- 
mined by  a jury  would  be  whether  the  cov- 
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ering  physician  was  an  adequate  replace- 
ment and  whether  the  primary  physician 
exercised  reasonable  and  ordinary  care  in 
the  selection  of  the  covering  physician. 

Abandonment  by  failure  to  respond  in 
emergencies 

Courts  have  held  that  if  a physician  is 
treating  a patient  and  cannot  leave  that 
patient  for  treatment  of  another  with  an 
emergency  medical  condition  without  en- 
dangering the  first  patient,  then  there  is 
no  liability  for  failure  to  respond.  However, 
if  the  physician  could  reasonably  have  left 
the  initial  patient’s  side  and  come  to  the 
aid  of  another  in  a medical  emergency 
where  the  physician-patient  relationship 
had  previously  been  established  with  the 
second  patient,  then  the  physician  may 
have  abandoned  the  second  patient.  One 
case  held  that  a patient  who  suffered  a 
heart  attack  in  the  doctor’s  office  had  been 
abandoned  by  the  physician  because  the 
physician’s  receptionist  did  not  notify  the 
physician  that  the  patient  in  the  reception 
room  was  suffering  from  a medical  emer- 
gency. The  lesson  in  this  case  is  clear:  the 
physician’s  office  assistants  and  nurses 
should  be  trained  to  immediately  notify  the 
physician  of  such  situations.  Under  the 
legal  concept  of  the  master-servant  rela- 
tionship, the  employees  serve  as  the  ser- 
vants of  the  physician  who  is  liable  for  their 
acts  of  negligence. 

In  order  for  the  physician  to  be  liable  for 
malpractice  in  emergency  situations,  the 
plaintiff  has  the  burden  of  proving  that  the 
physician-patient  relationship  existed  at 
the  time  of  the  emergency,  that  a true  med- 
ical emergency  did  indeed  exist,  and  that 
the  physician  was  negligent  in  failing  to 
respond. 

In  this  general  area  of  failure  to  re- 
spond, the  physician  is  well  advised  to  no- 


tify each  of  his  patients  of  the  specific 
limitations  he  places  upon  his  practice.  If, 
for  example,  the  physician  does  not  make 
house  calls,  such  a fact  should  be  made 
known  to  the  patient  at  the  beginning  of 
the  physician-patient  relationship.  If  such 
a fact  is  not  made  known,  and  the  patient 
calls  and  requests  the  physician  to  come 
to  his  house,  it  is  somewhat  “late  in  the 
day”  for  the  physician  to  notify  the  patient 
of  this  practice  limitation  he  has  imposed. 

Abandonment  by  retirement  or  removal  of 
office 

As  incongruous  as  it  may  seem,  a physi- 
cian may  have  legally  abandoned  his  pa- 
tient if  he  retires  without  reasonable  notifi- 
cation to  his  patients  of  this  fact.  When  a 
physician  retires,  he  should  do  so  only 
after  placing  notices  in  the  newspaper  or 
utilizing  the  common  method  of  notifica- 
tion in  his  community.  He  should  have 
also  personally  notified  his  active  patients 
either  by  mail  or  telephone  that  he  was 
closing  his  office.  While  telephone  notifica- 
tion may  be  more  easily  accomplished  and 
even  may  be  more  personal,  it  is  also  a 
great  deal  more  difficult  to  prove  than  the 
written  notification.  The  list  of  those  to 
whom  the  notices  were  sent  should  be  re- 
tained in  the  physician’s  office  records. 

The  same  rules,  of  course,  apply  to  a phy- 
sician removing  himself  from  the  commu- 
nity to  take  additional  training  or  moving 
to  another  city  for  a permanent  practice 
location. 

As  a general  rule,  in  almost  every  case 
where  a physician  has  been  accused  of 
malpractice  based  on  abandonment,  the 
physician’s  defense  is  found  in  his  proper- 
ly maintained  and  documented  medical 
records.  Copies  of  letters,  notations  of  in- 
structions to  patients,  and  the  like,  should 
be  recorded  in  the  records. 
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BLACK  SILK  SUTURE  ALLERGY  PROMPTS  MALPRACTICE  SUIT 


In  the  following  case,  a physician  was  not 
held  liable  for  a postoperative  infection 
caused  by  the  patient’s  allergic  reaction  to 
black  silk  suturing. 

FACTS:  The  female  plaintiff  alleged  that 
the  defendant  doctor  negligently  permitted 
an  infection  to  occur  postoperatively,  caus- 
ing her  additional  operations,  expenses, 
and  suffering.  The  plaintiff  alleged  that  the 
doctor  was  negligent  in  1)  leaving  excess 
pieces  of  suturing  material  in  her  back,  2) 
ordering  the  plaintiff  placed  in  a Hubbard 
tank,  and  3)  failingto  employ  the  use  of 
circolectric  bed.  The  original  operation, 
performed  by  the  defendant  doctor,  was  for 
a herniated  disc.  During  the  operation  a 
problem  with  excessive  bleeding  occurred. 
Following  the  spinal  operation,  the  doctor 
closed  the  wound  using  black  silk  sutures 
on  the  second  and  third  layers  of  the  body 
and  steri-strips  on  the  epidermis.  Sub- 
sequently, the  patient  developed  a drainage 
from  the  incision,  and  the  defendant  doctor 
ordered  her  placed  in  a Hubbard  tank 
which  contains  non-sterile  warm  circulat- 
ingwater.  Evidence  established  that  the 
wound  developed  a staphylococcic  infec- 
tion priortothe  patient’s  being  placed  in 
the  Hubbard  tank.  After  sometime  in  the 
hospital,  the  patient  was  released  as  the 
incision  appeared  to  be  healed. 
Approximately  one  month  later,  the  plain- 
tiff returned  to  the  doctor’s  office  where  he 
discovered  that  the  drainage  had  started 
again.  The  plaintiff  was  readmitted  to  the 
hospital,  and  again  the  Hubbard  tank  was 
used  in  treatment.  Approximately  eight 
days  later,  the  defendant  physician  per- 
formed a second  operation  in  which  he  at- 
tempted to  remove  the  infection  from  the 
incision.  At  this  time,  he  removed  the  silk 
sutu  res  at  the  second  layer  because  he  felt 
that  they  were  causing  or  maintaining  the 
infection.  He  did  not  go  to  the  third  layer 
because  it  did  not  appear  to  be  infected, 
and  the  flesh  appeared  healthy. 


After  the  second  operation,  the  plaintiff 
was  again  placed  in  the  Hubbard  tank  while 
the  incision  was  open.  After  her  release 
from  the  hospital,  the  plaintiff  continued 
to  have  drainage  around  the  incision.  She 
continued  to  visit  the  defendant  doctor, 
who  at  times  put  her  in  the  whirlpool 
bath. 

Some  four  to  five  months  laterthe  plaintiff 
went  to  another  city  where  she  was  placed 
in  a hospital.  She  was  again  operated  on  for 
the  infection.  Duringthe  course  of  this  op- 
eration, the  wound  was  opened  to  the  bone, 
and  the  infection  was  found  to  be  centered 
around  two  black  sutures  which  were  then 
removed  from  the  third  layer  of  the  body. 
Following  this  surgery  the  infection  clear- 
ed, the  plaintiff’s  back  healed  normally, 
and  she  was  discharged  from  the  hospital. 
The  trial  judge  instructed  the  jury  to  find 
in  favor  of  the  defendant  doctor.  The  appel- 
late court  affirmed  the  decision. ^ 

HOLDING:  The  fact  that  the  subsequent 
operation  by  another  doctor  cleared  up  the 
infection  was  not  evidence  of  negligence  or 
proximate  causation.  This  fact,  standing 
alone,  was  no  more  than  a mere  surmise, 
suspicion,  or  speculation  of  improper  treat- 
ment. Further,  evidence  showed  that  the 
infection  was  acquired  priorto  the  whirl- 
pool treatment.  Thus,  the  doctor  who  plac- 
ed the  plaintiff  in  the  tank  was  not  liable 
forthe  infection. 

DISCUSSION:  The  court  stated  that,  in  de- 
termining the  propriety  of  the  instructive 
verdict,  it  was  required  to  review  the  evi- 
dence in  the  light  most  favorable  to  the 
losing  party.  If  any  testimony  of  probative 
force,  eitherdirect  or  circumstantial,  in 
favor  of  the  plaintiff  is  found,  then  the 
court  must  hold  that  the  instruction  was 
not  proper.  With  these  principles  in  mind, 
the  court  reviewed  the  evidence  in  more 
detail. 

In  summary,  the  expert  testimony  of  an  or- 
thopedic surgeon  revealed  that  1)  there 
was  not  excessive  suturing,  2)  the  plaintiff 
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would  have  bled  to  death  had  not  the  orig- 
inal wound  been  closed  by  suturing,  3)  the 
defendant’s  procedures  in  packing  the 
wound  in  the  second  operation  was  a well 
accepted  and  well  known  procedure,  4) 
lack  of  experience  did  not  cause  the  infec- 
tion, 5)  the  cause  of  the  infection  was  the 
plaintiff’s  allergy  to  silk  sutures,  a rare 
reaction  which  the  doctor  could  not  have 
predicted,  6)  placing  a patient  in  a Hub- 
bard tank  was  accepted  treatment,  and  7) 
the  defendant  doctor’s  care  of  the  infection 
was  sound,  although  the  witness  himself 
said  he  would  have  expanded  the 
procedure. 

The  second  treating  physician,  an  internist 
and  diagnostician,  testified  that  he  would 
not  place  a patient  with  a draining  open 
wound  into  a tank.  However,  the  court  said 
the  evidence  produced  by  the  defendant 
from  the  patient’s  hospital  records  estab- 
lished thatthe  plaintiff  already  had  the  in- 
fection when  she  was  first  placed  into  the 
tank. 

The  court  said  the  burden  of  proof  was  on 
the  plaintiff  to  show  that  the  injury  was 
caused  by  negligence.  It  was  not  enough 
thatthe  injury  might  have  occurred  from 
other  causes  which  were  not  the  fault  of  the 
doctor.  The  court  said  such  evidence  has 
no  tendency  to  show  that  negligence  caus- 
ed the  injury.  As  to  the  proximate  cause  is- 
sue, the  court  stated,  “proof  of  causation 
must  be  beyond  the  showing  of  a possibili- 
ty that  the  injuries  arose  from  the  defend- 
ant’s negligence  or  lack  of  skill. ...” 

In  summing  up  cases  in  which  an  infection 
is  postoperatively  contracted,  the  court 
stated  that  the  plaintiff  faces  formidable 
difficulties  in  sustaining  his  burden  of 
proof.  The  court  said  the  same  principles 
of  evidence  applied  in  all  medical  malprac- 
tice cases,  but  the  necessity  of  showing  the 
source  of  an  infection  makes  proof  of  proxi- 
mate cause  particularly  difficult  in  these 
cases.  This  is  a scientific  area  in  which  con- 
clusions must  be  guided  by  expert  opin- 


ions, and  proof  must  establish  causal  con- 
nections beyond  the  point  of  conjecture. 
When  the  jury  can  do  no  more  than  specu- 
late as  to  which  of  several  possible  causes 
was  the  actual  cause,  the  submission  of 
such  a choice  to  the  jury  has  been  consist- 
ently condemned  by  the  courts. 

The  court  stated  that  the  plaintiff  produced 
no  evidence  to  support  her  allegations  as 
to  the  negligence  in  failingto  use  a circo- 
lectric  bed  and  in  leaving  the  suturing  ma- 
terial in  the  back.  The  court  said  there  was 
no  showing  of  negligence  in  the  use  of 
black  silk.  The  fact  that  a subsequent  oper- 
ation cleared  up  the  infection  was  not  evi- 
dence of  negligence  or  proximate 
cause. 

CONCLUSION:  In  the  fact  situation  in  this 
case,  the  court  found  thatthe  defendant 
physician  was  not  derelict  in  his  duty  to  the 
plaintiff  and  acted  as  an  ordinary,  com- 
petent physician  in  the  same  community 
under  the  same  or  similar  circumstances. 
Further,  even  if  there  was  negligence  in 
placingthe  plaintiff  into  a Hubbard  tank, 
there  was  insufficient  proof  to  show  that 
such  failure  or  breach  was  the  direct  cause 
of  the  patient’s  injury  in  view  of  the  proof 
that  the  infection  was  caused  by  an  allergic 
reaction  to  the  black  silk  and  that  the  pa- 
tient already  had  the  infection  prior  to  such 
procedure.  Failingtocarry  this  burden  of 
proof,  the  doctor  was  entitled  to  a directed 
verdict  in  his  favor. 

TMA  Office  of  General  Counsel 

Ace  Pickens 


1.  Burchfield  vs.  Geitz.  516  SW  2d  229  (Tex 
Civ  App  1974). 
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you 

help 

this 

kid? 


When  the  dam  broke  at  Buffalo  Creek, 
a lot  of  people  weren’t  as  lucky  as  Jamie 
Mosley. 

His  family  made  it  up  the  hill  just  in 
time.  Seconds  later,  a wall  of  water 
swept  everything  away. 

Here’s  Jamie  in  the  Red  Cross  shelter, 
thinking  it  all  over.  One  look  at  that 
face,  and  we’re  awfully  glad  we  were 
there  to  help. 

Every  year.  Red  Cross  touches  the 
lives  of  millions  of  Americans.  With 
support. With  comfort.  With  a helping 
hand  when  they  need  it. 

So  when  you  open  your  heart,  with 
your  time  or  your  money,  you  can  be 
certain  ifs  in  the  right  place. 


Red  Cross. 
The  Good 
Neighbor. 


Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 


SEARLE 
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"Antiadd”  action 
for  ulcer  patients 


one  of  the  many  things  yiMi 
need  in  an  anticholinergic. 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  nnay 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 

Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are: 

"Antiacid"  action  — Pro-BanthTne® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic  ^ 

action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 

Pro-Banthine^ 

(propantheline  bromide) 

a good 
opHon 
in  peptic 
ulcer 


PAIN  RELIEF 
FOR  THE  MAJORITY 


N0.4~For  pain  intensity  below  the  need  for  injectables 

As  a rDle,  only  pain  that  requires  morphine  is  beyond  the  scope 
of  Empirin®  Compound  with  Codeine  No.  4.  That’s  because  it 
delivers  a full  grain  of  codeine.  (In  the  preferred  phosphate 
form.)  Its  antitussive  action  is  particularly  appreciated  by 
patients  with  fractured  ribs,  and  following  chest  or  abdominal 
surgery.  Its  low  addiction  liability  is  a bonus,  for  all  patients  who 
require  potent  analgesia. 

N0.3~For  almost  all  other  kinds  oF  lesser  pain 

Most  other  kinds  of  lesser  pain  respond  to  Empirin  Compound 
with  Codeine  No.  3— whether  musculoskeletal,  neurological, 
soft-tissue  or  visceral.  One  might  say  No.  3 is  an  “all-purpose” 
analgesic  — not  too  little,  not  /o  ^ 

too  much.  Just  right  for  your  /ResLrch  Tnarlgle  Park  ’ 

out-patients  in  these  categories.  Wellcome  / North  Carolina  27709 


W Wherever  it  hurts 

PIRIN  COMPOUND  c CODEI 


No.3,  codei  ne  phosphate*(32.4  mg)  gr  y2  • No.4,  codei  ne  phosphate*(64.8  mg)  gr  1 

Each  tablet  also  contains  aspirin  gr  3^4,  phenacetin  gr  2V2,  caffeine  gr  V2. 


Warning  — may  be  habit-forming 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepaticdysfunctionor  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 
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Each  capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Neither  inconvenient  potassium  supplements 
nor  special  K+  rich  diets  needed  as  a rule. 

Just  ‘Dyazide’  once  or  twice  daily  for  maintenance. 
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Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  (1) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’,  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 
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Carolina,  P.R.  00630 
Subsidiary  of 
SmithKline  Corporation 


TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEPP01ASSIUM  LEVELS  UP 


On  land,  sea,  and  in  the  air... 

Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 

Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  1 2' 15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 

Antivert/25  ChewableTablets 

(meclizine  HCI)  25  mg. 

for  motion  sickness 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCI  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  he  warned  of  this  poS' 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness,  — 

dry  mouth  and,  on  rare  occasions, 
blurred  vision  have  been  reported. 


A division  of  Pfizer  Pharmaceuticals 
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Medical  Newsmakers 


DR.  WILEY  J.  JINKINS,  JR.,  clinical  asso- 
ciate professor  of  orthopedic  surgery,  has 
been  selected  to  serve  as  the  new  chief 
of  staff  for  The  University  of  Texas  Medical 
Branch  Hospitals,  effective  Feb  1 1.  Dr. 
Jinkins  isthe  first  physician  to  hold  this 
position  who  has  not  been  a full-time 
UTMB  faculty  member. 

A Corsicana  physician,  DR.  LOWELL 
CAMPBELL,  has  been  named  1975  presi- 
dent-elect of  the  Association  of  American 
Physicians  and  Surgeons.  Dr.  Campbell 
was  elected  at  the  organization’s  recent 
New  Orleans  convention. 

The  National  Jewish  Hospital  and  Research 
Center  honored  DR.  RUSSELL  DETER  at 
its  76th  Anniversary  Dinner-Dance  Feb  27 
in  El  Paso.  Dr.  Deter  was  honored  for  his 
“public  service  and  for  his  tireless  devo- 
tion to  the  hurt,  the  suffering  and  the 
needy.” 

DR.  S.  C.  ARNETT,  JR.,  of  Lubbock  has 
been  elected  to  serve  as  chairman  of  the 
Board  of  Directors  of  the  Texas  Tech  Uni- 
versity Medical  School  Foundation  for 
1975.  Dr.  Arnett  was  one  of  the  original 
incorporators  of  the  foundation.  In  addi- 
tion to  his  present  position,  he  has  held  the 
offices  of  vice  chairman  and  secretary- 
treasurer  of  the  foundation,  and  has  been 
a member  of  the  Executive  Committee. 

DR.  BENJAMIN  M.  RIGOR  has  been  ap- 
pointed chairman  of  the  Department  of 
Anesthesiology  at  the  medical  school  of 
The  University  of  Texas  Health  Science 
Center  at  Houston.  He  comes  to  the  Hous- 
ton medical  school  from  the  New  Jersey 
College  of  Medicine  and  Dentistry,  where 
he  was  named  chairman  of  the  anesthesio- 
logy department  at  age  34. 

The  Texas  Academy  of  Internal  Medicine 
has  announced  its  new  slate  of  officers  for 
1975.  The  officers  are  DR.  0.  ROGER 
HOLLAN,  San  Antonio,  president;  DR.  MIL- 
TON  R.  HEJTMANCIK,  Galveston,  presi- 
dent-elect; DR.  TOM  W.  DUKE,  Amarillo, 


vice  president;  and  DR.  ROBERT  D.  BONE, 
Corsicana,  secretary-treasurer. 

PEGGY  HOSTETTER  AND  STEVE  ARTHUR, 
third  year  medical  students  at  Baylor  Col- 
lege of  Medicine,  Houston,  have  been  pre- 
sented the  DeBakey  Scholar  Award  for 
1974.  Recipients  of  the  award  are  selected 
on  the  two-fold  criteria  of  past  academic 
achievement  and  potential  for  continued 
excellence  in  the  field  of  medicine.  Ms. 
Hostetterwas  recently  featured  in  a Texas 
Medicine  “Three  generations  look 

at  their  profession,”  (January  1975,  p 
91). 

The  Texas  Society  of  Pathologists  recently 
elected  the  following  officers:  DR.  F.  LA- 
MONT  JENNINGS,  Galveston,  president; 
DR.  JAMES  C.  STINSON,  Temple,  presi- 
dent-elect; DR.  MARC  GARZA,  Dallas,  vice 
president;  and  DR.  JOHN  A.  WEBB,  Hous- 
ton, secretary-treasurer.  In  addition,  the 
society  has  presented  the  George  T.  Cald- 
well Award  for  distinguished  service  to 
DRS.  MAYNARD  S.  HART,  El  Paso,  and  H. 
RIGDON,  Galveston. 

CONSTANTINE  STEFANU,  PhD,  has  joined 
The  University  of  Texas  Health  Science 
Center  at  Dallas  as  director  of  the  Office 
of  Planning  and  Resource  Analysis.  Dr. 
Stefanu  comes  from  the  University  of  Ten- 
nessee College  of  Medicine  where  he  was 
director  of  Management  and  Planning. 

Prior  to  his  death  Sept  22,  1974,  DR. 
WERNER  E.  KUENAST,  Austin,  was  elected 
a fellow  of  the  American  College  of  Radiol- 
ogy. His  widow,  DR.  EDDA I.  KUENAST, 
will  attend  the  April  1 convocation  of  the 
college  in  Portland  to  accept  Dr.  Kuenast’s 
certificate  posthumously. 


Or.  Jinkins 


Dr.  Stefanu 
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DECEASED  MEMBERS 
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TEXAS  MEDICAL 
ASSOCIATION 


L B.  WINDHAM 
Tyler,  1893-1974 

R.B.  GILES,  SR. 
Dallas,  1888-1974 


T.G.GLEGHORN 
Tyler,  1939-1974 

J.  D.  COPELAND 
Irving,  1934-1974 

J.A.  GUILBEAU,  JR. 
Victoria,  1923-1974 


A.  T.  BRAITHWAITE 
Waco,  1897-1974 

G. C.  WALLACE,  JR. 
Pasadena,  1922-1974 

H.  A.  WOOD 
Longview,  1926-1974 

M.S.  SEELY 
Dallas,  1889-1974 

A.  D.  CARSON 

Big  Spring,  1903-1974 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more  than 
10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500  films  each 
year  to  physicians,  students,  and  to  those  seeking  information  related  to 
medicine  and  health  care.  The  resources  of  the  Library  include  60,000 
volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than  1,300 
professional  journals  are  received  monthly.  Services  are  provided  without 
charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $ 

Please  send  remembrance  card  to: 

Name 

Address  

City  and  State 
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Dr.  L.  B.  Windham 

Dr.  Lynn  Burke  Windham,  retired  Tyler 
EENT  specialist,  died  Nov  17, 1974  at  the 
age  of  81. 

A native  of  Shelbyville,  Tex,  Dr.  Windham 
attended  Southwestern  University  and  the 
University  of  Tennessee  where  he  obtained 
an  MD  degree  in  1917.  The  physician  serv- 
ed in  the  US  Navy  from  1917-1919.  He 
retired  from  active  practice  in  1959. 

Dr.  Windham  was  a member  of  the  Smith 
County  Medical  Society  and  the  American 
Medical  Association.  A resident  of  Tyler 
for  more  than  40  years,  he  was  very  active 
in  church  and  civic  activities.  He  was  a 
member  of  the  Blue  Lodge,  was  a 32nd 
degree  Mason,  and  a Shriner. 

Survivors  include  his  wife,  Mary  Selden 
Redditt  Windham,  Tyler;  a son,  Burke 
Windham,  Houston;  a daughter,  Mrs.  John 
Wallace,  Fort  Worth;  a sister,  Mrs.  W.  A. 
Pounds,  Sr.,  Tyler;  and  six  grandchildren. 

Dr.  R.  B.  Giles,  Sr. 

Dr.  Robert  Byron  Giles,  Sr.,  Dallas  intern- 
ist, died  Oct  13,  1974  following  a lengthy 
illness.  He  was  86  years  old. 

Born  in  Alba,  Tex,  Dr.  Giles  attended  The 
University  of  Texas  at  Austin  and  received 
his  MD  degree  from  the  university’s  medi- 
cal school  in  Galveston  in  1917.  He  spent 
two  years  training  on  the  medical  service 
of  New  York  Hospital’s  Columbia  division. 
The  physician  returned  to  Dallas  in  1919 
to  set  up  practice.  He  pioneered  many  in- 
ternal medicine  techniques,  and  had  treat- 
ed three  generations  of  many  Dallas 
families. 

Professional  memberships  included  the 
Dallas  County  Medical  Society  and  the 
American  Medical  Association.  Dr.  Giles 
was  also  a member  of  Phi  Beta  Pi  medical 
fraternity,  and  the  American  College  of 
Chest  Physicians,  and  the  Association  of 
Life  Insurance  Medical  Directors  of 
America  and  Texas. 

Surviving  the  specialist  are  his  wife,  Freda 
Kroger  Giles,  Dallas;  a son  Dr.  Robert  B. 


Giles,  Jr.,  Dallas;  three  daughters,  Mrs. 

H.  Eustis  Reily,  New  Orleans,  and  Mrs. 
Arch  P.  Kimbrough  and  Mrs.  James  L. 
Baldwin,  both  of  Dallas;  two  brothers,  Lt 
Gen  Barney  M.  Giles,  and  Maj  Gen  Ben- 
jamin F.  Giles,  both  of  San  Antonio. 

Dr.  T.  G.  Gleghorn 

Dr.  Tom  G.  Gleghorn,  34-year-old  Tyler 
pediatrician,  died  Oct  13, 1974. 

Born  in  Dallas,  Dr.  Gleghorn  graduated 
from  The  University  of  Texas  Southwestern 
Medical  School  at  Dallas  in  1966.  He  serv- 
ed an  internship  and  residency  in  pedia- 
trics at  Childrens  Medical  Center  in  Dallas. 
He  had  been  practicing  in  Tyler  approxi- 
mately three  years  at  the  time  of  his 
death. 

Dr.  Gleghorn’s  professional  memberships 
included  the  Smith  County  Medical  Society 
and  the  American  Medical  Association. 

He  is  survived  by  his  parents,  Mr.  and  Mrs. 
T.  G.  Gleghorn,  Euless;  a sister,  Mrs.  Betty 
Sheppard,  Euless;  and  a grandmother, 

Mrs.  Effie  Gleghorn,  Grapevine. 

Dr.  J.  D.  Copeland 

Irving  otolaryngologist.  Dr.  Jerald  Dion 
Copeland,  died  Oct  11,  1974  in  Dallas. 

The  40-year-old  Kilgore  native  received  his 
medical  education  from  The  University  of 
Texas  Medical  Branch  at  Galveston.  He  in- 
terned at  the  Valley  Forge  Army  Hospital, 
Phoenixville,  Pa,  and  held  a residency  at 
Northwestern  University  Medical  School, 
Chicago,  from  1962  to  1966.  Upon  com- 
pletion of  his  training,  he  entered  private 
practice  in  Irving. 

Dr.  Copeland’s  military  service  from  1958 
to  1962  included  three  years  of  duty  in 
France. 

The  physician  was  a member  of  the  Dallas 
County  Medical  Society  and  the  American 
Medical  Association. 

He  is  survived  by  his  wife,  Mary  Stiernberg 
Copeland,  Irving;  a son  David  Copeland, 
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Irving:  two  daughters,  Tierni  Copeland  and 
Dion  Copeland,  both  of  Irving;  a brother, 
John  W.  Copeland,  Pittsburgh,  Pa;  and  his 
parents,  Mr.  and  Mrs.  John  D.  Copeland, 
Fort  Worth. 

Dr.  J.  A.  Guilbeau,  Jr. 

Dr.  Joseph  Allen  Guilbeau,  Jr.,  50-year-old 
Victoria  practitioner,  died  Oct  1,  1974. 

The  obstetrician-gynecologist  graduated 
from  Tulane  Medical  School  in  1947.  His 
postgraduate  training  included  an  intern- 
shipat  Johns  Hopkins  Hospital,  1947- 
1948;  a fellowship.  University  of  Maryland 
School  of  Medicine,  1948-1949;  assistant 
resident,  Johns  Hopkins  Hospital,  1949- 
1950;  and  assistant  resident,  Emory  Uni- 
versity School  of  Medicine,  Atlanta.  Dr. 
Guilbeau  had  resided  in  Victoria  19  years 
atthetimeof  his  death. 

Professional  memberships  included  the 
San  Patricio-Aransas-Refugio  Counties 
Medical  Society  and  the  American  Medical 
Association. 

Dr,  Guilbeau  is  survived  by  his  wife,  Mil- 
dred McSween  Guilbeau,  Victoria;  two 
daughters,  Mrs.  Deborah  Holbert,  Victoria, 
and  Mrs.  Charlotte  Cox,  Corpus  Christi;  a 
son,  Joseph  A.  Guilbeau  III,  San  Diego, 
Calif;  his  parents,  Mr.  and  Mrs.  Joseph  A. 
Guilbeau,  Sr.,  Matagorda;  and  a grand- 
child. 

Dr.  A.  T.  Braithwaite 

Dr.  Alfred  Theophilus  Braithwaite  of  Waco 
died  Sept  30, 1974  at  the  age  of  76. 

Born  in  British  Guiana,  Dr.  Braithwaite  was 
educated  in  New  York  City  high  schools.  He 
received  a BS  degree  from  the  College  of 
the  City  of  New  York  in  1931  and  an  MD 
degree  from  Meharry  Medical  College  in 
Nashville  in  1936.  Followingan  internship 
at  George  Hubbard  Hospital  in  Nashville, 
the  physician  moved  to  Waco  where  he 
practiced  until  his  death. 

Dr.  Braithwaite’s  professional  member- 


ships included  the  McLennan  County  Medi- 
cal Society  and  the  American  Medical  As- 
sociation. He  was  also  active  in  civic  and 
church  affairs. 

The  physician  is  survived  by  his  wife,  Annie 
Bell  Braithwaite,  Waco;  one  son,  Ronald 
Braithwaite,  Brooklyn,  NY;  an  adopted 
daughter,  Mrs.  Jacquelyn  Alexander,  San 
Antonio;  a sister,  Mrs.  Amy  Downer,  New 
York  City;  two  step-daughters,  Mrs.  Loyce 
Cawthon,  Waco,  and  Mrs.  Velma  Harris, 
Seattle:  seven  grandchildren;  two  great- 
grandchildren; and  several  nieces  and 
nephews. 

Dr.  G.  C.  Wallace,  Jr. 

Pasadena  radiologist.  Dr.  Grover  Cleveland 
Wallace,  Jr.,  died  Sept  29,  1974. 

Dr.  Wallace  was  born  Aug  15,  1922  in  Odd, 
WVa.  The  physician  was  a graduate  of  the 
University  of  Tennessee  medical  school  in 
Memphis,  receiving  an  MD  degree  in  1949. 
He  interned  at  Charleston  General  Hospital 
in  Charleston,  WVa  from  1949-1950.  Dr. 
Wallace  served  in  the  US  Navy  in  World 
Warn  andtheUSAirForceduringthe 
Korean  War.  He  practiced  briefly  in  Galena 
Park  prior  to  moving  to  Pasadena.  Dr. 
Wallace  entered  a radiology  residency  at 
Hermann  Hospital  in  1958.  Upon  comple- 
tion of  the  residency,  he  joined  the  staff  of 
Pasadena  Bayshore  Hospital  where  he  was 
director  of  radiology  from  1962  until  his 
death. 

Dr.  Wallace’s  professional  memberships 
include  the  Harris  County  Medical  Society, 
the  American  Medical  Association,  and  the 
American  College  of  Radiologists.  He  was 
also  a member  of  the  Honorable  Order  of 
Kentucky  Colonels. 

Dr.  Wallace  is  survived  by  his  wife,  Evelyn 
Bayly  Wallace,  Pasadena;  one  daughter, 
Sandra  Lee  Pearson,  Colorado  Springs;  a 
son,  Steven  P.  Wallace,  Houston;  his 
mother,  Mrs.  Ada  Wallace,  Beckley,  WVa; 
sisters,  Lorenia  Wallace  and  Mrs.  Cleve 
Meadows,  both  of  Beckley,  WVa,  Mrs.  Rob- 
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ert  Burnam,  Charleston,  WVa,  and  Mrs. 
Earl  Martin,  Pasadena;  brothers,  Orville 
Wallace,  Pasadena,  and  Harry  Wallace, 
Odd,  WVa;  and  numerous  nieces  and 
nephews. 

Dr.  H.  A.  Wood 

Dr.  Harold  Arthur  Wood,  Longview  sur- 
geon, died  Sept  26,  1974  in  Galveston.  He 
was  48  years  old. 

Dr.  Wood  was  born  in  Pine  Bluff,  Ark.  He 
held  a BS  degree  from  William  Jewell  Col- 
lege, Liberty,  Mo,  and  an  MD  degree  from 
the  University  of  Arkansas  Medical  School, 
Little  Rock.  He  served  an  internship  and 
residencies  in  medicine  and  surgery  at 
University  Hospital,  Birmingham,  Ala.  Dr. 
Wood  had  practiced  in  Longview  since 
1959. 

He  was  a member  of  the  Gregg  County 
Medical  Society  and  American  College  of 
Chest  Physicians.  He  was  also  a fellow  of 
the  American  College  of  Surgery. 

Surviving  the  physician  are  his  wife,  Bever- 
ly Anne  Becker  Wood,  Longview;  three 
daughters,  Anne  Louise  Wood,  Rebecca 
Cothran  Wood,  and  Mary  Elizabeth  Wood, 
Longview;  two  sons,  Mark  Jackson  Wood 
and  Paul  Corey  Wood,  Longview;  his  father 
and  step-mother,  Mr.  and  Mrs.  Harold 
Wood,  El  Dorado,  Ark;  a sister,  Mrs.  Wil- 
liam M.  Marks,  Houston;  a niece,  a 
nephew,  and  four  aunts. 

Dr.  M.  S.  Seely 

Dr.  Marcus  Stuart  Seely,  retired  Dallas 
general  practitioner,  died  Sept  8,  1974.  He 
was  85  years  old. 

A native  of  Wortham,  Tex,  Dr.  Seely  receiv- 
ed an  MD  degree  in  1913  from  Baylor  Uni- 
versity College  of  Medicine.  He  held  an  in- 
ternship at  the  Baptist  Sanitarium  in  Dal- 
las (now  Baylor  University  Medical  Cen- 
ter), and  also  served  a residency  at  the 
Mercy  Hospital  in  Chicago.  He  began  pri- 


vate practice  in  Dallas  in  1920  following 
service  in  the  US  Army  Medical  Corps  dur- 
ing World  War  I. 

The  physician  was  an  honorary  member  of 
the  Dallas  County  Medical  Society,  and  the 
American  Medical  Association.  He  was  a 
charter  member  of  the  American  Academy 
of  General  Practice  (now  the  American 
Academy  of  Family  Physicians),  a life 
member  of  the  Dallas  Southern  Clinical 
Society,  and  a member  of  Kappa  Psi  Fra- 
ternity (now Theta  Kappa  Psi). 

The  physician  was  followed  in  death  by  his 
widow,  Louise  Berwick  Seely,  Sept  26, 
1974.  Survivors  include  three  daughters, 
Mrs.  John  Felker,  Alameda,  Calif,  Mrs. 
James  D.  Conlon,  Midlothian,  Tex,  and 
Mrs.  Thad  Neal,  Fort  Worth;  a brother, 
Roger  Seely,  Wortham;  and  a sister,  Mrs. 
Emma  Thiele,  Dallas. 

Dr.  A.  D.  Carson 

Long-time  Big  Spring  physician.  Dr.  Arch 
D.  Carson,  died  Aug  29,  1974. 

Born  in  Floydada,  Tex,  Dr.  Carson  was  a 
graduate  of  Howard  Payne  College.  At  the 
age  of  41  he  was  admitted  to  The  Univer- 
sity of  Texas  Southwestern  Medical  School 
and  subsequently  earned  his  MD  degree  in 
1948.  Following  an  internship  at  Denver 
General  Hospital  he  returned  to  Big  Spring 
to  be  associated  with  Cowper  Clinic  and 
Hospital. 

Dr.  Carson  was  a past  president  of  the 
Howard  County  Medical  Society  and  a 
memberof  the  American  Medical 
Association. 

Dr.  Carson  is  survived  by  his  wife.  Celeste 
Moore  Carson,  Big  Spring;  a daughter, 

Mrs.  Denny  Marsalis,  Abilene;  two  broth- 
ers, R.  K.  Carson,  Corpus  Christi,  and  Wil- 
liam F.  Carson,  Sweetwater;  two  sisters, 
Mrs.  Herman  Koontz,  Dallas,  and  Mrs. 
George  Glover,  San  Angelo;  and  two  grand- 
children, Carolyn  and  Mike  Marsalis, 
Abilene. 
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surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 
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It  always  happens  so  fast. 

And,  this  time,  you’re 
right.  It  did  happen  to  “the 
other  guy.” 

You  know:  The  guy  who 
wouldn’t  hurt  a fly,  turn 
down  a friendly  drink— or 
take  a cab  home  instead  of 
driving.  A nice  guy  who’d 
now  and  then  smoke  in  bed, 
maybe  swim  out  a little  too 
far,  sometimes  hurry  a 
little  down  the  stairs. 

We  know  you  knew  him. 
And  that  you’ll  miss  him. 

We  just  don’t  want  you  to 
join  him. 

“Oops”  is  a pitiful 
epitaph. 


National 


Safety , 
Council 


If  you  don’t  like 
thinking  about  safety, 
think  where  you’d  be 
without  it. 


A reminder  from  the  National 
Safety  Council.  A non-profit, 
non-governmental  public 
service  organization.  Our  only 
goal  is  a safer  America. 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
trom  a purified  extract  of  frozen  hog  thyroid.  It  con- 
tains the  known  calorigenically  active  components. 
Sodium  Levothyroxine  (T4)  and  Sodium  Liothyro- 
nine  (T3).  Proloid  (thyroglobulin)  conforms  to  the 
primary  USP  specifications  for  desiccated  thyroid— 
for  iodine  based  on  chemical  assay— and  is  also 
biologically  assayed  and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the  So- 
dium Levothyroxine  and  Sodium  Liothyronine  con- 
tent of  Proloid  (thyroglobulin)  is  routinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglobulin) 
is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored  at 
usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid  re- 
placement therapy  for  conditions  of  inadequafe  en- 
dogenous thyroid  production:  e.g.,  cretinism  and 
myxedema.  Replacement  therapy  will  be  effective 
only  in  manifestations  of  hypothyroidism. 

In  simple  (nontoxic)  goiter.  Proloid  (thyroglobu- 
lin) may  be  tried  therapeutically,  in  nonemergency 
situations,  in  an  attempt  to  reduce  the  size  of  such 
goiters. 

Contraindication.  Thyroid  preparations  are  contra- 
indicated in  the  presence  of  uncorrected  adrenal 
insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used  in  the 
presence  of  cardiovascular  disease  unless  thyroid- 
replacement  therapy  is  clearly  indicated.  If  the  lat- 
ter exists,  low  doses  should  be  instituted  beginning 
at  0.5  to  1.0  grain  (32  to  64  mg)  and  increased  by 
the  same  amount  in  increments  at  two-week  inter- 
vals This  demands  careful  clinical  judgment 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  adminis- 
tered. If  hypopituitarism  is  present,  the  adrenal  de- 
ficiency must  be  corrected  prior  to  starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to  thy- 
roid and  dosage  should  be  started  at  a very  low 
level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations  this 
drug  will  alter  results  of  fhyroid  function  tests. 
Adverse  Reactions.  Overdosage  or  too  rapid  in- 
crease in  dosage  may  result  in  signs  and  symptoms 
of  hyperthyroidism,  such  as  menstrual  irregulari- 
ties. nervousness,  cardiac  arrhythmias,  and  angina 
pectoris. 

Dosage  and  Administration.  Optimal  dosage  is 
usually  determined  by  the  patient's  clinical  re- 
sponse. Confirmatory  tests  include  BMR,  T3'3tl 
resin  sponge  uptake.  T3'3i]  red  cell  uptake,  Thyro 
Binding  Index  (TBI),  and  Achilles  Tendon  Reflex 
Test.  Clinical  experience  has  shown  that  a normal 
FBI  (3.5-8  mcg/100  ml)  will  be  otttained  in  patients 
made  clinically  euthyroid  when  the  content  of  T4 
and  T3  is  adequate.  Dosage  should  be  started  in 
small  amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual  main- 
tenance dose  is  0.5  to  3.0  grains  (32  to  190  mg) 
daily. 

Instructions  for  Use.  The  following  conversion 
table  lists  the  approximate  equivalents  of  other 
thyroid  preparations  to  Proloid  (thyroglobulin)  when 
changing  medication  from  desiccated  thyroid,  T4 
(sodium  levothyroxine),  T3  (sodium  liothyronine),  or 
T4/T3  (liotrix). 


CONVERSION  TABLE 


Dose  of 
Proloid 
(thyro- 
globulin) 

Dose  of 
Desic- 
cated 
Thyroid 

Dose  of  Tu 
(sodium 
ievo- 

thyroxine) 

Dose  of  T3 
(sodium 
lio- 
thyronine) 

Dose  of  liotrix 
(T4/T3) 

1 grain 

1 grain 

01  mg 

25  meg 

1 ( 60  mcg/15  meg) 

2 grains 

2 grains 

0.2  mg 

50  meg 

it2  (120  mcg/30  meg) 

3 grains 

3 grains 

0.3  mg 

75  meg 

#3  (180  mcg/45  meg) 

4 grains 

4 grains 

0 4 mg 

100  meg 

5 grains 

5 grams 

0 5 mg 

125  meg 

In  changing  from  Thyroid  USP  to  Proloid  (thyro- 
globulin), substitute  the  equivalent  dose  of  Proloid 
(thyroglobulin).  Each  patient  may  still  require  fine 
adjustment  of  dosage  because  the  equivalents  are 
only  estimates. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  unusual 
bowel  motility.  Angina  pectoris  or  congestive  heart 
failure  may  be  induced  or  aggravated.  Shock  may 
develop.  Massive  overdosage  may  result  in  symp- 
toms resembling  thyroid  storm.  Chronic  excessive 
dosage  will  produce  the  signs  and  symptoms  of 
hyperthyroidism. 

(Treatment:  In  shock,  supportive  measures  should 
be  utilized.  Treatment  of  unrecognized  adrenal  in- 
sufficiency should  be  considered.) 

Supplied.  Vi  grain  tablefs  in  bottles  of  100  (N0047- 
0250-51)  and  1000  (N  0047-0250-60);  'h  grain  tab- 
lets in  bottles  of  100  (N 0047-0251 -51 ) and  1000  (N 
0047-0251-60):  scored  1 grain  tablets  in  bottles  of 
100  (N 0047-0252-51)  and  1000  (N 0047-0252-60) ; 
1 Vs  grain  tablets  in  bottles  of  100  (N  0047-0253-51) 
and  1000  (N  0047-0253-60):  scored  2 grain  tablets 
in  bottles  of  100  (N  0047-0257-51 );  3 grain  tablets 
in  bottles  of  100  (N  0047-0254-51 ) and  1000  (N 
0047-0254-60);  scored  5 grain  tablefs  in  bottles  of 
100  (N 0047-0255-51)  and  1000  (N 0047-0255-60). 
Full  information  is  available  on  request.  P-GP-51  4/c 

WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  N.J.  07950 


Improving  on  nature.. . 

■ ~ from  the  rough,  uncut  stone 

to  the  finished  gem 


In  thyroid  therapy  too... 

all  the  qualities  of  the  "natural"  with  the 

added  improvements  of  man... 


Proloid 

(thyroglobulin) 


natural  thyroid.. .but  uniquely  purified 
Devoid  of  any  glandular  debris, 
natural  thyroid.. .but  triply  standardized 
Standardized  chemically,  biologically, 
and  (at  intervals)  clinically,  for  consistent 
metabolic  activity  from  batch  to  batch, 
natural  thyroid... but  consistently  fresh 
Potency  undiminished  for  up  to  4 years 
under  proper  storage  conditions. 

It  all  adds  up  to  natural  thyroid  with  the 
added  improvements  of  man. 


Please  see  adjoining  column  for  brief  summary  of  prescribing  information. 


Now... 

antihypertensive  action 
at  the  vasomotor  centers 


in  the  brain 


(Based  on  animal  studies) 


Tablets  of  0.1  and  0.2  mg 


(clonidine 
hydrochloride)  £ 


> 4 5 1 1 ^ ^ ^ ^ ^ ^ ^ 


Central  action 

Catapres  appears  to  lower 
blood  pressure  through 
central  alpha-adrenergic 
stimulation,  as  shown  in 
animal  studies.  This  results 
in  diminution  — but  not 
blocking  — of  sympathetic 
outflow  from  cardioaccelera- 
tor  and  vasoconstrictor 
centers  in  the  medulla. 

^ Not  a “depleter”, 
“blocker”,  “inhibitor”  or 
“false  transmitter” 

Not  a rauwolf ia 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Normal  hemodynamic  responses  to  exercise 
are  unaffected 


Renal  blood  flow  and  glomerular  filtration  rate 
essentially  unchanged 


Mild  to  moderate  potency 


The  most  common  side  effects  are  dry  mouth,  drowsiness  and 
sedation.  These  generally  tend  to  diminish  with  continued  therapy. 
Other  potential  adverse  reactions  are  listed  in  the  Brief  Summary. 


K 

XBOEHRINGER/ 

\mGElHEII^ 

Boehringer  Ingelheim 

Boehringer  Ingelheim  Ltd. 
Elmsford,  New  York  10523 


Catapres^  (clonidlne  hydrochloride) 
Tablets  of  0.1  mg  and  0.2  mg 
Indication:  The  drug  is  indicated  in  the 
treatment  of  hypertension.  As  an  antihy- 
pertensive drug,  Catapres  (clonidine 
hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general 
treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed 
for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some 
patients  necessitating  a reevaluation  of 
therapy. 

Usage  in  Pregnancy:  In  view  of  embryo- 
toxic  findings  in  animals,  and  since  infor- 
mation on  possible  adverse  effects  in 
pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended 
in  women  who  are  or  may  become  preg- 
nant unless  the  potential  benefits  outweigh 
the  potential  risk  to  mother  and  fetus. 
Usage  in  Chiidren:  No  clinical  experience 
is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 
Precautions:  When  discontinuing  Catapres 
(clonidine  hydrochloride),  reduce  the  dose 
gradually  over  2 to  4 days  to  avoid  a pos- 
sible rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  dis- 
continue therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive 
encephalopathy  and  death  have  been  re- 
corded after  cessation  of  clonidine  hydro- 
chloride therapy.  A causal  relationship  has 
not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise 
in  blood  pressure,  should  it  occur,  can  be 
reversed  by  resumption  of  clonidine 
hydrochloride  therapy  or  by  intravenous 
phentolamine.  Patients  who  engage  in 
potentially  hazardous  activities,  such  as 
operating  machinery  or  driving  should  be 
advised  of  the  sedative  effect.  This  drug 
may  enhance  the  CNS-depressive  effects 
of  alcohol,  barbiturates  and  other  seda- 
tives. Like  any  other  agent  lowering  blood 
pressure,  clonidine  hydrochloride  should 
be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial 
infarction,  cerebrovascular  disease  or 
chronic  renal  failure. 

As  an  integral  part  of  their  overall  long- 
term care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive 
periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug- 
related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres,  in 


several  studies  the  drug  produced  a dose- 
dependent  increase  in  the  incidence  and 
severity  of  spontaneously  occurring  retinal 
degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common 
reactions  are  dry  mouth,  drowsiness  and 
sedation.  Constipation,  dizziness,  head- 
ache, and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish 
with  continued  therapy.  The  following  re- 
actions have  been  associated  with  the  drug, 
some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been 
established).  These  include:  Anorexia, 
malaise,  nausea,  vomiting,  parotid  pain, 
mild  transient  abnormalities  in  liver  func- 
tion tests:  one  report  of  possible  drug- 
induced  hepatitis  without  icterus  and 
hyperbilirubinemia  in  a patient  receiving 
clonidine  hydrochloride,  chlorthalidone 
and  papaverine  hydrochloride. 

Weight  gain,  transient  elevation  of  blood 
glucose,  or  serum  creatine  phospho- 
kinase;  congestive  heartfailure,  Raynaud’s 
phenomenon;  vivid  dreams  or  nightmares, 
insomnia,  other  behavioral  changes,  ner- 
vousness, restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic 
edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash, 
impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or 
burning  of  the  eyes,  dryness  of  the  nasal 
mucosa,  pallor,  gynecomastia,  weakly 
positive  Coombs’  test,  asymptomatic  elec- 
trocardiographic abnormalities  manifested 
as  Wenckebach  period  or  ventricular 
trigeminy. 

Overdosage:  Profound  hypotension,  weak- 
ness, somnolence,  diminished  or  absent 
reflexes  and  vomiting  followed  the  acci- 
dental ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from 
1 9 months  to  5 years  of  age.  Gastric  lavage 
and  administration  of  an  analeptic  and 
vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous 
doses  of  10  mg  at  30-minute  intervals 
usually  abolishes  all  effects  of  Catapres 
(clonidine  hydrochloride)  overdosage. 

How  Supplied:  Catapres,  brand  of  cloni- 
dine hydrochloride,  is  available  as  0.1  mg 
(tan)  and  0.2  mg  (orange)  oval,  single- 
scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full 
prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  GmbH 
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Simple 

dro^  water 
help  make 


COLACE'the 


I 

I 


♦ I 


GOLAGE 


most  widely  used 
stool  softener. 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation 


dioctyl  sodium  sulfosuccinate 


COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


Ill 


LABOR  ATO  R I E S 


COMMEMORATING 
200 YEARS 
OF  IRREGULAR 
AMERICANS 

CaseyJones  was  a bug  on 
punctuality— some  even  set 
their  watches  jDy  his 
train’s  whistle. 


Just  get  me  to  the  station  on  time.  For  200  years,  Americans  have  been 
in  a hurry.  But  somethings  just  don’t  happen  on  schedule- like  bowel 
movements  in  a constipated  patient.  And  for  200  years,  Americans  have  dealt 
with  this  problem  in  a variety  of  ways— and  with  varying  degrees  of  success. 

Now  there’s  Modane?  One  tablet  with  the  evening  meal  provides  comfortable 
laxation  in  the  morning. ..for  postoperative,  pregnant,  or  geriatric  patients. 
Because  it’s  reliabie.  Because  it’s  predictabie.  Because  it’s  gentle. 


MODANE 

LAXATIVE  TABLETS 


WAR  REIM -TEED 

PHARrvlACEUTICALS  INCORPORATED 

SUBSIDIARY  Of  ROHM  AMD  HAAS  COMRANV 
COLUMBUS.  OHIO  43815 
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The  Pseudo-ulcer 


LHcer-like  sviiiptonis: 
IK)  (kl.  })ath()logy 


X-ray  demonstrates  normal  stomach. 


Tile  paiient  is  com  inced  he  has  an  ulcer. 
Howei  er,  syinjiioins  are  not  (|uiLe  typical,  and 
x-ray  lindings  are  negative,  d hese  findings  and 
the  results  of  additional  diagnostic  procedures 
exclude  an  organic  basis  lor  the  patient’s  com- 
plaints. A diagnosis  of  “upper  f unctional  gastro- 
intestinal disorder’’  is  made,  which  is  supported 
by  the  fact  that  episodes  of  painf  ul  symptoms 
coincide  with  episodes  of  excessive  anxiety,  as 
indicated  by  the  history. 

It  may  be  useful  to  explain  to  the  patient  the 
mechanism  by  which  emotions  upset  normal 
G.l.  functioning,  resulting  in  hyjiersecretion  and 
hypermotility  and  thus  causing  such  symptoms  as 
nausea  and  epigastric  pain.  In  upjier  functional 
gastrointestinal  disorclers,  counseling  by  the 
primary  physician  can  often  help  the  patient 
understand  howexcessi\'e  anxiety  may  cause 
flare-ups  of  G.l.  symptoms. 

\ disproportionate  number  of  patients  seen 
by  the  general  practitioner  sufter  from  func- 
tional disorders,  as  do  more  than  half  of  those 
seen  by  the  gastroenterologist.*  Wdiere  milder 
cases  may  respond  to  counseling  alone,  it  symp- 
toms are  severe  and  disabling  to  any  degree,  a 
suitable  regimen  may  include  medication  to  re- 
duce the  symptoms  and  the  excessive  anxiety 
that  often  pro\  okes  these  distressing  symptoms. 

In  these  cases,  Librax  as  an  adjunct  can 
greatly  contribute  to  the  course  of  therapy.  Its 
(Itial  action  can  offer  relief  of  both  jjainfnf  symp- 
toms and  excessive  anxiety,  because  each  capsule 
contains  5 mg  chlordia/ej)oxide  HCl  and  2.5  mg 
clidinium  lir.  The  antianxiety  action  of 
Librium®  (chlordiazepoxide  HCl)  makes  Librax 
exceptional  among  drugs  for  certain  gastrointes- 
tinal disorders  associated  with  excessive  anxiety; 
the  clidinium  bromide  (Quarzan^^^  ) component 
furnishes  dependable  antisecretory-antispasmodic 
action.  Dosage  is  flexible:  it  may  be  adjusted 
according  to  your  patient’s  recpiirements  within 
the  range  of  1 or  2 capsules  three  or  four  times 
daily,  up  to  8 capsules  daily  in  divided  doses. 

Please  consult  the  complete  product  information 
regarding  precautions  and  adverse  reactions. 

*Rome  tip.  Braniiick  TL:  Orientation  and  mechanism  of 
functional  disorders;  clinicophvsiologic  correlation,  chap.  13.“!, 
in  Gastroenterology,  edited  Irv  Rockns  HI,.  Philadelphia,  W.  B. 
Saunders  Ciompanv.  1 Wr>.  p.  1 I Ifi. 


An  adjunct  in  anxietv -related 
ui)i)er  functional  G.l.  disorders 


Librax* 

Each  capsule  contains  5 mg  chlordiazc|)o\ide  HCl 
and  2.5  mg  clidiidum  Br. 


Please  see  summary  of  product  information  on  following  page. 
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An  adjunct  in  anxiet\'-related 
upper  functional  G.I.  disorders 

Librax’ 

Each  capsule  contains  5 ing  chlordiazepoxide  HCl 
and  2.5  mgclidinium  Br. 


Initial  therapy 

The  initial  prescription  allows 
evaluation  of  patient  response  to 
therapy. 


Follow-up  therapy 

Follow-up  therapy. with  a pre- 
scription for  2 to  3 weeks’  medica- 
tion usually  helps  maintain 
patient  gains. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 

Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  {e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures 


necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established  clinically. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  consti- 
pation, extrapyramidal  symptoms,  increased  and  decreased  libido 
—all  infrequent  and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported  with  Librax  are 
typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/ or  low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (Quarzan’^  "'  )— bottles  of  100  and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  InC. 

Nutley.  New  Jersey  07110 
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TEXAS  MEDICINE 


A FULL  SERVLCE  PSYCHLA  TRIE  HOSPITAL 

With  separate  comprehensive  units  for  adults  and  adolescents 


COMPREHENSIVE  mental  health 
services  for  the  treatment  of  all  types 
of  emotional  disorders,  with  separate 
facilities  for  adults  and  adolescents. 


AN  OPEN  STAFF  42-bed  fully 
equipped  private  psychiatric  hospital. 


LICENSE  D BY  Texas  State  Department 
of  Mental  Health  and  Mental  Retardation. 


ACCREDITED  BY  Joint  Commission  on 
Accreditation  of  Hospitals;  Medicare 
certified  and  CHAMPUS  approved 


OFFERING 


Biological  Treatments 
Psychopharmacotherapy 
Individual  and  Family  Therapy 
Drug  and  Alcohol  Rehabilitation 
Therapeutic  Community 
(Milieu  Therapy] 

Psychosomatic  and  Geriatric  Research 
Psychodrama  and  Movement  Therapy 
Psychological  Testing  and 
Neurological  Evaluations 
Job  Rehabilitation  and 
Vocational  Counseling 
Crisis  Intervention  and 

Psychiatric  Emergency  Services 
Group  Psychotherapy;  Including  Transac- 
tional Analysis  and  Gestalt  Techniques 


Psychiatric  lr|Stitu[e  of  fort  Worthj 


815  Eighth  Avenue 


Fort  Worth,  Texas  76104 


Phone  817-335-1400 


J.  Paul  Smith 
Administrator 


Virgil  M.  Cox,  Jr.,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


James  D.  Malone,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


Blaine  E.  McLaughlin,  M.D. 
F.A.P.A.,  F.A.C.P.,  Diplomate, 
American  Board  of  Psychiatry 
and  Neurology 


Richard  D.  Yentis,  M.D. 
F.A.A.C.P.;  Diplomate, 
American  Board  of 
Psychiatry  and  Neurology 


THE  DIAGNOSTIC  CLINIC  OF  SAN  ANTONIO,  P.A. 

4647  MEDICAL  DRIVE  SAN  ANTONIO,  TEXAS  78284 


JIM  O.  BAUER,  M.D. 
Gastroenterology 

RAYMOND  S.  BORSHEIM,  M.D, 
Internal  Medicine 

JAMES  I.  COUGHLIN,  M.D. 
Nephrology 

JAMES  M.  DUNCAN,  M.D. 
Gastroenterology 

DERMATOLOGY 

ARTHUR  W.  RICHARDSON,  M.D. 

RADIOLOGY 
JOSE  M.  CHAO,  M.D. 


INTERNAL  MEDICINE 

BERNARD  T.  FEIN,  M.D. 

Allergy  - Immunology 

LEOPOLDO  LAPUERTA,  M.D. 
Chest  Diseases 

CHARLES  J.  LERNER,  M.D. 
Infectious  Diseases 

CHARLES  H.  MIMS,  M.D. 
Oncology 

NEUROLOGY 

MORRIS  H.  LAMPERT,  M.D. 
MICHAEL  ZUFLACHT,  M.D. 


JAMES  D.  O’KEEFE,  M.D. 
Cardiology 

JAMES  R.  O’NEILL,  M.D. 
Cardiology 

BARRY  A.  PORTNOY,  M.D. 
Hematology 

SYDNEY  SCHIFFER,  M.D. 

Diabetes  • Endocrinology 

PSYCHIATRY 

WILLIAM  B.  DONOVAN,  M.D. 
WILLIARD  C.  SCHWARTZ,  M.D. 

WHEELER  E.  LAIRD,  Administrator 
(512)  696-5420 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D..  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


• DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.A.C.R. 
Jack  G.  Brooks,  M.D.,  M.A.C.R. 

James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Warren  L.  McFarland,  M.D.,  M.A.C.R. 


Preston  W.  Nash,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 
J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices: 

100  Medical  Tower  Bldg.  — 336-8681  800  Eighth  Avenue  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 
2700  Tibbets,  Bedford,  Texas  76021  — 283-5363 
801  W.  Road  To  Six  Flags,  Arlington,  Texas  76012  — 274-3319 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery; 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd.  M.D. 

J.  C.  Rucker,  M.D. 

R.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  D.  Crawford,  M.D. 

R.  W.  Baggett.  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

M.  L.  Gray,  M.D. 

Orthopedic  Surgery: 

Mary  A.  Bone,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong,  M.D. 

Radiology  and  Radioactive  Isotopes: 

D.  B.  Turner,  M.D. 

L.  W.  Ralston,  M.D. 

Urology: 

G,  T.  Kimmel,  M.D. 

J.  W.  Fischer,  M.D. 

H.  F.  Rives,  M.D. 

Pathology: 

J.  G.  Casey 

Harbert  Davenport,  Jr.,  M.D. 

Business  Manager  of  Travis  Clinic 

Anesthesiology; 

S.  J.  Biltz 

W.  T.  Witt.  M.D. 

Adm  of  Travis  Clinic  Foundation 
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lexas  Physicians’  Directory 


Allergy 


Clinics 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Ailergy 
Dipiomate  American  Board  of  Ailergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 

HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.,  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D. 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.O.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Dipiomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Lawrence  G.  Thorne,  M.D. 

Theodore  J.  Haywood,  M.D.  K.  Venugopalan,  M.D. 

Orville  C.  Thomas,  M.D.  Joel  T.  Appleton,  M.D. 

Joseph  T.  Queng,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  713  661-1444 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE 
John  M.  Church,  M.D. 

Thomas  J.  Coleman,  M.D. 

Robert  R.  Dickey,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

John  E.  Johnson,  Jr.,  M.D. 

O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


HARRIS  HOSEN,  M.D.,  F.A.C.A. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


ALLERGY  AND  IMMUNOLOGY 


Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  883-7411 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

T.  L.  Glenn,  M.D. 

C.  L.  Vernor,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Phillip  Kassner,  M.D. 

OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S. 


ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

ADMINISTRATOR 

Gene  Hybner 

DIRECTOR  OF  NURSES 

Clinic — Pat  Parker 


CHARLES  A.  RUSH,  JR.,  M.D. 

Diplomate/American  Board  of  Allergy  & Immunology 

Northeast  Medical  & Surgical  Clinic  Association 
7601  Glenview  Drive,  Fort  Worth,  Texas  76118 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$10  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  in  which 
there  is  an  American  Medical  Association  recognized  specialty  board 
and/or  an  AMA  approved  residency  program.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or  cancellation 
should  be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month 
preceding  publication  month. 
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MEDICAL  AND  SURGICAL  CLINIC  ASSOCIATION 

1200  Summit  Avenue,  Fort  Worth,  Texas  817  338-4747 

GENERAL  SURGERY 

Robert  C.  Barker,  M.D.  *Thomas  E.  Simons,  M.D. 

*Henry  V.  Birdwell,  Jr.,  M.D. 

*Diplomate  of  American  Board  of  Surgery 

INTERNAL  MEDICINE 

DIAGNOSIS 

*John  B.  Fershtand,  M.D.  *James  W.  Tunstili,  M.D. 

Edwin  B.  Wilson,  Jr.,  M.D.  Cornelius  C.  Davis,  M.D. 

PULMONARY  DISEASE 
M.  Ebadat  AM,  M.D. 

*Diplomate  of  American  Board  of  Medicine 

INDUSTRIAL  MEDICINE 
Mark  N.  Hattarki,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE  CONSULTANTS 
*Harry  W.  Banker,  M.D.  *Samuel  Jagoda,  Jr.,  M.D. 

*E.  E.  Holt,  M.D.  Samuel  Jagoda,  M.D. 

*Diplomate  of  American  Board  of  Radiology 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 


PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 

ADMINISTRATOR 
Bryan  Charles 


Duodenoscopy 
Colonoscopy 
Colonoscopic  Snare 
Polypectomy 
Arteriography 
Treadmill  Stress  Testing 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


C.  H.  "Ham"  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.  D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 
R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 
Ernesto  Infante,  M.D. 


ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 


PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed.  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 
General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 

901  Main  Street,  Big  Spring,  Texas  79720,  Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 

GENERAL  SURGERY 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
J.  E.  Mathews,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

B.  Williams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 


CONSULTANTS  IN  PATHOLOGY 
OBSTETRICS  AND  GYNECOLOGY  Jarrett  E.  Williams,  M.D. 

M.  A.  Porter,  M.D.  B.  B.  Trotter,  M.D. 

J.  W.  Kuykendall,  M.D.  ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charles  N.  Butts,  Asst.  Clinic  Manager 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 


Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


Do  your  Patients 
understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an 
invitation  for  patients  to  discuss  medical 
costs  with  you.  It  shows  you  care  and  helps 
prevent  doctor-patient  misunderstanding. 

Send  $2.40  to:  Order  Department,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  III.  60610. 
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Colon  & Rectal  Surgery 


Dermatology 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


SOMMAI  SEHAPAYAK  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 
Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


Texas  Medical  Association 
108th  Annual  Session 

May  1-4,  1975 

San  Antonio,  Texas 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


JOHN  C.  WILKINSON,  M.D.,  P.A. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


GERALD  A.  CASID,  M.D. 

Dermatology  and  Hair  Transplantation 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  272-5451 


TEXAS  MEDICINE  regularly  lists  highlights  of  more 
than  100  Texas  and  national  meetings.  It  is,  in  fact, 
the  only  major  source  of  medical  meeting  information 
in  the  state.  Keep  informed  by  being  a regular  reader 
of  the  “COMING  MEETINGS”  section. 


TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies 
under  the  Keogh  Act  and  is  approved  by  IRS.  For 
full  information,  write:  TMA  Members'  Retirement 
Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Eye,  Ear,  Nose,  Throat 

General  Surgery 

DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 

CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D...  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  Mehdiabadi,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

Family  & General  Practice 

BURT  B.  SMITH  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-lntestinai  Surgery 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.- 
GENE  V.  HAVERLAH,  M.D. 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 

Nederland,  Texas  77627 

Tel.  (713)  722-0481 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 

Telephone  915  533-2508 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.- 

*Diplomate  American  Board  of  Family  Practice 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

Alfred  V.  Persson,  M.D.,  F.A.C.S. 

Gastroenterology 

DRS.  THOMPSON,  PATMAN  & PERSSON 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dalias,  Texas  75204,  824-7280 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

PLAN  NOW  TO  ATTEND  THESE  MEETINGS 

Herbert  A.  Bailey,  MD. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

OF  THE  TEXAS  MEDICAL  ASSOCIATION: 

Considering  a new  practice  opportunity? 

Let  TMA  Help  You! 

108th  Annual  Session 

May  1-4, 1975  — San  Antonio 

We  will  circulate  your  biographical  sketch 
and  job  preferences  to  communities  and  to 
medical  groups  looking  for  associates.  No 

Conference  on  Practice  Management 

October  4, 1975  — Austin 

service  fee  is  involved. 

Contact: 

Physician’s  Placement  Service 

Conference  on  Legislation 

January  17, 1976  — Austin 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Watch  future  issues  for  details. 
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Internal  Medicine 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


Neurological  Surgery 


JACK  STERN.  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805,  Dallas  Texas  75231,  363-8524 


Casey  E.  Patterson,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Tom  M.  Nash,  M.D.,  Deceased  Morris  Sanders,  M.D. 

Charles  W.  Simpson,  M.D.  Jack  Woolf,  M.D.,  Consultant 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology  and  Electrodiagnosis 

Allan  L.  Naarden,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 


Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In;  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecolog;y 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  Clayton,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Nuclear  Medicine  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

R.  S.  Ciayton,  M.D.  W.  R.  Beri^,  M.D. 

J.  E.  White,  M.D.  E.  D.  Seaman,  M.D. 

Diplomates,  American  Board  of  Nuclear  Medicine 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 

Administration:  Melvin  A.  Lyons,  B.A.,  R.T.,  M.S.H.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Obstetrics  & Gynecology 


HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology 

Colposcopy 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  817  335-4393 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D.,  F.A.C.S. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S. 

Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 

Jeffrey  D.  Lanier,  M.D. 

Maple  L.  Avery,  M.D.  


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas  


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 
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ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748.0958 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 

Parkway  Towers  Professional  Building,  150  West  Parker  Road, 

Houston,  Texas  77022,  691-3905 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

Robert  0.  Bateman,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St..  Suite  9.  Lubbock,  Texas  79410,  806  795-8261 

BRUCE  C.  TAYLOR,  M.D. 

Diseases  & Surgery  of  the  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
(214)  521-1153 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

6436  Fannin,  Suite  800,  Houston,  Texas  77025 
(713)  529-7321,  529-5828 

Orthopedic  Surgery 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 

CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853-7319 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
’Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 

Orthopedic  Surgery 

BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 

Dallas,  Texas  75214 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

1300  N.  Stanton  Street,  El  Paso  79902 

Telephone  915  544-3831 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 

ARTHUR  LORBER,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

515  South  Summit 

Fort  Worth,  Texas  76104 

Telephone  817  336-4019 

Ralph  E.  Donnell,  M.D. 

F.  (iarlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 

4849  W.  Lawther  Dr.,  Suite  101 

ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 
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Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM.  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


MEDICAL  CENTER  EAR,  NOSE  & THROAT 
ASSOCIATES 

W.  Leonard  Draper,  M.D.,  Otolaryngology,  Otology  and  Nasal  Allergy 
John  W.  Herndon,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 
Richard  M.  Turney,  M.O.,  Otolaryngology 

Jorge  A.  DeCardenas,  M.D.,  Otolaryngology  and  Micro-Laryngeal  Surgery 
Charles  A.  Van  Wart,  M.O.,  Otolaryngology,  Otology  and  Nasal  Plastic 
Surgery 

Melton  J.  Horwitz,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 

Diplomates  American  Board  of  Otolaryngology 

Olaf  Haug,  Ph.D. 

Paul  M.  Baccaro,  M.A. 

Joy  O’Neal,  M.F.A. 

Audiology,  Speech  Pathology,  Vestibular  Testing,  Hearing  Aid  Evaluation 

540  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77025,  713  524-8351 


Pathology 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Raul  M.  Gutierrez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology  I 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  Clayton,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

Diplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Melvin  A.  Lyons,  B.A.,  R.T.,  M.S.H.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES, 
PATHOLOGISTS 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


John  H.  Childers,  M.D.  E.  P.  Jenevein,  M.D. 

R.  R.  Rember,  M.D.  Garry  F.  Rust,  M.D. 

W.  L.  Crofford,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY,  Administrator 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

Villa  Rosa  Professional  Building 

2727  Babcock  Road,  Suite  F,  San  Antonio,  Texas  78229 


“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 
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Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Oiplomates  American  Board  of  Plastic  Surgery 
LAURENCE  E.  WOLF,  M.O. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 


JOHN  E.  CARTER,  M.D.,  P.A. 

Oiplomate  American  Board  of  Surgery 
Oiplomate  American  Board  of  Piastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Oiplomate  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dailas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231 
36»-6511 


Psychiatry 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Charles  W.  Bailey,  Jr.,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D.  ■ 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

Oiplomates  American  Board  of  Piastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 


CHARLES  B.  COVERT,  M.D. 

Psychiatry 

San  Feiipe  Green  Professional  Building 

1900  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 


H.  HARLAN  CRANK,  M.D.,  LFAPA, 

Member,  American  Psychoanalytic  Association 

announces  the  reiocation  of  his  office  for  the  restricted  practice  of 

Psychoanalysis  and  Psychiatry 

October  1,  1974 
By  appointment  only 

Office:  (512)  451-6116,  Res:  (512)  451-3526 
5511  Parkcrest,  Suite  202,  Austin,  Texas  78731 


SEAT  BELTS  DO  SAVE  LIVES— 
USE  THEM! 
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Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

’Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

Wayne  F.  Keller,  M.D. 

•Len  Dan  Kerr,  Jr.,  M.D. 

Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
’Gerald  Ratinov,  M.D. 

’Robert  M.  Gordon,  M.D. 

’Abe  Hauser,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

’Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

’Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
’Diplomate  American  Board  of  Psychiatry  and  Neurology 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 

Fort  Worth,  Texas  76104 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D.,  D.A.B.R. 

Thomas  V.  Hinkle,  M.D.,  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-M21 
Beaumont,  Texas 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  Clayton,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

R.  S.  Clayton,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D. 

Diplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Melvin  A.  Lyons,  B.A.,  R.T.,  M.S.H.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  5334477 


Rheumatology 


DON  E.  CHEATUM,  M.D. 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  8234151 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Richard  E.  Wood,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D.  Maruf  A.  Razzuk,  M.D. 

DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic,  Cardiac  and  Peripheral  Vascular  Surgery 

532  Medical  Plaza,  800  Eighth  Ave.,  Fort  Worth,  Texas  76104,  332-2720 


TMA  Physicians’  Placement  Service 

. . . Another  service  of  your  association 
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Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
EUGENE  R.  TODD,  M.D.,  DONALD  E.  JOHNSON,  M.D. 

& ASSOCIATES 

L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue  3434  Swiss  Avenue 

Dallas,  Texas  75246  Dallas,  Texas  75204 


THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Grant  F.  Begley,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532^8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  MCDONALD,  M.D. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 


DONALD  J.  NEESE,  M.D. 

DONALD  E.  FUERST,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713-521-9538 

400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713-332-2466 


VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


Present  your  ideas 
in  Texas  Medicine 

For  details  on  submitting  manuscripts, 
send  for  a copy  of  “Information  for  Authors.” 
Mrs.  Marilyn  Baker,  Managing  Editor 
TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


FOUR  POSTGRADUATE  COURSES 
WILL  BE  PRESENTED  AT  THE 
TMA  1975  ANNUAL  SESSION 

Sunday,  May  4 — 8 am  to  1 pm 
San  Antonio  Convention  Center 

Presented  by  the  AMA  Council  on  Scientific  Assem- 
bly, in  cooperation  with  the  Texas  Medical  Association 

Please  send  registration  coupon  and  check  by  April  14.  Your  ticket 
and  registration  materials  will  be  sent  on  April  21.  Course  tickets  re- 
quested after  the  deadline  can  be  picked  up  at  the  Postgraduate 
Registration  Desk  in  the  San  Antonio  Convention  Center. 

Course  choice  should  be  indicated  in  order  of  preference.  If  minimum 
course  registration  is  not  attained  for  your  first  choice,  or  if  the  course 
is  full,  one  of  your  alternate  choices  will  be  substituted. 

$50  course  fee,  payable  to  the  American  Medical  Association,  must 
accompany  your  registration.  An  additional  $15  is  required  of  non-AMA 
members.  Each  course  offers  five  hours  of  Category  I credit  toward 
the  AMA’s  Physician's  Recognition  Award. 


AMA/TMA  Postgraduate  Courses — May  4,  San  Antonio 

No.  Order 
of  Preference 


A.  Chronic  Obstructive  Lung  Disease  $50 

B.  Office  Orthopedics  $50 

C.  Basic  Electrocardiography  $50 

D.  Dermatology  for  Nondermatologists  $50 


Name_ 

Address. 


City/State/Zip _ 

Check  must  accompany  request  for  course,  payable  to  AMA. 
Mail  to: 


Circulation  and  Records  Dept. 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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Classified  Advertising 


Physicians  Wanted 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a four 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 50-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $36,000 
salary  for  first  year  and  full  partnershij)  after  one  or  two  years.  All 
office  expenses  paid.  Visiting  & relocation  expenses  paid.  Please  reply 
to  Ad-301,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS:  Average  earn- 
ings $46,000  with  guarantee.  Full  department  status.  Maintain  free  prac- 
tice of  medicine.  Work  for  patient  on  fee-for-service  basis.  Call  1-512-653- 
8221.  Apply  to  Ad-417,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
78701. 

WANTED:  PHYSICIAN  TO  JOIN  GENERAL  SURGEON  AND  GEN- 
ERAL PRACTITIONER  in  small  town.  Privately  owned  clinic  and  hos- 
pital combination.  Guarantee<l  salary.  Prefer  family  practice  specialist. 
For  additional  information,  please  contact  M.  A.  Childress,  M.I).,  P.O. 
Box  289,  Goldthwaite,  Texas  76844;  Phone  915-648-2212. 

FAMILY  PRACTICE,  with  two  other  family  practitioners.  Two  hospi- 
tals with  550  beds  within  fifteen  minute,  4 lane  drive.  Progressive  Cen- 
tral Texas  community  of  4,350  population.  Community  void  of  problems 
of  large  cities,  15  miles  to  Waco  (pop.  102,000);  100  miles  to  Dallas, 
Fort  Worth,  and  Austin.  Good  schools  (no  bussing),  churches,  country 
club  with  18  hole  golf  course,  three  nearby  lakes,  recreational  facilities. 
An  excellent  place  to  raise  a family.  New  associate  would  be  on  salary 
first  year;  partnership  in  association  later.  Exchange  calls  and  week- 
ends with  two  other  physicians.  Contact,  R.  Dean  Elliott,  Administrator, 
414  Johnson  Drive,  McGregor,  Texas  76657.  AC817-840-3281. 

A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  55,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3551,  at  501  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 

TEXAS.  SAN  ANTONIO:  EMERGENCY  PHYSICIANS  NEEDED  for 
new  group  serving  three  hospitals;  65,000  ER  visits  a year.  Fee-for-serv- 
ice. Departmental  status.  Past  earning  history  $48,000  plus  additional 
income  for  optional  participation  in  employee  health  service.  Write  or 
call  George  Pruett,  M.D.,  P.O.  Box  6530,  San  Antonio,  Texas  78209. 
Telephone  512-653-5356  or  512-222-0746. 

ENNIS,  ELLIS  COUNTY:  OPPORTUNITY  for  family  practice  in 
community  of  12,000.  serving  a trade  area  of  20,000.  Five  physicians  in 
town,  one  hospital.  65  beds,  open  staff,  35  miles  from  Dallas.  No  week- 
end E.  R,  call,  covered  by  hospital  based  physicians.  City  of  Ennis  em- 
ploying physicians  on  contract  basis,  office  supplied,  nurse  supplied, 
billing  provided,  group  hospitalization,  paid  vacation,  etc.  Contact  Ron- 
ald Hudspeth,  Administrator,  Ennis  Municipal  Hospital,  803  West  Lam- 
pasas,  Ennis,  Texas  75119. 


PEDIATRICIAN  TO  JOIN  three  board  certified  pediatric  group  in 
professional  association:  liberal  salary  and  fringe  benefits:  new  pediatric 
center  building  to  be  completed  in  October  is  located  next  to  teaching 
Children’s  Hospital;  beautiful  city  by  the  sea,  warm  year  round  climate, 
population  250,000.  For  details  write  Box  3154,  Corpus  Christi,  Texas 
78404. 


PHYSICIAN  OWNED  AND  MANAGED^  HOSPITAL,  168  beds,  has 
immediate  opening  for  two  general  practitioners  who  are  interest^  in 
practicing  in  a physician  oriented  community  with  guarante^  success. 
These  are  private  practice  opportunities.  Only  two  offices  remaining  in  a 
new  and  beautiful  medical  complex  next  to  the  hospital.  The  hospital 
will  insure  your  medical  success  by  offering  a six  months  cash  guarantee 
of  $6,000^  per  month  in  addition  to  six  months  free  rent.  This  is  a rare 
opportunity  for  general  practice  physicians  who  would  like  to  work  in  a 
GP  community.  Pasadena,  Texas  is  a progressive  city  of  100,000  located 
as  a suburb  of  Houston,  Texas,  near  the  Manned  Space  Craft  Center; 
medical  community  enjoys  high  per  capita  earnings,  open  staff  policies, 
and  unlimited  medical  opportunities.  For  additional  information  write  or 
call  Richard  Fly,  Pasadena  General  Hospital,  1004  Seymour,  Pasadena, 
Texas  77506.  Phone  713-473-1771. 

FP  OR  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
594-3595  for  Barnes,  Colwell  or  Cook. 

NEEDED  IMMEDIATELY:  FAMILY  PRACTITIONER.  The  communi- 
ty has  three  family  practitioners,  one  will  retire  shortly.  The  communi- 
ty and  surrounding  counties  serve  over  16,000.  The  hospital  has  77  beds 
and  JCAH  approved.  The  medical  community  is  harmonious  and  stable. 
Contact:  Edward  G.  Clark,  713-348-2631,  Madison  County  Hospital,  Box 
698,  Madisonville,  Texas  77864. 

PHYSICIANS  AND  PSYCHIATRISTS— general  practice,  pediatricians 
I and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $22,500  to  $29,600  with  usual 
state  benefits.  Texas  license  or  reciprocity  required.  Contact  the  Recruit- 
ing Specialist,  Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol 
Station,  Austin,  Texas  78711.  512-464-3761.  An  equal  opportunity/affir- 
mative action  employer. 

PSYCHIATRIC  RESIDENCY  in  approved  3-year  program.  Effective 
connections  with  universities,  medical  schools,  private  clinics,  and  com- 
munity centers.  Outstanding  faculty  and  programs.  Stipends  with  Texas 
license  are  $13,000,  $14,000,  and  $16,000  per  year.  In  addition,  now 
offering  residency  in  child  psychiatry.  For  full  information  write  to: 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  & Research,  Austin 
State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78751. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
adult  psychiatry  training.  Academic  program  in  child  development,  fami- 
ly therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psycho-pharmacology  and  ethology.  Basic  clinical  orientation  in 
child  development  with  intensive  individual  supervision  in  psychoanalytic 
and  eclectic  modalities,  and  pediatric  neurology.  Research  opportunities 
in  genetic  and  metabolic  disorders,  child  development,  linguistic  anthro- 
pology, community  services  and  other  fields.  Excellent  opportunities  in 
teaching,  administration,  inpatient  and  outpatient  clinical  programs. 
New  60-bed  inpatient  unit  for  children.  Liaison  with  graduate  schools, 
medical  school,  and  community  programs.  Stipends:  First  year,  $13,000; 
second  year,  $14,000;  third  year,  $16,000;  fourth  year,  $16,000.  Contact 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  & Research,  Austin 
State  Hospital,  4110  Guadalupe,  Austin,  Texas  78761.  

WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  grou^ 

East  Central  Texas.  New  joint  commission  approved  30  bed  hospital.  190 
nursing  home  beds.  Airport.  New  junior-senior  high  complex.  Railroad 
division  point.  Small  industry.  Primary  income  ranching.  Three  fishing 
lakes.  Deer,  quail,  dove  hunting.  Country  club.  No  initial  investment 
necessary.  Contact  Drs.  Gage,  Cox  or  Halbert,  316  Main  Street,  Teague, 
Texas  76860. 

BOARD  ELIGIBLE  PSYCHIATRIST  for  out-patient  clinic.  Gener^ 

physician  or  physician  with  special  interest  in  mental  retardation.  Liber- 
al vacation  and  sick  leave,  partial  payment  for  excellent  hospitalization 
and  life  insurance,  affiliation  with  Texas  Tech  University  Medical 
School.  Must  have  Texas  license.  Call  or  write  Preston  Harrison,  M.D., 
Superintendent,  P.O.  Box  231,  Big  Spring,  Tx  79720,  915-267-8216. 

INTERNIST-GENERAL  PRACTITIONER:  Clinic,  including  lab  and 
x-ray.  Join  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  subsequent  partnership  offered.  Contact  Ribelles 
Clinic  Association.  9801  Katy  Freeway,  Houston,  Texas  77024, 

GENERAL  SURGER"^,  FAMILY  PRACTICE  affluent  county  seat  farm 

community.  Good  schools,  churches,  hunting,  fishing,  unique  private 
country  club,  all  facilities.  Avoid  complexities  of  city.  Be  kind  to  yourself 
and  family.  Rear  children  in  peaceful,  small  town  atmosphere.  Enjoy 
being  part  of  total  community  activities.  28  bed  JCAH  hospital.  Please 
reply  to  Ad-541,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  or  phone  806-447-2521  collect. 

PSYCHIATRIST  OR  PHYSICIAN  INTERESTED  in  unique  psychiatric 
therapeutic  opportunity  as  program  chief  to  lead  mental  health  team  in 
adolescent,  geriatric,  behavior  modification,  forensic  or  general  psychiatry 
program.  Requires  motivation  and  ability  to  assume  responsibility,  exer- 
cise authority,  plan  and  direct  innovative  programs.  Beautiful  small  town 
living  near  metropolitan  areas,  many  colleges.  Housing  available.  Texas 
license  required.  Psychiatrist  $27,500-$30,000.  Physician  $24,000-$27,500. 
Immediate  openings.  Call  collect  or  write:  Robert  B.  Sheldon,  M.D.,  Super- 
intendent, Rusk  State  Hospital,  P.O.  Box  318,  Rusk,  Texas  75785. 
(214)  683-5481.  An  equal  employment  opportunity-affirmative  action 

employer. 

PHYSICIAN  WANTED  FOR  GENERAL  PRACTICE  in  fine  small  town 
within  easy  distance  of  three  large  cities.  Complete  hospital.  Office  space 
available.  Substantial  citizenry,  good  place  to  raise  children,  good  hunting 
and  fishing.  Hill  Country.  W.  Grote,  Administrator,  Mason  Memorial 
Hospital.  Box  207,  Mason.  Texas  76856.  (915)  347-6345. 

FACULTY  POSITION  AVAILABLE — The  University  of  Texas  Medical 
School  at  Houston  has  full-time  and  part-time  faculty  positions  in  family 
practice  open  to  board  eligible  or  board  certified  physicians  with  practice 
experience.  Duties  include  underprraduate  and  graduate  teaching  in  family 
m^icine  with  patient  care  supervision  in  Model  Office  and  in  hospital. 
Send  curriculum  vitae  to  Jack  Haley,  M.D.,  Program  Director,  Family 
Practice,  Memorial  Hospital  Central,  1100  Louisiana,  Houston,  Texas 
77002. 


PHYSICIANS  WANTED  for  care  of  mentally  retarded  at  Travis  State 
School,  Austin.  Texas  78767.  Salary  attractive.  Write  or  phone  the  Super- 
intendent or  Medical  Director,  P.O.  Box  430,  Austin,  Texas  78767;  Phone 
612-926-2410.  An  equal  opportunity  employer. 

POSITION  AVAILABLE:  Beginning  faculty  members.  Department  of 
Community  Medicine.  Specific  patient  care  responsibilities  in  student  and 
employee  health  services  with  emphasis  on  prospective  medicine  and  these 
health  maintenance  programs  as  teaching  and  research  models.  Salary 
competitive.  Inquire  Student  Health  Service,  c/o  Dean’s  Office.  The  Uni- 
versity of  Texas  Medical  School  at  Houston,  Texas  Medical  Center,  6400 
West  Cullen  Street,  Houston,  Texas  77025^ 

GENERAL  PRACTITIONER  WANTED  in  Poteet,  Texas,  25  minutes 
south  of  San  Antonio,  Texas.  Ten  minutes  to  the  nearest  hospital.  Area 
population  over  7,600.  Fully  equipped  clinic  for  two  doctors.  Rental 
$160  per  month,  per  doctor.  Sanctioned  by  county  medical  society. 
Phone  A.  A.  Hollub,  742-3315,  Poteet,  Texas,  or  Zola  Price,  742-3295, 
Poteet,  Texas  78065. 

FAMILY  PRACTICE  IN  AUSTIN:  Join  four  young  family  physicians 
in  space-sharing  Northwest  Clinic,  suburban  Austin.  6000  sq.  foot  mod- 
ern, well  equipped  office;  minimal  call:  no  administrative  problems: 
tailor  your  own  practice.  Surgery,  OB  & family  practice  residency 
teaching  all  available.  J.  L.  Kelly,  M.D.,  8010  Shoal  Creek,  Austin, 
Texas  78758.  512-464-2596. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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TEXAS— E.D.  PHYSICIANS— IMMEDIATE  POSITIONS:  Golden  Gulf 
Coast  area.  $66,000  minimum.  Malpractice,  life,  major-medical,  dis- 
ability. Sportsman’s  paradise!  Enjoy  year-round  outdoor  activities 
(fresh,  salt  water).  Educational,  cultural  opportunities.  Astrodome, 
NASA  nearby,  Houston  metropolitan  facilities.  Submit  resume:  GCEP, 
3326  Plainview,  Suite  7,  Pasadena,  Texas  77604.  713-943-1918. 

FACULTY  POSITION  IN  PSYCHIATRY  AVAILABLE— Texas  A&M 
University  is  currently  developing  a new  Program  in  Medical  Educa- 
tion.  'The  two-year  preclinical  course  of  instruction  will  be  presented 
primarily  on  the  TAMU  campus;  the  clinical  curriculum,  occupying  the 
3rd  and  4th  years,  will  utilize  the  faculty  and  facilities  of  the  Baylor 
College  of  Medicine  and  its  affiliated  hospitals  in  Houston  as  well  as 
the  Veterans  Administration  Center  and  the  Scott  and  White  Clinic 
and  Hospital  in  Temple,  Texas,  A program  director  for  psychiatry  and 
behaviors,!  science  is  needed.  Teaching  in  the  first  two  years  of  medical 
school  will  be  a major  responsibility.  Qualified  persons  are  invited  to 
make  application.  Letters  of  application  should  include  a resume  of 
pertinent  prior  experience  and  training  and  may  be  directed  to  James 
A.  Knight,  M.D.,  Dean  of  Medicine,  Texas  A&M  University,  College 
Station,  Texas  77843.  An  equal  opportunity  affirmative  action  employer. 

.^^^^*^^^L^^L0GIST  to  ASSOCIATE  in  clinical  general  eye  practice 
with  variety  of  case  material.  Desire  person  interested  in  phacoemulsifica- 
tion  and  photocon^lation  although  other  subspecialty  helpful.  Opportuni- 
^ fulfilling  interests  in  a variety  of  activities  in  and  out  of  medical 
field  in  this  geographical  area.  Send  curriculum  vitae  first  letter.  Please 
reply  to  Ad-664,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin  Texas 
78701. 

GENERAL  PRACTITIONER  NEEDED  for  solo  practice.  30  bed  hospi- 

tal: free  office  space  provided:  one  other  physician  on  staff.  Minimum 
annual  salary  guaranteed.  Excellent  public  school  system:  good  hunting 
and  fishing.  60  bed  rest  home  in  immediate  area.  Contact  Administrator, 
Throckmorton  County  Memorial  Hospital,  Box  487,  Throckmorton,  Texas 
76083:  817-849-2161  or  817-345-3206. 

URGENTLY  NEEDED  ONE  BOARD  ELIGIBLE  INTERNIST  and  two 
general  practitioners  or  family  practice  physicians  for  staff  positions  in 
a 336-bed  fully  accredited  general  medical  and  surgical  hospital  located  in 
the  beautiful  Texas  Hill  Country  only  65  miles  from  San  Antonio:  start- 
ing salary  determined  by  training  and  experience:  excellent  vacation  and 
sick  leave  benefits,  insurance,  retirement,  and  other  fringe  benefits 
Please  write  or  cal!  Chief  of  Staff,  VA  Hospital,  Kerrville,  Texas  78028: 
telephone  number  512-896-2020,  ext.  112.  An  equal  opportunity  employer, 

GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 

doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $18,000  to  $24,000  per  year  negotiable. 
City  has  population  of  6,000  with  trade  area  of  20,000  to  25,000.  Contact 
Chris  S.  Cruzcosa,  M.D.,  300  South  5th  Street,  Carrizo  Springs,  Texas 
78834.  512-876-5236. 

FAMILY  PRACTICE  TO  JOIN  two-man  family  practice  partnership. 

Salary  first  year  with  partnership  thereafter  if  mutually  agreeable. 
Friendly  community  of  6,000  within  17  minutes  of  two  hospitals  in  city 
of  100,000.  Please  reply  to  Erwin  F.  Soell,  M.D.  or  Earl  F.  Watson,  M,D,. 
P,0.  Box  578,  Iowa  Park,  Texas  76367. 

INTERNISTS  AND  FAMILY  PRACTICE  PHYSICIANS  WANTED  for 

East  Texas  city  of  25,000.  Excellent  facilities  available.  Best  recreational 
facilities  in  Texas  available  within  20  minute  drive.  Please  contact  Ad- 
667,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTmObL 
ERS  to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  J.  E.  Hogan,  M,D.,  Medical  Director, 
Malone  and  Hogan  Clinic,  901  Main  Street,  Big  Spring,  Texas  79720:  tele- 
phone 915-267-6361, 

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
in  the  department  with  all  new  facilities  in  hospital  and  clinic,  .1,  E, 
Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  901  Main 
Street,  Big  Spring,  Texas  79710:  telephone  915-267-6361. 

WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  J.  E.  Hogan,  M.D.,  Medical  Director,  Ma- 
lone and  Hogan  Clinic,  901  Main  Street,  Big  Spring,  Texas  79720:  tele- 
phone 916-267-6361. 

LUCUM  TENENS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa.  M.D.,  300 
South  6th  Street.  Carrizo  Springs,  Texas  78834.  512-876-5236. 

WANTED:  PHYSICIAN  INTERESTED  IN  FAMILY  PRACTICE.  To 
establish  practice  in  a city  with  a population  of  4,200  located  in  Central 
West  Texas,  near  Abilene  and  San  Angelo.  Immediate  work  available.  36 
bed  open  staff  self-supporting  hospital  and  two  extended  care  facilities. 
Economy  of  farming,  ranching,  oil  producing,  and  industries.  Contact 
Ballinger  Chamber  of  Commerce,  803  Hutchings  Avenue,  Ballinger, 
Texas  76821. 

PHYSICIANS  WANTED — Progressive  East  Texas.  Located  near  East 
Texas  metroplex.  Known  as  one  of  the  most  outstanding  recreation  areas 
in  southwest.  Medical  staff  and  community  very  cooperative  in  helping  to 
establish  your  practice.  Call  214-845-2281  or  write  Milton  Bolgiano,  Ad- 
ministrator, Gladewater  Municipal  Hospital,  Box  632,  Gladewater,  Texas 
75647. 

FAMILY  PRACTITIONER  for  town  7,000,  west  central  Texas.  Well 
equipped  office  available  across  street  from  50  bed  open  staff  excellent 
hospital.  Solo  or  in  association  with  another  family  practitioner.  Lucra- 
tive opportunity.  Reply  to  Ad-660,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

PHYSICIANS  WANTED:  FAMILY  PHYSICIAN  AND/OR  INTERN- 
IST,  with  interest  in  cardiology,  to  join  two  family  physicians.  New  open 
staff  hospital  being  built.  Three  ophthalmologists  and  one  ear,  nose  and 
throat  specialist  in  community.  Desire  to  build  specialty  group.  Oil  and 
gravel  industries,  Houston  shopping  centers  within  60  miles.  C.  I.  Shult, 
M.D..  1220  Bowie,  Columbus,  Texas  78934. 

BOARD  OR  BOARD  ELIGIBLE  FAMILY  PRACTITIONER  to  associ- 
ate with  a two  doctor  group.  West  Texas  city  of  20,000  located  in  the  cen- 
ter of  a prosperous  irrigated  agriculture  area.  45  minutes  from  new  Texas 
Tech  School  of  Medicine.  Sunshine:  excellent  schools:  friendly  people. 
Office  in  new  27  bed  JCAH  specialty  hospital-clinic  with  staff  member- 
ship in  new  150  bed  general  hospital.  Financial  arrangement  open  with 
unlimited  future.  Contact  E.  O.  Nichols.  Jr..  M.D.,  E.  O.  Nichols  Hospi- 
tal, Inc.,  715  Houston  Street,  Plainview,  Texas  79072.  Phone  806-296-7425. 


PHYSICIANS — 715  bed  hospital  with  active  medical,  surgical,  psychi- 
atric services,  is  in  need  of  an  internist,  urologist,  and  psychatrist,  pref- 
erably with  certification.  Excellent  consultation,  library,  and  continuing 
medical  education.  Close  affiliation  with  Scott  and  White  Hospital  in  edu- 
cation of  house  staff.  New  site  for  medical  school.  Salary  competitive, 
ample  vacation  and  sick  leave,  and  fringe  benefits.  Equal  employment 
opportunity  agency.  Apply  Chief  of  Staff,  VA  Center,  Temple,  Texas 
76501. 

WANTED:  TWO  PHYSICIANS.  One  internal  medicine  and  one  family 
practice  in  well  equipped  and  established  North  Dallas  Clinic,  prime  loca- 
tion. Clinic  has  both  heavy  private  practice  and  moderate  industrial  medi- 
cine practice.  All  ancillary  services  provided.  Guaranteed  take  home  in- 
come at  least  $40,000  per  year.  Please  reply  to  Ad-669,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

THE  UNIVERSITY  OF  TEXAS  HEALTH  SCIENCE  CENTER  AT  SAN 
ANTONIO,  TEXAS.  The  Department  of  Family  Practice  has  two  (2)  fac- 
ulty positions  open  for  immediate  occupancy  by  qualified  family  physi- 
cians. The  opportunities  include  participation  in  an  accredited  residency 
program,  teaching  responsibilities  in  the  undergraduate  curriculum  and 
involvement  in  direct  patient  care.  We  are  seeking  experienced  family 
practitioners  who  are  board  certified  or  eligible.  Salary  ranges  and  aca- 
demic rank  are  dependent  on  credentials  and  background.  Fringe  bene- 
fits are  liberal.  The  forty  (40)  hour  week  provides  the  opportunity  for 
an  excellent  family  life  style  in  a beautiful  city  and  teaching  institution. 
Write  or  call:  Herschel  L.  Douglas,  M.D.,  Chairman/Professor,  Depart- 
ment of  Family  Practice,  7703  Floyd  Curl  Drive,  San  Antonio,  Texas 
78284.  An  ^ual  opportunity /affirmative  action  employer. 

WANTED:  OB/GYN  PHYSICIANS  to  join  established  practice,  multi- 
specialty group.  Salary  Open.  If  compatible  association,  partnership  avail- 
able for  two  physicians  of  this  specialty.  Please  reply  to  Ad-668,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GP— BEFORE  YOU  DECIDE  ON  A LOCATION  to  practice,  invest  five 
minutes  of  your  time  in  a collect  phone  call  to  Gerald  Moore,  Adminis- 
trator, Lynn  County  Hospital  District,  Tahoka,  Texas:  806-998-4533.  We 
are  only  28  miles  from  Lubbock,  Texas. 

PHYSICIAN  OWNED,  MANAGED  HOSPITAL  HAS  IMMEDIATE 
private  practice  opportunities  because  of  expansion  in  the  following 
specialties:  anesthesiology,  internal  medicine,  orthopedic  surgery,  general 
surgery.  Success  in  your  practice  guaranteed  by  the  hospital  through  a 
guarantee  of  $5,000  per  month,  cash  collected  for  a period  of  six  months 
in  addition  to  six  months  free  rent  in  one  of  two  of  our  new  profes- 
sional buildings.  We  invite  inquiries  from  those  physicians  who  desire 
immediate  success  in  a private  fee-for-service  environment  and  who  have 
the  qualifications  in  any  of  these  specialties.  Please  write  Richard  Fly, 
Pasadena  General  Hospital,  1004  Seymour,  Pasadena,  Texas  77506  or 
call  collect  at  713-473-1771. 


Situations  Wanted 


OB-GYN,  30  board  eligible,  university  training.  Solo,  associate  or  group 
will  be  considered.  Please  reply  to  Ad-542,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

FAMILY  PHYSICIAN — young,  experienced  GP  wishes  to  locate  in 
Dallas-Fort  Worth  area  this  summer.  Prefer  high  quality  GP  group. 
Please  reply  to  Ad-546,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


DIAGNOSTIC  RADIOLOGIST:  32.  certified  American  Board  of  Radio- 
logy, trained  in  vascular  angiography,  neuroradiology  and  ultrasound: 
seek  solo  or  associate  practice  for  July  1976,  consider  all  locations: 
FLEX  license.  Please  reply  to  Ad-647,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 

FAMILY  PHYSICIAN,  with  twenty  years  of  experience  in  primary 
care  practice,  bilingual  (Spanish/English)  now  practicing  in  Arizona 
and  also  licensed  in  Texas  would  like  to  relocate  in  Texas.  Please  reply 
to  Ad-648,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  or  call  collect  602-248-6124. 

CARDIOVASCULAR-THORACIC  AND  GENERAL  SURGEON.  40, 
bilingual  (Spanish)  seeks  association  with  group,  institution  or  another 
surgeon.  Available  any  time.  Please  reply  to  Ad-662,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ANESTHESIOLOGIST,  board  certified,  age  41,  would  like  to  relocate 
from  Midwest.  Texas  license.  Prefer  small  city.  Please  reply  to  Ad-565, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN.  43,  female.  Texas  license,  U.S.  citizen.  Eight  years  in- 
ternal medicine  (specialty),  one  year  surgery,  both  in  central  Europe, 
experience  in  other  clinical  fields.  Six  years  training  in  research  (biol- 
ogy, electron  microscoi)y)  in  USA.  Seeks  position  in  clinical  field  and/or 
clinical  research  or  in  an  established  private  practice  in  Houston.  Avail- 
able now.  Write  J.  Tr.,  M.D.,  M.S.,  8706  Westview,  Houston,  Texas 
77055. 

PSYCHIATRIST,  37,  board  certified,  bilingual.  Seeks  solo,  partnership 
or  group  private  practice.  Part  time  CMH  center  consultation  possible. 
Texas  licensed.  C.V.  on  request.  Please  reply  to  Ad-562,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas.  Texas  75218. 

VICTORIA,  TEXAS  has  immediate  need  for  pediatrician  and  general 
practitioner  to  establish  their  practice  in  the  Village  Office  Complex. 
Other  doctors  are  overloaded  here  and  are  seeking  new  MDs.  Office  avail- 
able containing  1,000  square  feet.  Write  Village  Office  Complex,  Box 
3365,  Victoria.  Texas  77901  or  call  1-512-675-1662. 

FOR  SALE:  Nicely  furnished  office  and  equipment  of  Dr.  A.  G. 
Arrant  (deceased)  and  his  medical  practice  to  some  doctor  wishing  to 
relocate.  Is  in  good  location  on  Hickory  .Street  in  Abilene,  Texas.  If 
interested  call  Mrs.  A.  G.  Arrant,  800  .Sayles  Blvd.,  Abilene,  Texas 
79605  or  call  673-8400. 


156 


TEXAS  MEDICINE 


CLINIC  AVAILABLE.  Texas  Gulf  Coast,  need  surgeon  and  primary 
physicians:  will  introduce.  Remain  active  as  desired.  Please  reply  to 
Ad-6B1,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  RENT:  Waterfront  beach  house  with  beautiful  view  of  Gulf  of 
Mexico  at  Freeport.  Air-conditioned,  electric  range,  refrigerator,  sleeps  8. 
Cooking  utensils  jirovided,  renter  need  only  bring  linens  and  fo(«l.  Fish- 
ing, swimming,  beachcombing,  good  restaurants  nearby.  Now  taking  sum- 
mer reservations  from  responsible  families  at  8260  a week.  Ke<iuced  off 
season  rates  available.  J.  C.  IleWitt,  M.l).,  109  Timberlane,  Alvin,  Texas 
77511.  Telephone:  office  713-766-2166;  home  713-331-5163. 


MUST  SUBLEASE  TO  PHYSICIAN  OR  DENTIST— 1100  square  feet 
office.  Carpet,  drapes,  cleaning  and  utilities  included.  Original  lease  ex- 
pires August  1976.  Terms  negotiable.  Contact  Drs.  Robert  or  .Tanis  Birch- 
all,  1416  Third  Street.  Suite  602,  Corpus  Christi,  Texas  78404  or  call 
512-882-9278. 


FOR  LEASE — Centrally  located  office:  in  building  with  two  other  doc- 
tors in  general  practice.  Close  to  hospital.  Laboratory  and  x-ray  facilities 
available.  Contact  S.  O.  Baggett,  M.l).,  or  H.  L.  Williams.  M.D.,  No. 
7 Medical  Arts  Square.  Austin,  Texas  78705.  Telephone  512-472-0223. 


OPHTHALMOLOGY  PRACTICE—active  practice  in  West  Texas  city  of 
90,000.  Reasonable  terms.  Will  introduce.  Please  reply  to  Ad-666,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ARLINGTON,  TEXAS — A great  place  to  live  and  practice.  Up  to 
2,000  square  feet  of  office  space  available  in  a new  professional  building. 
Easy  access  to  hospitals  and  other  medical  facilities.  For  information  con- 
tact Tom  Clayton,  D.D.S.,  1007  West  Mitchell,  Arlington.  Texas  76013. 
Phone  817-274-4707  or  817-460-0121. 


FOR  LEASE:  Mid-northside  San  Antonio — office  space  in  established 
medical  complex;  660  square  feet;  includes  waiting  room,  two  examin- 
ing rooms,  receptionist-business  office,  physicians  office.  Laboratory  and 
x-ray  facilities  available.  Please  reply  to  Ad-561,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy. 
610  West  26th  Street,  Austin,  Texas  78706.  Phone  612-472-9261. 


OLAF  WIEGHORST  Limited  Edition  Western  Art  Prints  in  full  color. 
Signed  by  Artist  and  numbered.  These  coliector  prints  are  sold  in  sets  or 
singly.  Satisfaction  guaranteed.  For  color  brochure  write  or  cali:  Words  on 
Walls  and  Things,  Inc.,  Dept.  TM,  3608  Highland.  Manhattan  Beach, 
California  90266  (213)  646-3677. 


FOR  SALE  DOCTORS’  CLINIC 


in  Northeast  Texas' 


Fastest  Growing  Community 


Includes  four  doctor's  suites, 
lab  and  pharmacy 
Near  new  4-story  hospital 


Write  or  Call  for  Free  Brochure  and  Particulars 

KEN  HALE  AND  ASSOCIATES 
Realtors  and  Insurers  4005  Wesley 

Greenville,  Texas  75401  Phone  214 — 455-2813 

Direct  Dallas  Phone:  214 — 226-7676 
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STAFF  PHYSICIAN 

The  Corporate  Medical  Department  of  Shell  Oil  Com- 
pany, Houston,  Texas,  has  a new  opening  for  a physician 
strongly  oriented  to  clinical,  occupational  and  preven- 
tive medicine.  Previous  industrial  experience  desirable, 
but  not  mandatory.  Salary  competitive  and  commen- 
surate with  qualifications.  Please  send  resume,  in  con- 
fidence, to:  R.  E.  Joyner,  M.D.,  Corporate  Medical  Di- 
rector, Shell  Oil  Company,  P.  O.  Box  2463,  Houston, 
Texas  77001.  Phone  713  220-6359. 
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Editorials 


OUR  LESSON  FROM  GREAT  BRITAIN: 
DOCTOR,  TAKE  TIME  TO  TAKE  PART 

Last  summer  while  the  United  States  was  en- 
grossed in  Watergate,  Britain  experienced  a ma- 
jor crisis  in  health  care  which  threatened,  and 
continues  to  threaten,  complete  breakdown  of 
the  National  Health  Service. 

The  crisis  began  when  the  two  major  unions 
of  hospital  ancillary  workers,  the  Confederation 
of  Health  Service  Employees  (COHSE)  and  the 
National  Union  of  Public  Employees  (NUPE)  re- 
fused to  render  service  to  private  patients  at 
London’s  new  Charing  Cross  Hospital,  and  the 
strike  rapidly  spread  to  major  hospitals  across 
the  nation.  Within  48  hours  of  the  ban  on  private 
patients,  the  British  Medical  Association  an- 
nounced that  mass  resignation  of  National 
Health  Service  consultants  could  be  expected  if 
the  ban  were  not  lifted.^  Throughout  all  of  July 
and  most  of  August  the  battle  raged,  with  the 
major  participants  beingthetwo  unions  plus  the 
government,  the  press,  and — to  a lesser  extent 
— the  people. 

From  the  inception  of  the  National  Health 
Service  in  1946  there  had  been  a gentlemen’s 
agreement  between  the  government  and  the 
physicians  that  a few  private  beds  in  national 
hospitals  would  be  retained.  Though  small  in 
number,  these  beds  have  been  important  in  sup- 
plementing physicians’  incomes  and  bringing 
additional  funds  to  the  hard-pressed  hospitals, 
many  of  the  patients  beingwealthy  Britons  or 
citizens  of  other  countries. 

Also,  as  the  National  Health  Service  deterio- 
rated, less  affluent  Britons  have  increasingly 


patronized  the  private  health  sector,  usually 
through  private  insurance  which  now  covers  2 
million  people.  Currently,  60%  of  Britain’s 
1 1,000  consultants  work  part  time  for  the  Na- 
tional Health  Service,-  which  would  have  been 
in  disastrous  straits  if  the  consultants  had  with- 
drawn. They  did  not  withdraw  during  the  unions’ 
strike  because  the  government  made  promises 
(which  to  date  have  not  been  kept)  having  to  do 
with  increased  funds  and  facilities,  and  a guar- 
antee of  some  continued  availability  of  private 
hospital  beds. 

The  action  of  the  hospital  ancillary  workers  in 
precipitatingthe  crisis  is  an  odd  tale  in  itself.  A 
very  few  leaders  control  the  hospital  ancillary 
workers’  unions,  and  these  leaders  are  some- 
times housed  in  the  hospitals  themselves.  The 
union  leader  who  triggered  the  summer  strike 
was  Mrs.  Esther  Brookstone,  NUPE  secretary  at 
Charing  Cross  Hospital,  who  made  no  secret  of 
the  fact  that  opposition  to  private  patients  in 
National  Health  Service  hospitals  had  been 
union  policy  since  the  start  of  the  National 
Health  Service.^  And  the  reason?  “They  jump  the 
queue.”  That  is,  they  get  prompter  and  we  sus- 
pect, though  she  did  not  say  so,  more  attentive 
treatment.  But  as  the  strike  went  on  and  other 
unions  joined  in,  it  became  apparent  that  the 
unions  had  another  complaint — money.  Before 
it  was  all  over,  eight  unions  had  struck,  all  elec- 
tive admissions  had  stopped  in  40  of  Britain’s 
largest  hospitals,  all  private  admissions  had 
ceased  in  many,  and  ail  but  emergency  surgery 
had  stopped  in  Britain’s  National  Heart 
Hospital.'^ 

During  the  height  of  the  crisis  newspapers 
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carried  large  advertisements  for  physicians  who 
wished  to  work  in  the  private  health  sector  to 
register  with  The  Private  Health  Service,^  and  it 
became  known  that  the  government’s  social 
services  secretary  (equivalent  to  our  secretary 
of  HEW),  was  herself  a private  patient.  Newspa- 
per editors  called  for  her  resignation,  and  in 
general  condemned  the  unions  and  supported 
the  physicians.  It  was  pointed  out  in  parliament 
that  no  other  country  had  chosen  to  copy  Bri- 
tain’s National  Health  Service. 

Yes,  it  was  quite  a summer  for  medicine  in 
Britain.  And  it  appears  that  a lot  of  people,  some 
in  important  places,  have  learned  just  how  ter- 
rible “free  medical  service’’  can  be.  The  ques- 
tion is,  have  enough  learned  and  have  they 
learned  soon  enough? 

I hope  it  is  not  too  late,  but  I really  do  not 
know.  The  country  is  in  terrible  economic  shape. 
Last  year  the  British  government  had  to  borrow 
$9  billion  abroad  to  maintain  solvency,  some  of 
this  at  commercial  interest  rates  from  the  Mid- 
dle East.  And  why?  Because  too  many  things 
have  been  made  “free”  (if  not  “free,”  then  at 
least  “reasonable”)  in  Britain,  meaning  that  the 
government  has  taken  them  over  and  operates 
them  forthe  people,  presumably  so  the  people 
will  benefit. 

The  list  now  includes  coal,  steel,  public  utili- 
ties (gas  and  electricity),  long  distance  road 
haulage,  canals,  ports,  airlines,  post  office, 
radio,  television,  telephone,  telegraph,  nursing, 
dentistry,  physicians  in  majority,  hospitals,  and 
all  hospital  ancillary  workers.®  In  the  United 
States,  most  of  these  industries  make  a profit 
and  pay  taxes.  In  Britain,  without  exception,  they 
all  lose  money  and  instead  of  paying  taxes  they 
must  be  supported  by  taxes.  As  a result,  Britons 
are  taxed  to  the  limit,  42%  of  the  gross  national 
product  as  compared  with  34%  in  the  United 
States. 

Where  will  Britain  get  the  money  to  keep  go- 
ing? Someone,  almost  everyone,  is  going  to  have 


to  go  to  work.  And  there  is  going  to  have  to  be 
some  competition  in  these  industries,  because 
that  is  how  businesses  learn  to  render  a market- 
able service  or  product  and  make  a profit,  a 
profit  that  keeps  the  country  going  with  taxes  so 
that  it  does  not  have  to  borrow  from  overseas. 
Has  Britain  learned?  Certainly  the  current  gov- 
ernment has  not.  Even  now,  it  is  nationalizing 
(seizing  control  without  consent)  ship  building 
and  aircraft  construction,  and  the  latter  is  con- 
sistently a profit  maker.  It  may  not  be  for  much 
longer. 

The  lesson  in  all  this  for  us  is  that  just  as  we 
have  always  known,  there  is  nothing  free.  Most 
of  us  are  going  to  have  to  work.  Only  those  who 
cannot  make  their  way  can  be  supported  with- 
out bankruptcy  forthe  country.  Those  who  do 
not  understand  this  must  be  told  the  truth  by 
those  of  us  who  know  better.  And  we  must  not 
feel  that  the  government  is  going  to  take  over 
the  medical  profession.  It  will  not  if  we  act. 

However,  we  must  take  the  time  to  be  involv- 
ed in  rapidly  moving  events  in  health  care.  Re- 
cently, on  the  campus  of  The  University  of  Texas 
at  Austin,  I stopped  a colleague,  an  engineer,  to 
congratulate  him  on  the  level-headed  statements 
he  had  made  as  a member  of  various  commit- 
tees, and  he  said,  “Well,  doctor,  conservatives 
do  not  like  to  serve  on  committees,  because  they 
consider  them  a waste  of  time.  They  like  to  get 
things  done,  not  just  sit  around  and  talk.  But  we 
must  do  it.” 

And  of  course  he  is  right.  Mrs.  Brookstone  at 
Charing  Cross  is  full  time,  you  know. 

Thomas  M.  Runge,  MD,  Austin. 
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he  we^of  scientific  opinion: 


If  the  pharmacist  substituted  a 
imically  equivalent  drug  for  the 
e you  have  specified  for  your 
pent— could  you  be  certain  of  that 
)duct’s  safety  and  effectiveness 
iply  because  the  chemical  content 
sthe  same? 

Definitely  not,  unless  bio- 
jiivalence  tests  and  other  quality 
prance  checks  had  been  conducted, 
le  pharmaceutical  industry  and 
ny  scientists  have  maintained  this 
sition  for  years,  but  others  have 
bstioned  it.  Now  the  Office  of 
ffinology  Assessment  of  the 
ngress  of  the  United  States  has 
)orted  on  the  issue  in  its  Drug 
^equivalence  Study.* 

Here  are  a few  definitive  state- 
nts  in  the  O.T.A.  report: 

. . the  problem  of  bioinequiva- 
icy  in  chemically  equivalent  prod- 
:s  is  a real  one.  Since  the  studies  in 
iich  lack  of  bioequivalence  was 
monstrated  involved  marketed 
jducts  that  met  current  compen- 
l1  standards,  these  documented  in- 
nces  constitute  unequivocal 
'dence  that  neither  the  present 
ndards  for  testing  the  finished 
)duct  nor  the  specifications  for 
Lterials,  manufacturing  process, 
d controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 


DRUG 

BIOEQUIVAL-ENCE 


omcc  recMMOcoov 

ORuo  eto»QUfVALCr<K:e  sttrjv  rawcl 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/ or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.’’ 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription . . . 


The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


■■■■B  Pharmaceutical  Manufacturers 
■ a^Rl  Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.C.  20005 

'Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


irotectii^  the 
nt^rityof.  . 
iwir  prescription 


Time-honored  concepts  threatened 


Many  of  America’s  doctors  became 
gravely  concerned  about  Big  Govern- 
ment’s unwarranted  intrusion  into 
the  practice  of  medicine  via  the  enact- 
ment of  PL  92-630,  which  included 
PSRO.  Recently  we  have  been  treated 
to  a new  development,  a premature 
imposition  of  this  PSRO  concept  by 
the  Secretary  of  Health,  Education, 
and  Welfare,  to  become  effective  on 
Feb  1, 1975,  instead  of  Jan  1, 1976. 

To  counter  this  flagrant  abuse  of  ad- 
ministrative power,  the  AMA  has  filed 
a suit  in  federal  court  to  enjoin  the 
Department  of  HEW  from  enforcing 
the  review  process  (see  story,  p 12) . 

Another  grossly  unfair  ruling  by 
DHEW  is  the  decision  to  disallow  pay- 
ment to  physicians  for  time  spent  in 
reviewing  Medicare  and  Medicaid 
charts  unless  all  patients  in  the  hospi- 
tal are  included  in  the  review  process. 
This  imposes  an  unj  ust  penalty  upon 
American  physicians. 

As  if  these  matters  were  not  enough, 
the  Congress  passed  an  infamous  bill 
known  as  HR  16204,  and  President 
Ford  signed  it  into  law  (PL-641)  Jan 
4, 1975.  Its  provisions  are  far  reach- 
ing. Called  “The  National  Health 
Planning  and  Resources  Development 
Act  of  1974,”  it  is  the  most  drastic 
legislation  ever  enacted  as  it  applies 
to  the  medical  profession.  Although 
purporting  to  give  control  of  the  plan- 
ning and  development  functions  to 
state  and  local  agencies,  the  major 


portion  of  authority  rests  with  the 
DHEW  Secretary. 

If  there  were  any  thoughts  of 
obtaining  any  consideration  from  the 
Congress  on  PSRO,  all  optimism  has 
vanished.  The  new  Congress,  con- 
trolled by  the  Democratic  caucus,  is 
determined  to  chart  a new  course  of 
liberalism  which  promises  to  destroy 
many  of  the  time-honored  concepts  of 
representative  government.  Our  initial 
act  will  be  to  fasten  our  seat  belts  and 
prepare  for  turbulence ! 


E.  W.  Schmidt,  MD,  President, 
Texas  Medical  Association. 
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322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
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Cecil  A.  McRee,  M.D. 
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D.  R.  Swetland,  M.D..  F.A.C.S. 
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CARDIOLOGY 
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Administrator: 

J.  D.  Norris,  Jr. 

Director-Coordinator,  Nursing  Service: 

T.  G.  Newton,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjimct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 
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Disruptive  anxiety  usually  meets  its  match  here. 


• Often  effective  when  reassurance  and  counseling  are  insufficient, 
r Three  dosage  strengths  to  meet  most  therapeutic  needs. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
joccurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
[combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions:  . » 

ORAL:  In  the  elderly  and  debilitated  and  in 
children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six. 

INJECTABLE:  Keep  patients  under  observa- 
tion, preferably  in  bed,  up  to  three  hours  after 
initial  injection;  forbid  ambulatory  patients  to 
operate  vehicle  following  injection;  do  not 
administer  to  patients  in  shock  or  comatose 
states;  use  reduced  dosage  (usually  25  to  50 
mg)  for  the  elderly  or  debilitated  and  for 
children  age  twelve  or  older. 

ORAL  AND  INJECTABLE:  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
compounds  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyper- 
active aggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

\A/ith  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
(See  Precautions.) 

For  Parenteral  Administration.-  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium®  (chlordiazepoxide  HCI) 
Capsu/es— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Pre- 
scription Paksof  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampu/s— Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions. Boxes  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Librium 

(chlordiazepoxide  HCI) 

5mg40mg, 

25  mg  capsules 


Please  see  following  page, 


Librium  ^ 

(chlordiazepoxide  HCI) 

5 mg,  10  mg,  i 

25  mg  capsules  m 


Please  see  preceding  page  for  summary  of  product  information. 
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Keratoplasty  can  improve 
vision  or  save  an  eye,  or 
both.  Whether  or  not  an 
ophthalmologist  performs 
this  delicate  surgery,  he 
needs  to  be  able  to  counsel 
his  patients  about  the 
chances  for  success  and 
the  risks  involved  as  com- 
pared with  other  proce- 
dures. The  article  beginning 
on  page  49  offers  data  on 
100  consecutive  cases  of 
corneal  transplant. 

NEXT  MONTH 

Articles  scheduled  for  June 
are  on  xeroradiography: 
diagnosing  bronchial  car- 
cinoid tumors  by  electron 
microscopy;  cancer  of  the 
colon  and  rectum;  assess- 
ing sarcoma-specific  im- 
mune reactions  of  patients 
with  sarcoma;  and  renal 
artery  hypertension.  Also, 
check  the  June  issue  for 
House  of  Delegates’  actions 
as  well  as  a follow-up  story 
on  the  annual  session. 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  Into 
conflict? 


not  if  the  vasodilator  is 

vasodilan° 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease^  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.;  Geriatrics  .?5. 134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows; 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


The  MUDRAIVES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 

Phenobarbital  (to  lessen  cardiac  stimulation) . 
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INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS : Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris:  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-pallons. 


Federal  latv  prohibits  dispensing  without  prescription. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23261 
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Executive  Board  meets  with  Blue  Cross-Blue  Shield 
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A joint  session  of  the  Texas  Medical  Association’s  Executive  Board, 
physician  members  of  the  Board  of  Directors  of  Group  Medical  and 
Surgical  Service,  and  the  executive  staff  of  Blue  Cross-Blue  Shield  of 
Texas  highlighted  the  March  16  meeting  of  the  Executive  Board  in 
Austin. 

In  a candid  exchange  of  information,  theTMA  and  Blue  Cross-Blue 
Shield  officials  attempted  to  solve  problems  of  mutual  interest  and  to 
come  to  a better  understanding  of  the  complexities  involved  in  the 
operation  of  the  various  insurance  programs  administered  by  Blue 
Cross-BlueShield. 

Subjects  receiving  attention  by  the  two  boards  included  physician  fee 
profiles  under  Medicaid  and  Medicare,  current  procedural  terminol- 
ogy, utilization  review,  federal  employees  program,  methodology  in 
determining  repayments  by  physicians,  resolution  of  claims  for  in- 
dividuals who  have  insurance  with  more  than  one  carrier,  allowance 
of  charges  for  nursing  home  calls,  activities  of  Physicians  Advisory 
Committee,  policy  decisions  of  Blue  Cross-Blue  Shield,  and  other  de- 
tails of  operation  of  Blue  Cross-Blue  Shield. 

Of  particular  interesttoTMA  representatives  was  Blue  Cross-Blue 
Shield’s  clarification  of  the  different  governmental  guidelines  set  for 
various  programs  of  coverage.  Such  variance  in  administrative  proce- 
dures has  caused  confusion  among  physicians  when  claim  allowances 
are  not  uniform,  for  instance,  under  Medicare  and  Medicaid,  among 
other  types  of  coverage. 

In  regard  to  the  implementation  of  the  American  Medical  Associa- 
tion’s uniform  claim  form  in  Texas,  the  Executive  Board  approved  the 
wording  of  a statement  proposed  for  addition  to  the  reverse  side  of 
the  form.  The  statement  is  as  follows:  “This  authorization  conforms  to 
Texas  Medical  Association  guidelines  in  that  this  signature  is  permis- 
sion to  release  only  that  information  essential  to  the  processing  of 
this  health  insurance  claim  and  claims  related  to  this  spell  of  illness. 
The  parties  that  will  access  the  information  components  are  the 
health  insurer  and/or  the  intermediary.’’  The  statement  will  be  sub- 
mitted by  TMA  to  the  regional  office  of  the  Bureau  of  Health  Insur- 
ance, Social  Security  Administration,  fora  ruling.  The  statement  will 
then  be  forwarded  with  BHI’s  recommendation  to  Washington  for 
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final  action.  A major  remaining  issue  regarding  the  adoption  of  the 
uniform  claim  form  in  Texas  isthe  lack  of  delineation  of  the  respon- 
sibility for  the  printing  cost  of  the  form  as  well  as  other  insurance 
carriers'  willingness  to  usetheform. 

A goal  of  increased  efficiency  in  claims  processing  was  expressed  by 
the  participants  in  the  joint  conference.  Specific  questions  and  an- 
swers resulting  from  the  joint  session  will  be  published  in  subsequent 
issues  of  Texas  Medicine. 

Reports  reviewed 

In  other  actions,  the  Executive  Board  received  oral  reports  from  the 
Council  on  Public  Serviceand  Communication  and  the  Council  on 
Medical  Legislation.  The  Ad  Hoc  Committee  to  Review  the  Duties  and 
Responsibilities  of  Councils  presented  a brief  report  to  the  board. 

The  committee’s  full  report  will  be  forwarded  to  the  House  of  Dele- 
gates for  consideration.  Among  its  recommendations,  the  Ad  Hoc 
Committee  urged  each  council  to  arrange  a meeting  with  all  chairmen 
of  committees  reporting  to  it,  to  discuss  their  respective  problems  of 
communication  and  areas  of  responsibility,  and  to  report  backtothe 
Ad  Hoc  Committee. 

Vaughn  G.  Alexander,  executive  director  of  the  Texas  Medical  Foun- 
dation, reported  to  the  board  on  the  “In-House  Peer  Review  Pro- 
gram.” He  stated  that  the  initial  thrust  of  TMF’s  efforts  in  this  area 
have  been  directed  toward  providing  assistance  to  hospital  utilization 
review  chairmen.  TMF  has  been  involved  in  workshops  designed  to 
assist  hospitals  in  implementing  the  regulations  which  apply  to  the 
Titles  V,  XVI II,  and  XIX  programs.  To  followup  this  activity,  TMF  plans 
to  make  available  printed  forms  for  the  recording  of  medical  data  nec- 
essary in  the  review  of  in-patient  care.  In  addition,  TMF  is  also  plan- 
ningto  offer  training  for  the  non-physician  professionals  who  may 
assist  physicians  in  the  review  activities. 

The  Council  on  Tax-Financed  Health  Care  Programs  also  presented  a 
report  to  the  board.  Special  areas  of  emphasis  in  the  report  were 
physician’s  assistants,  procedural  terminology,  claim  forms,  and 
utilization  review. 
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The  House  of  Delegates  has  asked  the 
Board  of  T rustees  and  the  Executive 
Board  to  restudy  the  purposes  for 
which  the  assessment  is  being  used. 

A special  report  on  the  $100  assess- 
ment will  be  presented  to  the  House 
of  Delegates  in  May.  A preliminary 
financial  report  on  the  assessment 
was  reviewed  and  approved  by  the 
board  at  its  recent  meeting.  Areas  in 
which  expenditures  have  been  made 
include  the  in-house  peer  review  pro- 
gram, law  suits,  national  and  state 
legislative  activities,  public  and  pro- 
fessional education,  representation  of 
the  physicians  of  Texas  in  issues  re- 
lated to  government  financed  health 
care,  health  planning,  and  profes- 
sional liability. 

Also  presenting  a progress  report  to 
the  board  was  the  TMA  Task  Force  on 
Professional  Liability.  The  report 
summarized  recent  legislative  pro- 
posals regarding  professional  liability 
insurance  and  plans  to  mobilize  the 
utmost  support  forthe  proposals  in- 
troduced in  the  Texas  Legislature. 


AMA  seeks  local  support 
of  state  medical  societies 

The  American  Medical  Association 
has  indicated  that  it  would  greatly 
appreciate  the  assistance  of  state 
medical  societies  in  generating  letters 
and  contacts  from  physicians  in  op- 
posing the  concepts  of  1)  national 
control  of  medical  residencies,  2) 
mandatory  conscription  or  indentured 
servitude  of  all  medical  students,  and 
3)  federal  licensure. 

These  concepts  were  included  in  Sen 
Edward  Kennedy’s  manpower  pro- 
posal in  the  last  Congress  and  appear 
again  in  his  bill  before  the  94th  Con- 
gress. One  of  these  provisions  is  also 
included  in  Rep  Paul  Rogers’  bill  on 
manpower. 

At  its  last  meeting,  the  AMA  House  of 
Delegates  voted  to  oppose  all  three  of 
these  proposals.  The  Texas  Medical 
8 Association  is  also  on  record  in  op- 


position to  these  concepts. 

In  a letterto  state  and  county  medical 
societies  and  medical  specialty  so- 
cieties, Dr.  James  H.  Sammons,  AMA 
executive  vice  president,  stated  that 
the  AMA  contends  that  a significant 
increase  is  already  occurring  in  the 
number  of  medical  graduates  who  are 
seeking  primary  care  residencies — 
family  practice,  obstetrics  and  gyne- 
cology, internal  medicine,  and 
pediatrics. 

In  addition.  Dr.  Sammons  pointed  out 
the  facets  of  the  federal  manpower 
programs  which  the  AMA  supports. 
These  include:  1)  a continuation  of 
the  program  of  construction  loans 
and  grants  for  medical  schools;  2)  a 
continuation  of  capitation  grants  to 
medical  schools;  3)  a continuation  of 
assistance  through  a broad  special 
projects  grant  authority;  4)  a con- 
tinuation of  loans  and  scholarships  to 
medical  students;  5)  a continuation 
of  the  National  Health  Service  Corps 
program;  6)  a continuation  of  assist- 
ance for  family  practice;  7)  a continu- 
ation of  assistance  for  allied  health 
personnel  training;  8)  a continuation 
of  assistance  for  public  health  train- 
ing; and  9)  a continuation  of  assist- 
ance for  students  and  schools  of 
nursing. 


Review  regulations  postponed 

The  effective  date  for  implementation 
of  the  utilization  review  regulations 
in  hospitals  and  other  health  care 
facilities  has  been  changed  from  Feb 
1 to  July  1,  1975. 

In  making  the  announcement,  Caspar 
W.  Weinberger,  secretary.  Depart- 
ment of  Health,  Education  and  Wel- 
fare, said,  “A  number  of  questions 
about  requirements  and  interpreta- 
tion of  the  utilization  review  regula- 
tions have  been  raised  since  their 
publication,  and  some  small  rural 
hospitals  have  expressed  concern 
about  their  ability  to  conform  to  these 
regulations.” 
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“WORRIED? 


NO  MA’AM !” 


^ 

MAJOR  MEDICAL  EXPENSE  INSURANCE 
LONG  TERM  DISABILITY  INSURANCE 
OFFICE  OVERHEAD  EXPENSE  DISABILITY  INSURANCE 
PERSONAL  ACCIDENT  INSURANCE 

& 

TERM  LIFE  INSURANCE  (GROUP  AND  INDIVIDUAL) 


For  Details  and  Enrollment  Material,  Contact 


THE  TEXAS  MEDICAL  ASSOCIATION 

INSURANCE  SERVICE  OFFICE 
1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 
Phone  - 512/476-6551 
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Accepted  Concepts  in  AnginaTherapy* 

• Nitrates  are  the  first  line  of 
against  angina  pectoris  ~ 

• The  therapeutic  goal  of  oral  nitrate  therapy 
is  an  angina-free  patient 


Because  higher  dosage  often  is  necessary 

to  achieve  this  goal...lVES  LABORATORIES  INTRODUCES 


isorm: 

(isosatUe  dMlrale) 

20  mg. 

Scored,  oral  tablets 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg./day) 


To  provide  prophylaxis  against  anginal  attacks  often  caused  b\ 
unavoidable  everyday  stress. 

'To  reduce  the  frequency  and  severity  of  angina  pectoris  attacks 
(Not  intended  to  abort  the  acute  episode.) 

review  of  this  drug  by  the  National  Academy 

hL  P Council  and/or  other  information,  FDA 

has  classified  the  indication  as  follows: 

fo^thJ'rp’iiff^^f^'''®^  taken  by  the  oral  route,  Isordil  is  indicated 
mr  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease)  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris 
irlvestiS'  less-than-effective  indications  requires  further 


Contraindication:  Idiosyncrasy  to  this  drug 
Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  thi 
infarction  (the  period  during  which  clinical  anc 
^boratory  findings  are  unstable)  are  insufficient  to  establish  safety 

drug  and  cross  tolerance  to  other  ndrite< 
and  nitrates  may  occur.  "lunc. 


Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
niany  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/or  professional  samples? 

IVES  UBORATORIES  INC. 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE 


He  said  the  change  in  effective  dates 
\A/ould  allow  all  providers  to  come  into 
“full  complianceand  to  avoid  the  loss 
of  eligibility  to  participate  in  the  Med- 
icare and  Medicaid  programs.’’  Wein- 
berger said  the  department  would 
also  use  the  time  to  work  out  special 
problems  that  may  be  faced  in  small 
rural  hospitals.  The  HEW  secretary 
stated  that  this  would  be  the  only 
postponement  of  the  effective  date. 

Houston  emergency  service 
celebrates  4th  birthday 

The  Houston  Fire  Department-operat- 
ed emergency  ambulance  service  was 
four  years  old  April  10. 

To  commemorate  the  anniversary,  the 
service  hosted  an  open  house  during 
which  emergency  medical  technicians 
(EMTs)  and  paramedics  demonstrat- 
ed cardio-pulmonary  resuscitation, 
an  updated  slide  show  of  the  emer- 
gency service  was  presented,  and  a 
new  portable  incubator  fortransport- 
ing  newborns  from  hospital  to  hos- 
pital was  on  display.  The  observance 
was  noted  in  a television  documen- 
tary, TV  newscast,  a newspaper  edi- 
torial, radio  announcements,  and  a 
local  talk  show  feature. 

Houston  is  one  of  approximately  20 
US  cities  with  a sophisticated  system 
for  emergency  ambulance  service. 
Unique  to  the  Houston  system  is  the 
use  of  a 30-pound  portable  telemetry 
unit  which  contains  vital  sign  moni- 
tors, EKG,  defribrillator,  and  two-way 
radioenablinga  physician  todirect 
the  treatment  which  the  paramedic 
renders  to  the  emergency  victims. 

The  unit  also  contains  an  oxygen  and 
suction  unit,  an  electronic  bar  meas- 
uring digital  blood  pressure  and  the 
strip  recorder  which,  when  frozen  on 
the  console  located  at  Ben  Taub  hos- 
pital, keeps  a permanent  record  of  the 
first  45  seconds  of  a patient’s  trac- 
ings or  longer  if  requested  by  the 
physician  at  the  console. 

In  1974  the  Houston  emergency  sys- 
tem received  52,000  emergency  calls. 
Of  this  number,  major  accidents  led 


the  list  with  9,992  cases.  There  were 
4,953  heart  attack  victims  and  702 
with  stroke.  The  average  dispatch 
time  from  the  station  to  the  scene 
was  five  minutes  and  the  average  time 
from  the  victims’  location  to  the  hos- 
pital emergency  room  was  22 
minutes. 


AMA  offers  handbook 

The  American  Medical  Association 
has  published  the  second  edition  of 
its  Handbook  on  Mental 
Retardation. 

The  handbook  is  designed  to  give  an 
overview  for  physicians  in  practice, 
medical  students,  and  lay  persons  in- 
terested in  the  problems  of  mental 
retardation.  Chaptertopics  include 
diagnosis,  prevention,  management, 
counseling  parents,  allied  disciplines 
and  services,  placement  and  alterna- 
tives for  care,  and  research  and 
education. 

The  revised  edition  is  available  from 
the  Order  Handling  Department, 

AMA,  535  N Dearborn  St,  Chicago 
60610.  The  cost  of  the  handbook  in 
quantities  of  one  to  ten  is  $2  per 
copy:  1 1 to  49,  $1.80  a copy;  and  50 
or  more,  $1.60  percopy. 

Ruling  requires  identification 
for  workmen's  compensation 

The  Industrial  Accident  Board  has 
ruled  effective  immediately  that  al! 
correspondence  concerning  work- 
men’s compensation  cases  will  have 
proper  identification  in  the  upper 
right  corner. 

Identification  should  include  full 
name  of  injured  worker,  social  securi- 
ty number  of  injured  worker,  date  of 
injury  for  which  the  care  is  rendered, 
name  of  employer,  and  Industrial 
Accident  Board  number,  if  any. 
Accordingto  Dr.  Richard  D.  Smith, 
Lubbock,  chairman  of  the  Committee 
on  Workmen’s  Compensation  and 
Industrial  Health,  2,000  medical  re- 
ports are  submitted  daily  to  the  Indus- 
trial Accident  Board  in  Texas. 
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Advisory  board  issues 
driver  licensing  guide 

The  Texas  Medical  Advisory  Board  for 
Driver  Licensing  has  released  its  Tex- 
as Physician ’s  Guide  for  Determining 
Driver  Limitation. 

The  guidelines  specifically  list  a num- 
ber of  medical  problems  related  to 
driving  safety  and  stress  the  function- 
al capacities  of  the  driver  in  the  vari- 
ous areas  of  limitations.  According  to 
Charles  E.  King,  director,  Division  of 
Emergency  Medical  Services,  Texas 
State  Department  of  Health,  the  guide 
was  prepared  to  help  the  state  licens- 
ing agency  in  protecting  the  public 
from  unsafe  drivers  and  in  aiding  in 
the  rehabilitation  of  other 
drivers. 

The  advisory  board  was  established 
by  the  Texas  Legislature  and  imple- 
mented in  March  1970  for  the  pur- 
pose of  reviewing  and  evaluating  driv- 
er licensing  cases  involving  physical 
or  mental  limitations  to  driving.  The 
Texas  State  Department  of  Health 
acts  as  the  coordinating  agency  for 
the  board  which  is  also  a cooperative 
venture  of  the  Department  of  Public 
Safety  (DPS)  and  the  Texas  Medical 
Association. 

The  anonymous  board,  currently  com- 
prised of  84  physicians,  reviews 
about  15,000  applicants  per  year. 

The  board  advises  the  DPS,  by  means 
of  an  opinion  based  on  medical  infor- 
mation, as  to  the  medical  fitness  of 
an  individual  to  safely  operate  a mo- 
tor vehicle.  At  least  three  physicians 
are  involved  in  each  session  reviewing 
cases.  Although  the  advisory  board 
does  render  a professional  opinion  to 
the  DPS,  the  final  decision  to  grant, 
revoke,  or  restrict  a driver  license 
rests  solely  with  the  DPS. 

The  new  guidelines  were  developed, 
in  part,  to  meet  the  need  for  improve- 
ment of  criteria  of  fitness  for  the  dif- 
ferent classes  of  drivers — the  pas- 
senger transport  driver,  the  cargo 
transport  driver,  and  the  private  ve- 
hicle driver. 

The  guidelines  cover  disorders  in  the 


areas  of  cardiovascular  diseases, 
musculoskeletal  defects,  neurological 
disorders,  eye  defects,  metabolic  dis- 
eases, psychiatric  disorders,  alcohol 
induced  problems,  and  drug  induced 
problems. 

Texas  was  the  ninth  state  to  create  a 
medical  advisory  board.  Prior  to  its 
inception,  the  only  definite  guidelines 
for  Texas  driver  licensing  authorities 
were  statutes  that  prohibited  opera- 
tion of  a motor  vehicle  by  persons  af- 
flicted with  certain  severe  driver  lim- 
itations such  as  blindness,  drug  ad- 
diction, insanity,  and  others.  From 
April  1970  through  November  1974, 
the  advisory  board  reviewed  53,745 
cases.  In  47.23%  of  the  cases,  the 
issuance  of  an  unrestricted  license 
was  recommended:  in  20.81  % of  the 
cases,  a restricted  license  was  recom- 
mended. Cases  resulting  in  denial  or 
license  revocation  recommendations 
totaled  13%.  Administrative  close- 
outs made  upthe  remaining  18.96%. 
Physicians  interested  in  obtaining  a 
copy  of  the  guide  may  contact  Charles 
E.  King,  director,  Division  of  Emer- 
gency Medical  Services,  Texas  State 
Department  of  Health,  1 100  W 49th 
St,  Austin  78756. 


State  immunization  program 
to  include  illegitimate  children 

The  Texas  State  Department  of 
Health  cannot  exclude  illegitimate 
children  from  immunization  pro- 
grams, according  to  a recent  ruling 
by  Attorney  General  John  L.  Hill. 

The  health  department  had  contended 
that  inclusion  of  the  illegitimate  chil- 
dren could  violate  the  privacy  rights 
of  the  mothers.  In  response,  Hill  stat- 
ed that  present  procedures  could  be 
changed  to  include  these  children 
without  revealing  the  circumstances 
of  their  births. 

Underthe  immunization  program,  the 
health  department  sends  notices  ad- 
dressed “To  the  Parents  of”  the  child 
involved.  Because  an  unwed  mother 
sometimes  gives  an  address  of  per- 
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sons  whom  she  would  prefer  have  no 
knowledge  of  the  birth,  the  health  de- 
partment has  excluded  these  mothers 
from  the  mailing  list. 

In  his  ruling,  the  attorney  general  said 
that  excludingthese  children  violates 
their  constitutional  right  to  equal  pro- 
tection as  they  are  equally  in  need  of 
immunization.  Hill  suggested  that  let- 
ters instead  of  postcards  be  used  for 
mailings  and  that  the  letters  be  ad- 
dressed to  individuals.  He  also  said 
that  health  authorities  should  inform 
an  unwed  mother  of  the  use  that  will 
be  made  of  information  such  as  her 
address. 

Regional  Medical  Program 
announces  project  funding 

The  Regional  Medical  Program  of 
Texas  has  recently  announced  details 
of  four  current  projects  being  funded 
by  R MPT. 

The  Division  of  Continuing  Education 
of  The  University  of  Texas  Health 
Science  Center  at  Houston  has  de- 
veloped two  self-instructional  texts 
for  dissemination  of  current  cancer 
information  to  primary  health  care 
professionals. 

Both  texts  concern  patient  rehabilita- 
tion: Psychosocial  Aspects  Related  to 
Rehabilitation  of  the  Cancer  Patient 
and  A Team  Approach  to  Rehabilita- 
tion of  the  Cancer  Patient. 

The  self-instructional  texts  are  com- 
plete and  were  reviewed  by  health 
care  professionals  for  relevancy  of 
content,  quality  of  material,  method 
of  presentation,  appropriate  format, 
and  logical  sequencing.  The  texts 
were  tested  by  occupational  and 
physical  therapy  training  program 
students  in  April. 

The  Department  of  Preventive  Medi- 
cine at  The  University  of  Texas  Medi- 
cal Branch  at  Galveston  is  developing 
and  testing  a general  evaluation  mod- 
el for  different  methods  of  presenta- 
tion of  audiovisual  health  education 
materials. 

The  project  staff  has  reviewed  20 


health  education  films  and  developed 
through  this  screening  activity  two 
sets  of  audiovisual  materials  in  En- 
glish and  Spanish. 

Effectiveness  of  the  educational  ma- 
terials and  the  indices  of  cost  effec- 
tiveness will  be  studied  at  three  clin- 
ics in  Galveston  where  the  audiovisu- 
als are  now  being  shown. 

The  model  content  will  be  focused  on 
preventive  medicine.  The  project  is 
geared  to  low  income  ethnic  and  ra- 
cial minorities. 

Using  a time-to-service  concept,  the 
Permian  Basin  Regional  Planning 
Commission  in  Midland  is  developing 
a health  plan  forthe  17-county 
area. 

An  advisory  committee  consisting  of 
physicians,  dentists,  nurses,  hospital 
administrators  and  other  health  care 
personnel,  consumers,  and  public  of- 
ficials was  formed  to  provide  guid- 
ance concerning  types  of  personnel 
and  facilities  to  be  covered  in  the 
project. 

The  committee  has  developed  a re- 
presentative list  of  13  medical  ail- 
ments, such  as  stroke  and  acute  poi- 
soning, and  theircorresponding  re- 
quired service.  Minimal  time-to-serv- 
ice requirements  were  estimated  for 
each  medical  ailment.  All  of  the  13 
ailments  listed  require  aid  within  15 
or30  minutes. 

A synthesis  of  time-to-service  re- 
quirements has  been  developed  and 
forwarded  to  the  24  Texas  health 
planners  for  review  and  comment  by 
their  respective  health  advisory 
councils. 

Minimum  time  requirements  will  be 
applied  to  each  county  in  the  17- 
county  Permian  Basin  region  in  order 
to  assess  current  services  and  needs. 
Project  personnel  plan  to  use  their 
data  to  demonstrate  a more  effective 
distribution  of  health  resources 
throughout  the  Permian 
Basin. 

A management  information  system, 
designed  to  promote  efficiency  and 
effectiveness  in  nonprofit,  acute 
care,  short-term  hospitals,  is  being 
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developed  by  Presbyterian  Hospital 
in  Dallas.  The  objective  of  the  project 
is  for  hospitals  to  have  a mechanism 
to  use  in  reducing  or  controlling 
costs. 

The  management  information  system 
will  consist  of  an  operating  budgeting 
system,  a resource  monitoring  sys- 
tem, and  a statistical  system.  The  pro- 
duct of  the  study  will  be  developed, 
tested,  and  consolidated  into  a source 
document  for  use  by  other  hospitals. 


94th  Congress  handles 
proposals  differently 

Congress  will  handle  health  proposals 
differently  than  it  has  in  the  past.  In 
the  House  Ways  and  Means’  Subcom- 
mittee on  Health,  majoremphasis 
will  be  placed  on  written  statements 
from  the  general  public. 

Among  other  changes,  the  House 
Ways  and  Means  Committee  has  been 
reorganized  into  subcommittees, 
some  of  its  jurisdiction  has  been  pass- 
ed to  the  House  Commerce  Commit- 
tee, and  the  Democratic  Caucus  has 
assumed  new  poweroverthetiming 
of  legislation  in  the  94th 
Congress. 

Written  statements  from  the  general 
public  must  contain  an  opening  sum- 
mary; a list  of  persons  or  organiza- 
tions represented,  including  the  total 
membership  of  an  organization;  and 
a topical  outline  of  comments  made 
in  the  full  statement. 


Clinic  groundbreaking  held 

Groundbreaking  for  the  three-story, 
$2.2  million  Brady  Memorial  Clinic  in 
San  Antonio  was  held  April  3. 

The  newclinic  will  house  the  Depart- 
ment of  Family  Practice  of  The  Uni- 
versity of  Texas  Health  Science  Cen- 
ter in  addition  to  other  outpatient 
services  offered  by  the  Bexar  County 
Hospital  District. 

The  project  is  financed  by  funds  the 
hospital  district  received  from  the 


estate  of  the  late  Lady  P.  Brady.  The 
bequest  was  used  as  matching  funds 
for  a federal  Hill-Burton  grant. 

More  than  400,000  patients  are  treat 
ed  each  year  through  the  ambulatory 
care  center  at  Robert  B.  Green  Memo 
rial  Hospital,  the  57  specialty  clinics, 
and  other  programs  of  the  Bexar 
County  Hospital  District. 


New  book  focuses 
on  childhood  facts 

Fact:  The  average  annual  income  of 
Texas  families  headed  by  women  in 
1969  was  about  half  that  of  all  fami- 
lies— $5,360  for  female-headed 
households  compared  to  $9,955  for 
all  households. 

Fact:  Among  all  Texas  families  with 
children  under  six,  28%  are  in  po- 
verty; another  26%  are  in  near 
poverty. 

The  source fortheseand  over 40 
more  concise  statements  on  condi- 
tions of  children  and  families  in  Texas 
is  a new  book,  “The  Darker  Side  of 
Childhood:  46  Things  You  Need  to 
Know  About  Texas  Children.” 

This  book  citing  the  unhappy  plight 
of  some  of  Texas’  children  was  pub- 
lished last  November  by  the  Texas 
Department  of  Community  Affairs’ 
Office  of  Early  Childhood  Develop- 
ment. Since  its  publication,  the  book 
has  received  a tremendous  response 
from  people  around  the  state  and  the 
nation,  according  to  officials  of  the 
childhood  development  office. 
Approximately  16,000  copies  have 
been  sent  to  interested  parties  across 
the  nation  including  health  care  work- 
ers, legislators,  researchers,  and 
community  and  educational 
representatives. 

Although  currently  in  short  supply, 
the  book  has  been  submitted  to  the 
ERIC  Clearinghouse  on  Early  Child- 
hood Education,  part  of  a national  in- 
formation system  supported  by  the 
National  Institute  of  Education.  If  the 
book  is  accepted,  anyone  may  request 
an  abstract  or  microfiche  by  writing 
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ERIC/ECE  University  of  Illinois  at 
Urbana-Champaign,  805  W Pennsyl- 
vania Ave,  Urbana,  III  61801.  Adeci- 
sion  regarding  the  book’s  acceptance 
and  availability  is  expected  in  a cou- 
ple months. 

The  Office  of  Early  Childhood  Devel- 
opment has  prepared  a 20-minute 
slide  presentation  of  the  entire  book 
that  might  be  appropriate  for  various 
meeting  programs.  Currently,  the 
presentation  requires  a reader  and 
manual  slide  changing.  Thechild  de- 
velopment office,  however,  plans  to 
automate  the  presentation  shortly 
with  a cassette  tape.  Anyone  interest- 
ed in  additional  information  regard- 
ing the  slide  presentation  should  con- 
tact Barbara  Langham  or  Pat  Black, 
Public  Education  and  Information, 
Office  of  Early  Childhood  Develop- 
ment, Texas  Department  of  Communi- 
ty Affairs,  PO  Box  13166,  Capitol 
Station,  Austin  78711.  The  office’s 
phone  number  is  (512)  475-3487. 

Medical  staff  wins  suit 

A law  suit  bearingdirectly  on  a hos- 
pital board’s  power  to  unilaterally 
amend  medical  staff  bylaws  has  been 
decided  in  favor  of  the  medical 
staff. 

The  defendant  hospital,  St.  John’s 
Hospital,  Huron,  SD,  argued  that  if  it 
were  liable  for  malpractice  damages, 
it  must  reserve  the  authority  to  con- 
tinually assure  that  its  medical  staff 
bylaws  were  geared  to  providing 
quality  care. 


In  its  opinion  the  court  stated,  . If 
it  were  not  for  the  adoption  of  the 
(previous)  bylaws,  and  the  hospital’s 
agreeing  to  be  bound  by  such  medi- 
cal staff  bylaws,  it  would  appear  that 
the  hospital  could  cite  such  bylaws 
for  the  medical  staff  to  follow.  How- 
ever, they  are  bound  by  the  bylaws 
that  they  have  prepared  and  approv- 
ed. The  bylaws  unilaterally  adopted 
on  Nov  24,  1972,  not  being  adopted 
in  conformity  with  the  medical  staff 
bylaws  then  in  existence  are  hereby 
declared  null  and  void.” 


Texas  experiences 
animal  bite  outbreak 

According  to  the  Texas  State  Depart- 
ment of  Health,  Texas  is  in  the  midst 
of  a serious  outbreak  of  animal 
bites. 

Last  year,  10,205  persons  reported 
being  bitten  by  an  animal.  Through 
the  Bureau  of  Veterinary  Public 
Health,  an  animal  bite  surveillance 
program  is  conducted  in  Texas.  Those 
reports  from  local  health  authorities 
in  1974  covered  an  average  human 
population  of  approximately  3.1  mil- 
lion persons  per  month. 

In  normal  reporting  terminology,  the 
animal  bite  rate  for  1974  was  330  per 
100,000  population.  This  is  an  in- 
crease in  bites  of  30  per  100,000 
population  overthe  previous  year 
when  reports  submitted  monthly  cov- 
ered approximately  3.5  million 
persons. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute 
values  on  mutual  funds.) 


Investment  Media" 

1975 

Through 

3/31/75 

3 Years 
Ended 
12/31/74 

5 Years 
Ended 
12/31/74 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

-F  17.5% 

-35.1% 

-26.6% 

1.5% 

Loomis-Sayles  Mutual  Fund 

-1-15.0% 

-29.7% 

-21.1% 

3.9% 

Mercantile  Bank  Equity  Fund 

-f-25.4% 

-46.9% 

-36.1% 

4.3% 

Mercantile  Bank  Fixed  Income  Fund 

4-  2.3% 

-17.2% 

- 8.5% 

8.2% 

T Rowe  Price  Growth  Stock  Fund 

+ 27.8% 

-43.3% 

-33.5% 

2.2% 

Stein  Roe  & Farnham  Balanced  Fund 

+ 21.1% 

-29.6% 

-20.8% 

3.4% 

Standard  & Poor  500  Stock  Average 

+ 21.9% 

-32.8% 

-25.5% 

Dow  Jones  Industrial  Average 

+ 24.7% 

-30.7% 

-22.9% 

"Includes  reinvested  capital  gains  distributions. 
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^^^AUBEE  kMHC  Scrapbook 
of  Vitamin  Facts  8.  Failacies 


The  Indian  fruit-eating  bat,  almost  all  monkeys,  man  and  the 
guinea  pig  are  the  only  mammals  whose  bodies  lack  an  enzyme 
needed  to  synthesize  ascorbic  acid  from  glucose'  Hence  they 
must  obtain  their  vitamin  C from  exogenous  sources. 


A 1965  U.S.D.A.  survey  revealed 
that  American  diets  were  lower  in 
vitamin  C than  they  had  been  10 
years  earlier! 


De  Joinville  writing  about  a 1 3th  century  crusade  reported  that 
barber  surgeons  had  to  "cut  away  the  dead  flesh  from  the  gums 
to  enable  people  to  masticate  their  food','  The  disease  he 
described  was  probably  scurvy. 


The  outer  leaves  of  cabbage  and  brussels  sprouts  contain  more 
vitamin  C than  the  heads.  Yet,  Ironically,  these  are  often  trimmed 
away  by  the  grocer  to  improve  appearance  and  enhance  sales 
appeal!  Many  housewives  trim  them  even  more  before  cooking! 


Available  on  your 
prescription  or 
recommendation 

AlUEElMlC 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


A. II.  Rohins  Company.  Richmond.  Va. 
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AllbeewithC 

MULTIVITAMINS 


Each  capsule  contains 
Thiamine  mononilf ate  (B')  15  mg  ISOOJ 
ftibotlavin  (Bi)  10  mg 

Pyfidomne  hydrochloride  (8.)5  mg  * 
Niacinamide  50  nyg  5^ 

Calcium  pantothenate  10  mg  '' 
Ascorbic  ac>d  (Vitamin  C)  300  mg  lOCD' 

30  CAPSULES 


/t-H-pOBINS— rg 


[ROBINS 


each  tablet, 
capsule  or  5 cc. 
teaspoonful 
of  elixir 
(23%  alcohol) 


each 
Donnatal 
No.  2 


hyoscyamine  sulfate  0.1037  mg.  0.1037  mg. 

atropine  sulfate  0.0194  mg.  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg  0 0065  mg 

phenobarbital  gr)  1 6 2 mg  gr.)  32  4 mg 

(warning:  may  be  habit  forming) 


each 

Extentab 

0.31 1 1 mg. 
0.0582  mg. 
0.01 95  mg. 
(^  gr.)  48.6  mg. 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma;  renal  or  hepatic  disease:  obstructive  uropathy  [for  ex- 
ample, bladder  neck  obstruction  due  to  prostafic  hypertrophy):  or 
hypersensitivity  to  any  of  the  ingredients. 
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Robins  Company,  Richmond,  Virginia  23220 


CAPITAL  COMMENTS 


AUSTIN:  HEALTH  PLANNING  UPDATE.  Contrary  to  the  advice  of  members  of  the 
Texas  Medical  Association,  Gov  Dolph  Briscoe  has  indicated  that  he  prefers  to 
designate  as  the  state  agency  underthe  National  Health  Planning  and  Resources 
Development  Act  of  1974  (PL  93-641),  a ne\w  state  entity  to  be  known  as  the 
Texas  Health  Resources  Commission.  The  governor,  also  by  executive  order  of 
April  3,  designated  David  A.  Dean  as  administrative  assistant  for  Health  Re- 
sources and  Human  Services  and  created  a Task  Force  on  Health  Resources  and 
Human  Services.  The  task  force  is  to  consist  of  the  chairmen  of  the  following 
appointed  commissions,  boards,  committees,  and  councils;  Advisory  Council  on 
Community  Affairs,  Board  of  the  Texas  Rehabilitation  Commission,  Governor’s 
Committee  on  Aging,  Hospital  Licensing  Advisory  Council,  State  Board  of  Educa- 
tion, State  Board  of  Health,  State  Board  of  Public  Welfare,  State  Commission  for 
the  Blind,  State  Commission  for  the  Deaf,  Texas  Board  of  Mental  Health  and 
Mental  Retardation,  Texas  Commission  on  Alcoholism,  Texas  Employment  Com- 
mission, Texas  Youth  Council,  and  such  other  groups  that  the  governor  may 
designate. 

The  task  force,  underthe  jurisdiction  of  the  governor,  has  the  functions  of:  1) 
serving  as  a borrowed  policy  advising  body  to  the  task  force  and  working  groups 
appointed  to  address  specific  problems;  2)  undertaking  and  promoting  joint 
studies  as  may  be  necessary  in  health  and  human  resource  matters;  3)  encour- 
aging cooperative,  comprehensive,  and  complementary  planning  by  each  state 
agency  or  department;  4)  coordinating  health  and  human  resource  activities 
with  other  state  agencies  and  interagency  councils  relating  to  but  not  directly 
involved  in  such  matters;  5)  recommending  legislative,  administrative,  or  execu- 
tive action  to  improve  the  development,  utilization,  and  conservation  of  health 
and  human  matters;  6)  serving  as  a forum  for  member  agencies  and  other  state 
or  federal  agencies  to  exchange  information  regarding  ongoing  or  proposed 
plans  and  programs  relating  to  health  resources  and  human  services;  7)  advis- 
ingthe  governor's  office  of  the  special  needs  and  circumstances  of  the  various 
boards  and  agencies  engaged  in  health  resource  or  human  service  activities; 
and  8)  performing  those  assignments  as  may  be  deemed  appropriate  by  the 
governor. 

The  governor  urged  passage  of  a bill  similar  to  SB  1024  by  Bob  Gammage, 
Houston,  and  HB  2164  by  Tim  Von  Dohlen,  Goliad.  Both  of  these  bills  would 
create  a new  state  agency  to  take  over  all  the  functions  of  the  Governor’s  Office 
of  Comprehensive  Health  Planning,  the  State  Board  of  Health  activities  in  the 
Hill-Burton  function,  and  all  powers  granted  under  PL  93-641  relatingto  plan- 
ning, implementation,  and  certificate  of  need. 


Editor’s  note: 

“Capital  Com- 
ments” is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 
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WASHINGTON:  MALPRACTICE  PROPOSAL.  S 482  by  Sen  Edward  Kennedy 
(D-Mass),  entitled  the  National  Medical  Malpractice  Insurance  and  Arbitration 
Act  of  1975,  would  authorize  the  secretary  of  the  Department  of  Health,  Educa- 
tion, and  Welfare  to  contract  with  providers  of  health  care  services  who  choose 
to  participate  in  the  program.  Among  its  provisions,  the  bill  stipulates  that  pro- 
viders would  pay  an  annual  premium  to  a medical  malpractice  fund  for  coverage. 
Providers  would  be  required  to  comply  with  state  licensure  and  relicensure 
requirements  which  meet  or  exceed  minimum  standards  established  by  the 
HEW  secretary.  Physicians  would  agree  to  accept  review  by  professional  stand- 
ards review  organizations,  to  accept  as  full  payment  for  Medicare  cases  the  level 
of  payment  established  by  the  federal  government,  and  to  obtain  a concurring 
specialist’s  opinion  prior  to  performance  of  surgery. 

WASHINGTON:  LIABILITY  COMMISSION.  The  creation  of  a 15-member  commis- 
sion on  medical  professional  liability  was  approved  by  the  House  of  Delegates  of 
the  American  Bar  Association.  The  commission  is  expected  to  include  attorneys, 
physicians,  hospital  administrators,  insurance  representatives,  and  members  of 
the  public. 

WASHINGTON:  AMA  OPPOSES  COST  REGULATIONS.  The  American  Medical 
Association  has  requested  withdrawal  of  the  proposed  maximum  allowable  cost 
regulations,  recently  published  by  HEW,  which  seek  to  establish  a maximum 
allowable  cost  reimbursement  for  drugs  furnished  under  HEW  programs. 

WASHINGTON:  HEALTH  MANPOWER  PROPOSALS.  Physicians  would  not  be 
exempt  from  the  requirement  in  proposed  health  manpower  bill  HR  2956  that 
students  repay  or  give  voluntary  service  for  educational  cost.  Under  an  amend- 
ment accepted  by  the  House  Commerce  Committee  Subcommittee  on  Health, 
certain  professional  groups  including  veterinarians,  optometrists,  podiatrists, 
pharmacists,  and  public  health  workers  would  be  exempted.  Physicians,  osteo- 
paths, and  dentists  would  still  have  to  serve  a year  for  each  year  of  capitation 
their  schools  received  for  them. 

WASHINGTON:  DIRECTOR  APPOINTED.  Paul  R.  M.  Donelan,  LL.B.,  has  been 
named  acting  director  of  the  AMA’s  Washington  office. 
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TEXAS  MEDICINE 


an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAMA  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg.; 
aluminum  hydroxide  dried  gel,  150  mg. 

Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  lO-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 

Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ey 

LABORATORIES  ^ 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


Put  our  money  wl 


Hir  mouth  is 


-Dental  problems.  They  can  take 
- ijuite  a bite  out  of  your  budget. 

Unless  you  have  Blue  Cross  and 
‘ Blue  Shield  dental  protection.  We 
offer  coverage  for  most  every  dental 
expense,  from  baby  teeth  to 
dentures. 

(Except  for  the  Tooth  Fairy.) 

These  plans  are  open  to  groups 
with  as  few  as  25  employees,  so  call 
your  nearby  Blue  Cross  and  Blue 
Shield  representative  today. 

You’ll  find  him  in  the  Yellow 
Pages.  And  you’ll  find  him  most 
helpful. 


BlueCross» 

GROUP  HOSPITAL  SERVICE  INC 

Blue  Shielde 

GROUP  LIFE  & HEALTH  INSURANCE  COMPANY 

of  Texas 


' Registered  Mark  Blue  Cross  Association 
" Registered  Service  Mark  ot  tlte 
National  Association  ot  Blue  Shield  Plans 


THF 

NATURAL 
WAY 


For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
tablets,  U.S.P)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

P'or  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  eflicacy  and  acceptance. 

PREMARIN.  1 he  only  estrogen 
preparation  a\'ailable  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 

PREMARIN  . . . naturally. 


BRIEF  SUMMARY 

(For  full  prescribing  information,  see  package 

circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 
PREMARIN  Tablets  by  the  National  Acad- 
emy of  Scicnces-National  Research  Council 
and/or  other  information,  ED.\  has  classified 
the  indications  for  use  as  follows: 

Effective:  .^s  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen cieficiency  states  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae.  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (I)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings;  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

1 he  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism anti  pulmonarv  embolism).  If  these  occur  or 
arc  suspected,  estrogen  therapy  should  be  dis- 
con t i nued  i m med  i a tel  y . 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  Flic  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  1.5 
percent  of  breast  cancer  patients  with  metas- 
tascs,  and  this  usually  indicates  progression  of 
bone  mctastascs.  Fhis  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

■A  statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  Ffiis  oc- 
curred with  the  use  of  dicthvlstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  stfiort  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  witli  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  I week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todvnia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  with  caution  in  patients  with 
cpilejisy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  size  whde  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

I he  pathologist  slrould  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  I his  should 
he  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

1 he  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  shoidd  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions;  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration; 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
tramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  blectiing  (See  DOS.AGE 
AND  ADMINISTRA  FION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  por]jhvria  becoming  manifest 
Dosage  and  Administration:  PREM.-\RIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
@ selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1 .25  mg.  daily,  cycli- 
cally. .Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating. cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Post  meno  pause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  eflective  level. 

Osteoporosis  (to  retartl  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  I'aginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— O.'i  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  .Administer  cyclically. 

How  Supplied:  I’REM.ARIN  (Conjugated  Estro- 
gens Tablets.  U.S.R) 

No.  S(55— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1 ,000. 

No.  H60— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1.000.  .Also  in  unit  dose 
package  of  100. 

No.  807— Each  red  tablet  contains  0.025  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1 ,000.  7352 
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PREAAARIN 


BR.AND 

OF 


CON)UGATED 
ESTROGENS 
TABLETS.  U.S.P 


CONTAINS  ONLY 
NATURAL  ESTROGENS 
...NO  SYNTHETICS 
OR  SUPPLEMENTS 


Ayerst, 


STINGING 

INSECT 

AlsmGEN 

For  patients 
who  have  had 


severe  reactions 
to  stinging 
insects 


Barry  STINGING  INSECT  ANTIGEN  No.  108  (aller- 
genic extracts)  is  a combined  insect  antigen  designed 
to  protect  patients  from  severe  reactions  to  future 
stings  by  immunization.  This  balanced  stock  formula 
is  a polyvalent  whole-body  extract  of  wasp,  hornet, 
bumble  bee,  honey  bee  and  yellow  jacket  antigens;  and 
offers  cross  protection  against  stings  of  any  of  these 
insects. 

WRITE  OR  CALL  FOR- 

FREE  CATALOG 


Toll  Free  - (800)  327-1 141 
Florida  Call  Collect  (305)  943-7722 


POMPANO  BEACH,  FLORIDA  33064 


RondomyGin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  Is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  ellective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development)  Embryotoxicity  has 
also  been  noled  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  inlanis,  and  children.  (See  above  WARNINGS  about  use  durino 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  (unction, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis.' 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms 
including  fungi,  discontinue  antibiotic  and  stail  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  (or  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  ad|ustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  biood 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin  avoid 
giving  tetracycline  with  penicillin. 

AOI/ERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  lull  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur, 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  intections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  lor  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  Initially,  followed  by  300  mg 
q.i.d.  (or  a total  of  5 4 grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  lollow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia;  900  mg  daily  lor  six  days. 

Children  — 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  (or  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  lor  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Belore  prescribing,  consult  package  circular  or  latest  POR  information. 

Rev.  6/73 
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TEXAS  MEDICINI 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


RondomvGin  300.g 

[melihacycline  HCI] 


Delivers  from  the  very  first  dose: 

tudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended 


Texas  Medical  Association 

BALKAN  ADVENTURE 


Bucharest  - Istanbul  -Dubrovnik 

DEPARTING  DALLAS-FORT  WORTH  AND  HOUSTON  JULY  31,  1975 


JOIN  US  FOR  A VACATION 
SPECTACULAR 


Bucharest  with  its  monumental 
French  facades,  casual  sidewalk 
cafes  and  surrounding  unspoiled 
forests  . . . Istanbul  with  its  slender 
minarets  of  1 7th  century  mosques 
and  medieval  bazaars  . . . Dubrov- 
nik, a Dalmatian  summer  resort  set 
against  the  blue  Adriatic 


51128 


A CAREFREE,  DO-AS-YOU- PLEASE 

TWO  WEEK  HOLIDAY  WITH 

EXCLUSIVE  FEATURES  INCLUDING: 

• Direct  flights  via  World  Airways 
chartered  jet 

• Deluxe  hotels 

• American  breakfasts;  gourmet 
dinners  at  a selection  of  the  finest 
restaurants 

• Generous  70  pounds  luggage 

• Optional  sightseeing  tours 

• Expedited  Customs  formalities 

• Tips  and  Transfers 


SEND  TO:  TEXAS  MEDICAL  ASSOCIATION 
Balkan  Adventure 

1801  North  Lamar  Blvd,  Austin,  Texas  78701 

Enclosed  is  my  check  for  $ ($100  per  person)  as  deposit. 

Names 


Address 


City 


State 


Zip 


Another  Non-Regimented  INTRAV  Deluxe  Adventure 


CONTINUING  EDUCATION  COURSES 


MAY 

Cardiovascular  Disease 

Title:  Core  Curriculum:  Myocardial  Bio- 
logy in  Health  and  Disease — 1975 
Sponsors:  American  College  of  Cardio- 
logy; Baylor  College  of  Medicine,  Hous- 
ton; Methodist  Hospital,  Houston 
Location  of  Course:  Holiday  Inn  Medical 
Center,  Houston 
Dates:  May  16-18,  1975 
Duration:  Continuous;  3 days;  7 hours 
instruction  per  day 

Fee:  ACC  members,  $100;  nonmembers, 
$150 

Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 

Teaching  Methods:  Audiovisual  mate- 
rials, laboratory  work,  lecture,  open 
question,  panel,  programmed  instruc- 
tion, television 

Contact:  Mary  Anne  Mclnerny,  Dir,  Dept 
of  Continuing  Education  Programs  for 
American  College  of  Cardiology,  9650 
Rockville  Pike,  Bethesda,  Md  20014 


Title:  Texas  Heart  Institute  Sixth  Annual 
Symposium 

Sponsor:  Texas  Heart  Institute,  Houston 
Location  of  Course:  Texas  Children’s 
Hospital  Auditorium,  Houston 
Dates:  May  29-31,  1975 
Duration:  Continuous;  4 hours,  Thurs- 
day; 8 hours,  Friday;  4 hours,  Saturday 
Fee:  $50 

Enrollment:  Maximum,  250 
Credit:  16  hours,  AAFP 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel,  pro- 
grammed instruction,  seminar,  closed 
circuit  television 

Contact:  Dr.  Robert  J Hall,  Medical  Dir, 
Texas  Heart  Institute,  One  Bates  Ave, 
Houston  77025 


Endocrinology 

Title:  Endocrine  Vignettes 


Sponsor:  UT  Health  Science  Center  at 
Houston 

Location  of  Course:  UT  Health  Science 

Center  at  Houston 

Dates:  May  6-27,  1975 

Duration:  Intermittent:  4 days;  4 weeks; 

2 hours  instruction  per  day 

Fee:  $30 

Teaching  Method:  Lecture 
Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 


General  Medicine 

Title:  Nutritional  Support  for  the  Cata- 
bolic Patient  (Francis  C Nance,  MD, 
Louisiana  State  University  School  of 
Medicine,  New  Orleans) 

Sponsors:  Harris  County  Academy  of 
Family  Physicians;  Eaton  Laboratories, 
Grant-in-Aid 

Location  of  Course:  Auditorium,  Jesse 
H Jones  Library  Bldg,  UT  Health  Sci- 
ence Center,  Houston 
Date:  May  12,  1975 
Duration:  1 session;  1 hour  of 
instruction 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Credit:  1 prescribed  hour,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  Cassie  E Stuermer,  Chmn, 
Program  Committee,  Harris  County 
Academy  of  Family  Physicians,  103 
Jesse  H Jones  Library  Bldg,  Houston 
77025 


Title:  Diagnosis  Using  Laboratory 
Methods 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio 
Dates:  May  17-18,  1975 


Duration:  2 days;  10  course  hours 
Fee:  $75 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Credit:  10  prescribed  hours,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Title:  Caribbean  Curricula 
Sponsors:  Texas  Academy  of  Family 
Physicians,  Austin;  Continuing  Educa- 
tion Division,  UT  Medical  Branch,  Gal- 
veston: Family  Medicine  Dept,  UT 
Medical  Branch,  Galveston 
Location  of  Course:  Aboard  the  MS 
Southward  cruise  ship,  departing  from 
the  Port  of  Galveston 
Dates:  May  17-24,  1975 
Duration:  Continuous;  1 week;  8 hours 
instruction  per  day 
Fee:  $115  plus  cabin  space 
Designed  For:  General  practice  and  part 
time  specialty 

Enrollment:  Minimum,  250;  maximum, 
350 

Credit:  40  hours,  AAFP 
Teaching  Methods:  Audiovisual  materi- 
als, clinical  conference,  lecture,  open 
question,  panel,  seminar 
Contact:  NeKee  McNulty,  Admin  Asst, 
Continuing  Education  Division,  UT 
Medical  Branch,  8th  Floor,  John  Sealy 
Hospital,  Galveston  77550 


Obstetrics  & Gynecology 

Title:  Second  Annual  Perinatal  Medicine 
Symposium 

Sponsor:  UT  Health  Science  Center  at 
Houston 

Location  of  Course:  Shamrock  Hilton 
Hotel,  Houston 
Dates:  May  23-24,  1975 
Fee:  $30 
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Contact:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion, PO  Box  20367,  Houston  77025 


Title:  Office  Gynecology 

Sponsor:  UT  Health  Science  Center  at 

San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  May  24-25,  1975 

Duration:  Continuous:  2 days;  10  total 

course  hours 

Fee:  $75 

Designed  For:  General  practice  and  part 
time  specialty 

Credit:  10  prescribed  hours,  AAFP;  Cate- 
gory I,  AMA  Physician's  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  pro- 
grammed instruction 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean 
for  Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Ophthalmology 

Title:  Neuro-Ophthalmology  Symposium 
Sponsor:  Program  in  Ophthalmology, 

UT  Medical  School  at  Houston 
Location  of  Course:  North  and  South 
Auditorium,  Hermann  Hospital, 

Houston 
Date:  May,  1975 

Duration:  Continuous;  1 day;  8 course 
hours 

Designed  For:  Full  time  specialty  in 
Ophthalmology 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Richard  S Ruiz,  Dir,  Pro- 
gram in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Prof 
Bldg,  Houston  77025 


Orthopedic  Surgery 

Title:  General  Sports  Medicine 
Sponsor:  American  Academy  of  Or- 
thopaedic Surgeons 
Location  of  Course:  Houston 
Dates:  May  18-21,  1975 
Duration:  Continuous;  3 days 
Fee:  AAOS  members,  $150;  Residents, 
$100;  Other  physicians,  $200 
Designed  For:  Orthopedic  surgeons, 
physicians,  trainers 
Enrollment:  300 

Credit:  Category  I,  AMA  Physician’s 
Recognition  Award;  credit  to  be  given 
on  basis  of  actual  hours  of  instruction 
Teaching  Methods:  Lecture,  open 
question,  panel 

Contact:  Dr.  Hugh  STullos,  6535 
Fannin  St,  Houston  77025 


Pediatrics 

Title:  Second  Annual  Perinatal  Medicine 
Symposium  (see  OBSTETRICS  & 
GYNECOLOGY) 


Physical  Medicine  & Rehabilitation 

Title:  Comprehensive  Review  Course  in 
Physical  Medicine  and  Rehabilitation 
Sponsors:  Veterans  Administration 
Hospital,  Houston;  Dept  of  Physical 
Medicine,  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Auditorium,  Texas 

V\/oman's  University  College  of  Nursing, 

Houston  Center,  Houston 

Dates:  May  19-30,  1975 

Duration:  Continuous;  10  days;  8 hours 

instruction  per  day 

Fee:  None 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty; 
Physicians  preparing  for  board  exami- 
nations or  review 

Enrollment:  Minimum,  25;  maximum, 
75 

Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 


Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  seminar,  open  question, 
panel 

Contact:  Dr.  William  P Blocker,  Jr, 

Chief,  Rehabilitation  Medical  Service, 
Veterans  Administration  Hospital,  2002 
Holcombe  Blvd,  Houston  77031;  or  Dr. 
Paul  Heft,  Coordinator,  Rehabilitation 
Medicine  Service,  Veterans  Administra- 
tion Hospital,  2002  Holcombe  Blvd, 
Houston  77031 


Psychiatry 

Title:  Rorschach’s  Test:  Advanced 
Workshop 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  May  10-11,  1975 

Duration:  Continuous;  2 days;  12  total 

course  hours 

Fee:  $75 

Designed  For:  Full  time  specialty  in 
Psychiatry 

Enrollment:  Maximum,  15 
Credit:  12  hours.  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, enrollee,  open  question,  seminar 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean 
for  Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Radiology  & Radioisotopes 

Title:  Nuclear  Medicine  Visiting 
Fellowship 

Sponsors:  St  Paul  Hospital,  Dallas; 
American  College  of  Radiology 
Location  of  Course:  St  Paul  Hospital, 
Dallas 

Dates:  May  and  October,  1975 
Duration:  Continuous:  12  days;  8 hours 
instruction  per  day 
Fee:  $150 
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Designed  For:  Postgraduate  traineeship; 
Full  time  specialty  in  Radiology 
Enrollment:  Maximum,  2 
Credit:  AMA,  ACR 

Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  enrollee  ob- 
serves procedure,  enrollee  performs 
procedure,  laboratory  work,  lecture, 
open  question,  patient  demonstration, 
programmed  instruction 
Contact:  Dr.  R W McConnell,  Dir,  Dept 
of  Nuclear  Medicine,  St.  Paul  Hospital, 
5909  Harry  Hines  Blvd,  Dallas  75235 


Title:  Diagnostic  Radiological  Physics 
Sponsors:  UT  Southwestern  Medical 
School  at  Dallas;  A Webb  Roberts  Cen- 
ter for  Continuing  Education,  Dallas 
Location  of  Course:  Marriott  Motor 
Hotel,  Dallas 
Dates:  May  20-22,  1975 
Duration:  Continuous;  3 days 
Fee:  $100 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Teaching  Methods;  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Dr.  George  J Race,  Dean,  A 
Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave,  Dallas 
75246 


Title:  Refresher  Course  of  Selected  Top- 
ics in  the  Physics  and  Radiation  Biology 
of  Diagnostic  Radiology  and  Nuclear 
Medicine 

Sponsors:  Radiology  Dept,  Southwest- 
ern Medical  School,  Dallas;  A Webb 
Roberts  Center  for  Continuing 
Education,  Dallas 
Location  of  Course:  Dallas 
Dates:  May  21-24,  1975 
Fee:  $175 

Designed  For:  Residents  preparing  for 
board  exams;  Full  time  specialty  in 
Radiology 

Enrollment:  Maximum,  60 


Credit:  24  hours.  Category  I,  AMA 
Physician’s  Recognition  Award 
Contact:  Mary  Esther  Gaulden,  PhD, 
Dept  of  Radiology,  Southwestern  Medi- 
cal School,  5323  Harry  Hines  Blvd, 
Dallas  75235 


Surgery 

Title:  Annual  Meeting 
Sponsor:  North  Texas  Chapter,  Ameri- 
can College  of  Surgeons,  Dallas 
Location  of  Course;  Chaparral  Club, 
Southland  Center,  Dallas 
Date:  May  17,  1975 
Duration:  1 day;  7 hours  of  instruction 
Designed  For:  Full  time  specialty 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact;  Dr.  Ronald  C Jones,  Sec-Treas, 
North  Texas  Chapter,  American  College 
of  Surgeons,  5323  Harry  Hines  Blvd, 
Dallas  75235 


JUNE 

Anesthesiology 

Title:  22nd  Annual  Anesthesiology 
Review  Course 

Sponsor:  Society  of  Air  Force  Anes- 
thesiologists, Lackland  Air  Force  Base 
Location  of  Course:  Hilton  Hotel  Palacio 
del  Rio,  San  Antonio 
Dates;  Jun  9-13,  1975 
Duration:  Continuous;  5 days;  32  total 
course  hours 
Fee:  $75 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Enrollment:  Maximum,  1,000 
Credit:  32  hours 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Col  Francis  J Dannemiller,  MD, 
Program  Dir,  Wilford  Hall  USAF  Medical 
Center,  PSC  8,  Box  368865,  Lackland 
AFB  78236 


Basic  Sciences:  Microbiology  & 
Immunology 

Title:  Workshop  in  Immunology 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Jun  12-15,  1975 

Duration:  Continuous;  30  total  course 

hours 

Fee:  $150 

Designed  For;  Full  time  specialty 
Enrollment:  Minimum,  40;  maximum,  50 
Credit:  30  prescribed  hours,  AAFP; 
Category  I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  observes  procedure, 
laboratory  work,  lecture,  open  question, 
seminar 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Basic  Sciences:  Physiology 

Title:  History  of  Physiology  and 
Medicine 

Sponsors:  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Baylor  College  of 
Medicine,  Houston 
Date:  Starting — Mar  31,  1975;  June, 
1975;  Sep  2,  1975;  Ending — End  of 
each  quarter 

Duration:  Intermittent:  7-15  days, 
depending  upon  the  quarter;  II/2  hours 
instruction  per  day;  10*/2-22V2  total 
course  hours,  depending  upon  quarter 
Fee:  None 

Designed  For:  General  practice  and  part 
time  specialty:  Full  time  specialty 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Robert  L Vick,  Prof  of 
Physiology,  Baylor  College  of  Medicine, 
1200  Moursund  Ave,  Houston  77025 
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Cardiovascular  Disease 

Title;  Symposium  on  Cardiovascular 
Disease 

Sponsors:  American  Heart  Association, 
Texas  Affiliate,  San  Antonio  Chapter; 

UT  Health  Science  Center  at  San 
Antonio 

Location  of  Course;  St.  Anthony  Hotel, 

San  Antonio 

Date:  Jun  20,  1975 

Duration:  1 day;  7 total  hours 

instruction 

Fee;  Physician  members,  AHA,  $30; 
Physician  nonmembers,  $35 
Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Enrollment:  Unlimited 
Credit:  AAFP  elective 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel,  pro- 
grammed instruction,  seminar 
Contact:  Dr.  Robert  Talley,  Chmn, 
Planning  Committee,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio  78284 


Internal  Medicine 

Title:  A Review  of  Internal  Medicine — 
1975 

Sponsors:  American  College  of  Physi- 
cians, Philadelphia;  The  Methodist  Hos- 
pital, Houston;  Baylor  College  of 
Medicine,  Houston 
Location  of  Course:  Baylor  College  of 
Medicine,  Houston 
Dates:  Jun  5-7,  1975 
Duration:  Continuous;  2^/2  days 
Fee:  FACP  members,  residents  and  re- 
search fellows,  $100;  Nonmembers, 
$150;  ACP  associates,  $50 
Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Enrollment:  Minimum,  50;  maximum, 
150 

Credit;  I8V2  hours,  AMA  Physician's 
Recognition  Award 

Teaching  Methods;  Audiovisual  mate- 


rials, lecture,  open  question,  panel, 
patient  demonstration,  seminar 
Contact:  Dr.  Harold  Brown,  Prof  and 
Vice  Chmn,  Dept  of  Medicine,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 


Malignant  Disease 

Title:  New  Frontiers  in  Molecular 
Oncology 

Sponsor:  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Baylor  College  of 

Medicine,  Houston 

Dates:  Jun  2-5,  1975 

Duration:  Continuous;  5 days;  2 hours 

instruction  per  day;  10  total  course 

hours 

Fee:  None 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Saul  Kit,  Prof  and  Head, 
Division  of  Biochemical  Virology,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 


Psychiatry 

Title:  Unusual  Sexual  Behavior 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course;  UT  Health  Science 
Center  at  San  Antonio 
Date:  Jun  7,  1975 

Duration:  1 day;  7 hours  instruction 
Fee:  $50 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Credit:  7 prescribed  hours,  AAFP; 
Category  I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, open  question,  seminar,  television 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 
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“It’s  just  not  fair  for  doctors 
to  have  to  pay  for  malpractice  insurance 
in  lump  sum  payments  in  advance!” 


“Call  me  collect,  or  write 
me,  and  I'll  show  you  how 
you  can  free  working 
capital  and  amortize 
these  costs  over  an 
annual  period!” 


Jim  Atchley,  President  Agency  Premium  Services 


“There  is  no  reason  why  you  should 
pay  your  malpractice  insurance  all  at 
once.  As  a rule,  that’s  quite  a chunk! 
Agency  Premium  Services,  one  of  the 
nation’s  fastest  growing  and  most  re- 
liable premium  financing  firms,  spe- 
cializes in  the  financing  of  malpractice 
insurance.  We  don’t  sell  insurance  and 
we  don’t  broker  insurance.  We  do  work 
with  your  agent  and  we  do  finance  mal- 
practice insurance  over  an  annual  pe- 
riod. Why  should  you  tie  up  your  money 
with  a lump  sum  pre-payment?  Why 
should  somebody  else  be  using  your 
working  capital  for  a year?  You  can  find 
better  investments  with  that  money! 


Call  us  collect  at  the  number  below, 
or  write  me,  and  I’ll  prove  to  you  the 
advantages  of  financing  your  malprac- 
tice insurance  annually!’’ 


Call:  Jim  Atchley,  President 

AGENCY 


SERVICES,  INC. 

I ■ 1 a Kaneb  company 

^(713)  626-3800 

P.  0.  Box  22717/ Houston,  Texas  77027 
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The  Pseudo-ulcer 


Ulcer-like  symptoms: 
no  G.L  pathology 


X-ray  demonstrates  normal  stomach. 


The  patient  is  con\  inced  he  has  an  ulcer. 
However,  symptoms  are  not  (juite  typical,  and 
x-ray  findings  are  negative.  l'he.se  findings  and 
the  results  of  additional  diagnostic  proccdtires 
exclude  an  organic  basis  for  the  patient’s  com- 
plaints. A diagnosis  of  “upjK-r  f unctional  gastro- 
intestinal disorder”  is  made,  which  is  supported 
by  the  fact  that  episodes  of  painf  ul  symptoms 
coincide  with  episodes  of  excessive  anxiety,  as 
indicated  by  the  history. 

It  may  be  useful  to  explain  to  the  patient  the 
mechanism  by  which  emotions  upset  normal 
G.l.  functioning,  resulting  in  hypersecretion  and 
hypermotility  and  thus  causing  such  symptoms  as 
nausea  and  epigastric  pain.  In  upper  functional 
gastrointestinal  disortlers,  counseling  by  the 
jjrimary  physician  can  often  help  the  jjatient 
understand  how  excessive  anxiety  may  cause 
flare-ups  of  G.l.  symptoms. 

A disproportionate  number  of  patients  seen 
by  the  general  practitioner  suffer  from  func- 
tional disorders,  as  do  more  than  half  of  those 
seen  by  the  gastroenterologist.*  Where  milder 
cases  may  respond  to  counseling  alone,  if  symp’ 
toms  are  severe  and  disabling  to  any  degree,  a 
suitable  regimen  may  include  medication  to  re- 
duce the  symptoms  and  the  excessi\'e  anxiety 
that  often  provokes  these  distressing  symptoms. 

In  these  cases,  Librax  as  an  adjunct  can 
greatly  contribute  to  the  course  of  therapy.  Its 
dual  action  can  offer  relief  of  both  painful  symp- 
toms and  excessive  anxiety,  because  each  capsule 
contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg 
clidinium  Br.  The  antianxiety  action  of 
Librium®  (chlordiazepoxide  HCl)  makes  Librax 
exceptional  among  drugs  for  certain  gastrointes- 
tinal disorders  associated  with  excessive  anxiety: 
the  clidinium  bromide  (Quarzan^'^ ) component 
furnishes  dependable  antisecretory-antispasmodic 
action.  Dosage  is  flexible;  it  may  be  adjusted 
according  to  your  patient’s  requirements  within 
the  range  of  1 or  2 capsules  three  or  four  times 
daily,  up  to  8 capsules  daily  in  divided  doses. 

Please  consult  the  complete  j^roduct  information 
regarding  precautions  and  adverse  reactions. 

*Romc  HP.  Brannick  TI.:  Orientation  and  mechanism  of 
functional  disorders:  clinicophysiologic  correlation,  chap.  133, 
in  Gastroenterology,  edited  hy  Bockiis  HL.  Philadelphia.  W.  B, 
Saunders  Companv.  196.5,  p.  1116. 


An  adjunct  in  anxiety-related 
upper  functional  G.I.  disorders 


Librax* 


Each  capside  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Please  see  summary  of  product  information  on  following  page. 
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An  adjunct  in  anxietv-related 
upper  functional  G.I.  disorders 

Librax" 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Initial  therapy 

The  initial  prescription  allows 
evaluation  of  patient  response  to 
therapy. 


Follow-up  therai)y 

Follow-up  therapy. with  a pre- 
scription for  2 to  3 weeks’  medica- 
tion usually  helps  maintain 
patient  gains. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 

Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  {e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures 


necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established  clinically. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  consti- 
pation, extrapyramidal  symptoms,  increased  and  decreased  libido 
—all  infrequent  and  generally  controlled  with  dosage  reduction; 
changes  in  EEC  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported  with  Librax  are 
typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (Quarzan'^  ” )— bottles  of  100  and  500. 
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Found  useful  in  the  management  of  vertigo’'  associated  with 

seases  affecting  the  vestibular  system.  j ■ u ■ * 

Can  relieve  nausea  and  vomiting  often  associated  with  vertigo. 
Usual  adult  dosage  for  Antivert/25  for  vertigo:’^  one  tablet  t.i.d. 
Also  available  as  Anti  vert  (meclizine  HCl)  12.5  mg.  scored 
blets,  for  dosage  convenience  and  flexibility. 

Antivert/25  (meclizine  HCl)  25  mg.  Chewable  Tablets  tor 
ausea,  vomiting  and  dizziness  associated  with  motion  sickness. 

aiEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

‘INDICATIONS-  Based  on  a review  of  this  drug  by  the  National  Academy  of 
I Sciences —National  Research  Council  and/ or  other  information,  FDA  has  classified 

1 the  indications  as  follows:  . , 

' Effective-.  Management  of  nausea  and  vomiting  and  dizziness  assoaated  with 

1 motion  sickness.  . , , . a:  u 

I Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  t e 

I vestibular  system.  . , 

Final  classification  of  the  less  than  effective  indications  requires  further 

investigation. — 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HCl)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 

teratogenic  effect  of  the  drug  in  rats. 

The  admimstration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspnng.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag  /day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it.  r u 1 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  panents 
should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or  operating 
dangerous  machinery. 

Usage  m Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  Contraindications. 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 

vision  have  been  reported. 

More  detailed  professional  information  available  on 

A division  of  Pfizer  Pharmaceuticals 

reQuesi.  New  York,  New  York  10017 


Antivert725 

(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 


VCbuld  sleep  witl 
fewer  nighttime 
awakenings 
benefit  your 
patients  with 


insomnia? 


Highly  predictable  results 
for  your  patients  with  trouble 
staying  asleep... 

. . .can  be  obtained  with  Dalmar 
(flurazepam  HCl).  As  shown 
below,  Dalmane  significantly 
reduces  nighttime  awakenings 


Average  Number  of  Nighttime  Awakenings 

(Four  Geographically  Separated  Sleep  Researe 
■ , Laboratory  Clinical  Studies,  16  Subjects) 


(Decreased  31.4%) 


3 

placebo 

baseline 

nights 


7 

Dalmane 

(flurazepam  HCl) 
30  mg  nights 


! 


knd  for  those  with  trouble 
ing  asleep  or  sleeping 
g enough... 

..Dalmane  (flurazepani  HCl) 

) delivers  excellent  results, 
lically  proven  in  sleep  research 
oratory  studies:  on  average, 

.'P  within  17  minutes  that  lasts 
) 8 hours.^ 

Dalmane  (flurazepam  HCl) 
elatively  safe,  seldom 
uses  morning  “hang-over!!. 

...and  is  well  tolerated.  The 
ial  adult  dosage  is  30  mg  /ts., 
t with  elderly  and  debilitated 
:ients,  limit  the  initial  dose  to 
mg  to  preclude  oversedation, 
.ziness  or  ataxia.  Evaluation  of 
issible  risks  is  advised  before 
ascribing. 

FERENCES: 

laracan  1,  Williams  RL,  Smith  JR:  The 
;p  laboratory  in  the  investigation  of  sleep 
! sleep  disturbances.  Scientific  exhibit  at 
y 124th  annual  meeting  of  the  American 
chiatric  Association,  Washington  DC, 
y 3-7,  1971 

Tost  JD  Jr:  A system  for  automatically 
ilyzing  sleep.  Scientific  exhibit  at  the 
h annual  Clinical  Convention  of  the 
lerican  Medical  Association,  Boston, 

V 29-Dec  2,  1970;  and  at  the  42nd  annual 
jntific  meeting  of  the  Aerospace  Medical 
iociation,  Houston,  Apr  26-29,  1971 
/ogel  GW:  Data  on  file,  Medical  Depart- 
nt,  Hoffmann-La  Roche  Inc. , Nutley  NJ 
Dement  WC:  Data  on  file.  Medical  Depart- 
nt,  Hoffmann-La  Roche  Inc.,  Nutley  NJ 
Data  on  file.  Medical  Department. 
ffmann-La  Roche  Inc.,  Nutley  NJ 


tore  prescribing  Dalmane  (flurazepam 
11),  please  consult  complete  product 
ormation,  a summary  of  which  follows; 
lications:  Ellective  in  all  types  of  insomnia 
aracterized  by  diiliculty  in  falling  asleep, 
quent  nocturnal  awakenings  and/or  early 
trning awakening;  inpatients  with  recurring 
•omnia  or  poor  sleeping  habits:  and  in 
lute  or  chronic  medical  situations  requiring 
litful  sleep.  Since  insomnia  is  often  transient 
d intermittent,  prolonged  administration  is 
nerally  not  necessary  or  recommended, 
intraindications:  Known  hypersensitivity 
flurazepam  HCl. 


Warnings:  Caution  patients  about  possible 
combined  eflects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (c.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
1 unction  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 


or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  G1  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
ol  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCl. 


Depend  on  highly 
predictable  results 
with 

Dalmane 

(flurazepam  HCl) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

specifically  indicated 
for  insomnia 

Objectively  proved  in  the  sleep  research  laboratory: 

■ sleep  with  fewer  nighttime  awakenings 

■ sleep  within  17  minutes,  on  average 

■ sleep  for  7 to  8 hours,  on  average, 
with  a single  h.s.  dose. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


lie  we^ofscieatific  opinion: 


If  the  pharmacist  substituted  a 
lemically  equivalent  drug  for  the 
le  you  have  specified  for  your 
itient— could  you  be  certain  of  that 
roduct’s  safety  and  effectiveness 
mply  because  the  chemical  content 
as  the  same? 

Definitely  not,  unless  bio- 
quivalence  tests  and  other  quality 
ssurance  checks  had  been  conducted 
fhe  pharmaceutical  industry  and 
jiany  scientists  have  maintained  this 
osition  for  years,  but  others  have 
uestioned  it.  Now  the  Office  of 
echnology  Assessment  of  the 
iongress  of  the  United  States  has 
eported  on  the  issue  in  its  Drug 
fioequivalence  Study.* 

Here  are  a few  definitive  state- 
aents  in  the  O.T.A.  report: 

. . the  problem  of  bioinequiva- 
ency  in  chemically  equivalent  prod- 
icts  is  a real  one.  Since  the  studies  in 
vhich  lack  of  bioequivalence  was 
lemonstrated  involved  marketed 
>roducts  that  met  current  compen- 
lial  standards,  these  documented  in- 
tances  constitute  unequivocal 
;vidence  that  neither  the  present 
tandards  for  testing  the  finished 
5roduct  nor  the  specifications  for 
naterials,  manufacturing  process, 
ind  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 


DRUG 

BlOEQUIVALEtviCE 


OFric*  OP  fBCHMOi-oov 
onuo  stoeou»vAi.cm;B  stoov 


i^~iiiY  Tinjliwi 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/ or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
^ practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription... 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street, N.W 
Washington,  D.C.  20005 

*Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 
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Information  for  authors 


Material  for  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  1801  North  Lamar  Blvd.,  Austin 
78701.  It  must  be  offered  solely  to  this  journal. 
Each  paper  is  reviewed  by  a consultant  specialist 
and  an  editorial  board,  and  is  accepted  or  rejected 
on  the  basis  of  its  individual  merit  and  the  avail- 
ability of  other  material. 

Manuscripts  s\\ou\(i  be  typed  double-spaced 
with  ample  margins  on  firm  paper.  Carbons  are 
unacceptable,  but  the  author  should  keep  a copy. 

The  title  should  include  the  words  most  suit- 
able for  indexing  the  article  in  ‘‘Index  Medicus,” 
should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  gram- 
matically with  the  main  title. 

The  author^  names  and  degrees  should  follow 
the  title,  and  their  mailing  addresses  should  be 
listed  at  the  end  of  the  article. 

The  rexr  should  be  narrative  with  complete 
sentences,  few  abbreviations,  and  logical  sub- 
heading. For  spelling  and  usage  the  editors  follow 
"Dorland’s  Illustrated  Medical  Dictionary,"  24th 
edition,  and  ‘‘Webster’s  Third  New  International 
Dictionary,  Unabridged.”  Quotations  must  give 
credit  to  both  author  and  source.  A concise  intro- 
ductory summary  is  required. 

Reference  lists  should  contain  in  this  order 
(1)  author’s  last  name,  initials,  (2)  title  of  article 
or  book,  (3)  name  of  journal,  (4)  volume  and  in- 
clusive page  numbers,  written  33:156-160,  (5) 
year.  For  books,  the  title  should  be  followed  by 
place  of  publication,  name  of  publisher,  and  year. 

Illustrations  should  be  black  and  white  draw- 
ings or  positive  photographs,  with  neat,  uniform, 
fairly  large  lettering.  A label  pasted  to  the  back 
of  each  illustration  should  indicate  its  number, 
top,  author’s  name,  and  title  of  article  in  brief. 
Legends  should  be  in  complete  sentences,  num- 
bered, and  typed  on  a separate  sheet.  Color 
illustrations  are  authorized  if  they  are  of  special 
value. 

Tables  should  be  typed  on  separate  sheets. 
Column  headings  should  show  points  of  simi- 
larity; side  headings,  points  of  difference. 

Permission  should  be  obtained  from  the  pub- 
lishers and  the  authors  for  any  previously  pub- 
lished material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations 
in  the  text  may  be  used  without  permission,  but 
should  be  quoted  exactly  with  the  source  credited 


in  the  bibliography.  Copies  of  permission  letters 
should  be  submitted  with  the  manuscript. 

All  material  is  subject  to  ed/r/ng,  but  authors 
receive  typescripts  to  check  before  publication. 
Prompt  return  of  typescripts  to  Texas  Medicine 
office  avoids  delay  in  publication.  After  the  article 
is  sent  to  the  printer,  only  minimal  revision  may 
be  made. 

Reprints  are  available  directly  from  the  printer 
at  an  established  schedule  of  costs.  Authors 
automatically  receive  order  blanks  when  their 
articles  are  published. 

Editorials  should  be  prepared  in  the  same  gen- 
eral manner,  and  should  be  written  in  clear,  con- 
cise language.  They  should  be  300-500  words  in 
length  (about  two  to  three  pages  typed  with 
double  spacing.) 

Contributions  to  the  news  section  should  be 
sent  to  the  Editorial  Offices,  1801  N.  Lamar 
Blvd.,  Austin  78701,  four  weeks  prior  to 
publication. 


PUBLICATION  INFORMATION 

Texas  Medicine  Is  published  monthly  by  the  Texas 
Medical  Association. 

Contributions,  previously  unpublished,  are  welcomed 
for  review.  News  and  other  items  should  be  sent  to  the 

Editorial  Offices  four  weeks  prior  to  publication.  All 
contributions  are  sent  at  the  owner's  risk. 

Scientific  Articles  are  reviewed  by  technical  and  spe- 
cialist consultants  and  are  selected  for  publication  In 
Texas  Medicine  by  the  Scientific  Publication  Commit- 
tee, which  is  appointed  by  the  Board  of  Publication. 
Editorials  and  other  articles  are  subject  to  review  by 
officers  of  the  Texas  Medical  Association,  appropriate 
expert  and  technical  consultants,  and  representatives 
of  county  medical  societies  when  in  their  purview. 

Scientific  Publication  Committee:  Joseph  M.  Abell,  Jr., 
MD,  Austin,  Chairman;  Robert  Askew,  MD,  Austin,  Vice- 
Chairman;  Ronald  P.  Boren,  MD,  Austin;  Ernest  C.  But- 
ler, MD,  Austin;  Jesse  D.  Cone,  MD,  Odessa;  C.  W. 
Daeschner,  MD,  Galveston;  George  A.  Gates,  MD,  San 
Antonio;  Stanton  W.  Glazener,  MD,  Austin;  Tracy  R. 
Gordy,  MD,  Austin;  R.  Maurice  Hood,  MD,  Austin;  Pax- 
ton H.  Howard,  Jr,  Temple;  Joseph  Lancaster,  MD, 
Austin;  Paul  C.  Peters,  MD,  Dallas;  Richard  S.  Ruiz, 
MD,  Houston;  H.  Irving  Schweppe,  Jr.,  MD,  Houston; 
Theodore  P.  Votteler,  MD,  Dallas. 

Publication  of  any  article  or  statement  is  not  to  be 
deemed  an  endorsement  of  the  views  expressed  there- 
in, nor  shall  publication  of  any  advertisement  be  con- 
sidered an  endorsement  of  or  approval  of  the  product 
or  service  involved. 
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AMERICAN  COLLEGE  OF  CARDIOLOGY 

Members  of  the  Texas  Medical  Association  are  invited  by  the 
American  College  of  Cardiology  to  attend  a program  on  myo- 
cardial biology  May  16-18,  1975,  in  Houston.  The  topics  to  be 
covered  are:  general  orientation  of  cardiac  biology,  membrane 
and  excitation-contraction-coupling  in  health  and  disease,  growth 
and  development,  metabolism  of  the  normal  and  diseased  heart 
and  control  of  cardiac  cell  function.  The  program  also  includes 
workshops  in  which  the  participants  will  be  divided  into  groups 
and  will  observe  cassettes  of  laboratory  demonstrations. 

Contact:  Mary  Anne  Mclnerny,  American  College  of  Cardio- 
logy, 9650  Rockville  Pike,  Bethesda,  Md  20014. 


INTERNATIONAL  CONFERENCE  ON  REMOTE 
EMERGENCY  MEDICAL  SERVICES 

The  Texas  Tech  University  School  of  Medicine  and  the  College 
of  Engineering  of  Texas  Tech  University,  under  the  sponsor- 
ship of  the  NASA  Johnson  Space  Center,  are  presenting  this 
conference,  which  is  followed  by  a workshop  in  the  problems 
of  emergency  medical  care  in  West  Texas,  May  15-17,  1975. 
The  purpose  of  the  conference  is  to  assemble  major  contributors 
to  the  field  of  emergency  medical  care  for  the  discussion  of 
recent  developments.  The  conference  and  workshop  have  been 
approved  for  17  hours  of  continuing  medical  education  credit  by 
the  American  College  of  Emergency  Physicians.  Registration 
fee  (includes  daily  lunch  during  the  conference)  is  $35  for  both 
the  conference  and  the  workshop;  the  fee  for  the  workshop 
only  is  $10.  All  sessions,  the  workshop  and  late  registration  will 
be  held  in  the  Business  Administration  Building  on  the  Texas 
Tech  University  campus. 

Contact:  Dr.  William  M Portnoy,  PO  Box  4267,  Tech  Station, 
Lubbock  79409. 


TEXAS  STATE  DEPARTMENT  OF  HEALTH 

The  Texas  State  Department  of  Health  and  the  Title  XIX  Med- 
ical Screening  Division  are  cosponsoring  a one-day  hemoglobino- 
pathy seminar  on  May  5;  this  will  be  followed  by  the  Southwest 
Workshop  in  Basic  Laboratory  Methods  of  Hemoglobinopathy 
Detection,  May  6-9,  sponsored  by  the  Department  and  the  US 
Department  of  Health,  Education  and  Welfare,  Public  Health 
Service,  Center  for  Disease  Control,  Atlanta.  Both  the  seminar 
and  the  workshop  are  being  held  at  the  Department  of  Health 
Auditorium  in  Austin.  The  hemoglobinopathy  seminar  is  limited 
to  150  participants  and  is  designed  to  educate  and  update 
physicians,  nurses,  technicians  and  counselors  in  various  aspects 
of  hemoglobinopathies.  The  workshop  is  limited  to  50  partici- 
pants. It  involves  a study  of  electrophoretic  methods  and  other 
procedures  presently  used  for  hemoglobin  identification  and 
quantitation.  The  May  5 seminar  course  is  a suggested  re- 
quisite for  the  workshop.  The  course  and  seminar  are  free,  but 
advance  registration  is  necessary. 

Contact:  The  Bureau  of  Laboratories  Office,  Texas  State  De- 
partment of  Health,  1100  W 49th,  Austin  78756. 


COMING 

MEETINGS 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  COLLEGE  OF  SPORTS 
MEDICINE,  annual  meeting,  Marriott 
Hotel,  New  Orleans,  May  22-24,  1975.  In- 
formal sessions.  Topics:  athletic  equipment 
design  and  injury  prevention;  guidelines 
for  exercise  stress  testing;  the  Montreal 
Olympics — sex  determination  and  drug  test- 
ing; women  in  sport — physiological  and 
medical  aspects  of  participation;  cellular 
aspects  of  the  cardiac  muscle;  the  child  in 
sport;  the  merits  of  taping — debate  and 
new  approaches;  aging  and  physical  ac- 
tivity; scientific  writing;  muscle  proprio- 
ception. Soviet  scientists  will  present  sym- 
posium on  history  and  current  status  of 
sports  medicine  in  Soviet  Union.  Dr.  Jean 
Mayer,  nutritionist  from  Harvard  Univer- 
sity, will  be  a featured  speaker  on  topic  of 
exercise  and  nutrition.  Contact:  1440  Mon- 
roe St,  Madison,  Wis  63706. 

AMERICAN  SOCIETY  OF  COLON  AND 
RECTAL  SURGEONS,  annual  convention, 
San  Francisco  Hilton  Hotel,  San  Francisco, 
May  4-8,  1975.  Speakers  include:  Prof 

John  C Goligher,  ChM,  University  of 
Leeds,  England;  Prof  John  Alexander- 
Williams,  ChM,  Birmingham,  England; 
Prof  Nils  G Kock,  University  of  Goteberg, 
Sweden;  Dr.  Oliver  H Beahrs,  Mayo  Clin- 
ic; Drs.  Robert  E Condon  and  Charles  E 
Yale,  University  of  Wisconsin;  Mr.  Alan 
Parks  and  Mr.  Christopher  Williams,  St. 
Mark’s  Hospital,  London;  Prof  Richard 
C Bennett,  University  of  Melbourne, 
Australia;  Dr.  Ward  O Griffen,  Jr,  Uni- 
versity of  Kentucky;  Dr.  Harry  A Oberhel- 
man,  Jr,  Stanford  University  Medical 
School.  The  Society  will  offer  a 2-hour 
self-assessment  examination.  Acceptable  for 
20  hours.  Category  I,  AMA  Physician’s 
Recognition  Award.  Contact:  H Gibson, 
Exec  Off,  320  W Lafayette.  Detroit  48226. 


AMERICAN  SOCIETY  OF  LAW  & MED- 
ICINE, symposium  on  genetics  and  the 
law,  Copley  Plaza  Hotel,  Boston,  May  19- 
20,  1976.  Cosponsor,  National  Genetics 

Foundation.  Faculty  of  over  40  academi- 
cians in  law,  genetics,  ethics,  psychiatry, 
sociology,  theology.  Focus  on  legal  issues 
in  genetics:  the  fetus  and  the  newborn; 
genetics  counseling,  mass  screening  for 
heterozygotes  and  homozygotes;  human  ex- 
perimentation, in  vitro  fertilization  and 
clonal  man;  eugenics,  ethics,  law  and  so- 
ciety. Registration  fee,  $25  for  ASLM  mem- 
bers, $30  for  nonmembers.  Contact:  464 
Brookline  Ave,  Boston  02216. 

For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  29-32. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


OTHER  MAY  MEETINGS 

AMERICAN  ASSOCIATION  OF  FOUNDATIONS  FOR 
MEDICAL  CARE,  Des  Moines,  Iowa,  May  9-10,  1976. 
PO  Box  230,  Stockton,  Calif  95201. 

■ AMERICAN  ASSOCIATION  FOR  THE  STUDY  OF 

LIVER  DISEASE,  San  Antonio,  May  18-24,  1976. 

Charles  B Slack,  6900  Grove  Rd,  Thorofare,  NJ  08086. 

AMERICAN  COLLEGE  OF  CARDIOLOGY.  New  York, 
May  10-11,  1975.  Mary  Anne  Mclnerny,  Dir,  Dept  of 
Continuing  Education  Programs,  9660  Rockville  Pike, 
Bethesda,  Md  20014. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Boston,  May  6-8,  1976.  Dr.  M L 
Stone,  New  York  Medical  College,  1249  Fifth  Ave,  New 
York  10029. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Iowa  City. 
Iowa,  May  9-10,  1976.  Dr.  Atlee  B Hendricks.  121  W 
Locust  St,  Davenport,  Iowa  62803. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Bend,  Ore, 
May  16-17,  1976.  Dr.  Wayne  R Rogers,  Medical  Dental 
Building,  833  SW  11th  Ave,  Portland,  Ore  97216. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  17,  1976.  Dr.  R C 
Jones,  Sec,  6323  Harry  Hines,  Dallas  76236. 

■ AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, San  Antonio,  May  18-24,  1976.  Charles  B Slack, 
6900  Grove  Rd,  Thorofare,  NJ  08086. 

AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Tole- 
do, Ohio,  May  16-18,  1975.  20  S Quaker  Lane,  Alexan- 
dria. Va  22313. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER.  Amarillo,  May  16-18,  1976.  Geral- 
dine Midgley,  Sec,  PO  Box  1287,  Uvalde  78810. 

■ AMERICAN  SOCIETY  FOR  GASTROINTESTINAL 
ENDOSCOPY,  San  Antonio.  May  18-24,  1976.  Charles  B 
Slack,  6900  Grove  Rd,  Thorofare,  NJ  08086. 

AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE.  Bos- 
ton, May  19-20,  1976.  Dr.  Aubrey  Milunsky,  Genetics 
Unit.  Massachusetts  General  Hospital,  Boston  02114. 

AMERICAN  THORACIC  SOCIETY  OF  THE  AMERI- 
CAN LUNG  ASSOCIATION,  Montreal,  May  18-21, 
1976.  R G Weymueller,  Exec  Off,  1749  Broadway,  New 
York  10019. 

■ DALLAS  ACADEMY  OF  OTOLARYNGOLOGY,  Dal- 
las, May  8,  1976.  Dr.  Allan  D Gilbert,  316  Oak  Cliff 
Bank  Tower,  Dallas  76208. 

■ GASTROENTEROLOGY  RESEARCH  GROUP,  San  An- 
tonio, May  18-24,  1976.  Charles  B Slack,  6900  Grove  Rd, 
Thorofare,  NJ  08086. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Montreal,  May  10-16,  1976.  Dr.  A J Cantor,  Exec  Off, 
147-61  Sanford  Ave,  Flushing,  NY  11366. 

NATIONAL  LEAGUE  FOR  NURSING,  New  Orleans, 
May  18-22,  1976.  Margaret  E Walsh,  10  Columbus  Circle, 
New  York  10019. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  INC,  New  York,  May  16,  1976.  79  Madi- 
son Ave,  New  York  10016. 

■ PERINATAL  MEDICINE  SYMPOSIUM,  Houston,  May 

23-24,  1976.  UT  Health  Science  Center  at  Houston, 

Division  of  Continuing  Education,  PO  Box  20367,  Hous- 
ton 77026. 


■ SOCIETY  FOR  SURGERY  OF  THE  ALIMENTARY 
TRACT,  San  Antonio,  May  18-24,  1976.  Charles  B Slack, 
6900  Grove  Rd,  Thorofare,  NJ  08086. 

US  DEPARTMENT  OF  HEALTH.  EDUCATION  AND 
WELFARE,  Des  Moines,  Iowa,  May  9-10,  1975.  American 
Association  of  Foundations  for  Medical  Care,  PO  Box 
230,  Stockton,  Calif  95201. 


JUNE 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  Chicago,  Jun  8-13,  1975. 
Dr.  Carl  N Patterson,  Pres-Elect,  1100  W Main  St, 
Durham,  NC  27701. 

AMERICAN  DIABETES  ASSOCIATION,  New  York,  Jun 
15-17,  1975.  Ernest  M Frost,  EdD,  Exec  Off,  1 W 48th 
St,  New  York  10020. 

■ AMERICAN  HEART  ASSOCIATION,  TEXAS  CHAP- 
TER, San  Antonio,  Jun  19-21,  1976.  Dr.  Arvel  Haley, 
Pres,  737  N Bishop,  Dallas  76208. 

AMERICAN  MEDICAL  ASSOCIATION.  Atlantic  City, 
NJ,  Jun  14-19,  1975.  Dr.  James  H Sammons,  Exec 
Vice-Pres,  635  N Dearborn  St,  Chicago  60610. 

AMERICAN  NEUROLOGICAL  ASSOCIATION,  New 
York,  Jun  2-4,  1976.  Dr.  Peritz  Scheinberg,  Sec.  PO 
Box  620876,  Bis  Annex,  Miami,  Fla  33162. 

AMERICAN  SOCIETY  OF  LAW  & MEDICINE,  Wash- 
ington, DC,  Jun  8-10,  1976.  454  Brookline  Ave,  Boston 
02215. 

■ COASTAL  BEND  HEALTH  SCIENCE  CONSORTIUM, 
Corpus  Christi,  Jun  12-13,  1975.  Dr.  John  F Cram,  Pres, 
Nueces  County  Medical  Society,  PO  Box  5280,  Corpus 
Christi  78405. 

ENDOCRINE  SOCIETY,  New  York,  Jun  18-20,  1976. 
Nettie  C Karpin,  Etxec  Sec,  9660  Rockville  Pike.  Bethes- 
da, Md  20014. 

■ KENNETH  C HALTALIN  PEDIATRICS  SEMINAR, 
Dallas.  Jun  6-7,  1976.  Dr.  Peggy  A Sartain,  Seminar 
Dir,  1936  Amelia  St,  Dallas  76236. 

ROCKY  MOUNTAIN  NEUROSURGICAL  SOCIETY, 
Cozumel  Island.  Yucatan  Peninsula,  Mexico,  Jun  8-11, 
1976.  Dr.  Richard  H Moiel,  Sec,  601  Medical  Towers. 
1709  Dryden  St,  Houston  77026. 

■ TEXAS  SOCIETY  OF  RESPIRATORY  THERAPISTS. 
Corpus  Christi,  Jun  12-13,  1975.  Dr.  John  F Cram,  I^res, 
Nueces  County  Medical  Society.  PO  Box  5280,  Corpus 
Christi  78405. 


JULY 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
NEW  MEXICO  CHAPTER.  Ruidoso,  NM.  Jul  14-17, 
1975.  Bob  Reid.  Exec  Sec,  PO  Box  456,  Sunland  Park. 
NM  88063. 

INDIANA  UNIVERSITY,  INSTITUTE  FOR  SEX  RE- 
SEARCH, INC,  Bloomington.  Ind,  Jul  23-Aug  1.  Ruth 
Beasley,  Chairperson,  Summer  Program  Committee,  In- 
diana University,  Institute  for  Sex  Research.  Inc,  Mor- 
rison Hall  416,  Bloomington.  Ind  47401. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE.  Denver, 
Jul  18-19,  1976.  F C Schmidt,  Exec  Off,  1809  E 18th 
Ave,  Denver  80202. 
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RHUS  All 


NOW  IS  THE  TIME  TO 
PROTECT  YOUR 
PATIENTS  FROM 
SEVERE  REACTIONS 
TO 

POISON 

IVY 
OAK 
SUMAC 


and 


RH US-ALL  is  an  effective  prophylactic 
against  these  three  common  summer  irritants 
Usual  dosage  consists  of  2 - 3 injections  intra- 
muscularly, at  weekly  intervals,  prior  to  exposure. 


WRITE  OR  CALL  FOR- 

FREE  CATALOG 

Toll  Free  - (800)  327-1141 
Florida  Call  Collect  (305)  943-7722 


LABORATORIES 

T 

SINCE  y 1928 

POMPANO  BEACH,  FLORIDA  33064 


PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug.  ' 

Antiminth  is  partially  absorbed 
alter  an  oral  dose.  Plasma  levels  of 

levels 

(0.05-0. 13^g/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SCOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 

ROQRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


TEXAS 


A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.— max- 
imum dose,  4 tsp=20  cc.) 
offers  highly  effective  control 
of  both  pinworms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
in  clinical  studies*  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  ingestion... 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescription  can 
economically  treat  the  entire 
family 

ROeRIG 

A division  of  Pfizer  Pharmaceuficals 
New  York,  New  York  10017 


NSN  6505-00-148-6967 


Pinworms,  roundworms  controlled 
with  a sin^e,  non-staining  dose  of 

ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  nig.  pyrantel/ nil. 


•Data  on  file  at  Roerig. 


ORAL  SUSPENSION 


Please  see  prescribing  information  on  facing  page. 
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500341 


One  contains  aspirin. 
One  doesn’t. 


Darvocet-N^'  100 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Darvon^ 

Conipouiid-65 

65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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Corneal  transplants: 
100  consecutive  cases 


David  Paton,  MD;  William  Aden,  MD 

Ophthalmic  microsurgery  and  the  use  of 
no.  10-0  monofilament  nylon  suture  are  the 
most  important  factors  in  the  improved 
prognosis  of  corneal  transplantation.  Other 
factors  include  eye  comfort  as  a result  of 
buried  suture,  which  allows  eye  patches  to 
be  removed  after  the  second  or  third  post- 
operative day;  use  of  topical  and  systemic 
drugtherapy  onlyas  needed;  and  early  re- 
turn to  almost  full  activities,  reducing  mor- 
bidity and  improvingthe  patient’s  sense  of 
well  being. 

One  of  us  (Dr.  Aden)  has  reviewed  the 
most  recent  100  consecutive  penetrating 
keratoplasties  performed  by  the  other  (Dr. 
Paton)  with  follow-ups  of  from  six  months 
to  two  years  following  surgery.  Graft  failure 
can  occur  more  than  six  months  after  oper- 
ation, as  was  the  case  in  a number  of  our 
failures.  A six-month  follow-up  may  provide 
helpful  data  about  technique,  but  it  does 
not  tell  the  long  range  result,  particularly 
in  patients  with  bullous  keratopathy.  All 
grafts  used  in  this  series  were  7.5  to  8.0 
mm  in  diameter;  most  were  from  fresh 
donor  tissue,  but  several  had  been  preserv- 
ed in  liquid  nitrogen. 

Partial  penetrating  keratoplasty  is  per- 
formed either  to  improve  the  visual  acuity 
of  an  eye,  or  to  salvage  the  eye  from  other- 
wise irreparable  trauma  or  progressive  dis- 
ease processes,  or  for  both  reasons.  A re- 
ferral practice  includes  a high  incidence  of 
cases  with  poor  prognoses.  In  the  100 
cases  reported  here,  23  % of  the  grafts 
haveeithera  major  or  minordegree  of 
opacification  (resulting from  rejection  reac- 
tion, glaucoma,  technical  difficulties,  or  in- 
fection) and  two  of  the  eyes  have  been 
enucleated.  Three  of  these  grafts  have  been 
replaced. 

At  the  time  of  the  most  recent  examina- 
tions, 77  % of  the  grafts  were  crystal  clear 
and  the  patients  had  visual  acuity  in  the 
normal  range  unless  macular  degenera- 
tion, amblyopia,  cataract,  or  other  noncor- 
neal  factors  had  intervened. 


Whether  or  not  an  ophthalmologist  per- 
forms keratoplasty,  he  needs  to  know  the 
chances  for  success  and  the  risks  involved 
in  counseling  his  patients  regardingthis 
surgical  management  as  compared  with 
alternative  procedures  without  optical  value 
but  less  challenging  to  the  patient’s  endur- 
ance, such  as  conjunctival  hood  flap,  ther- 
apeutic soft  lens,  or  enucleation. 

Prognoses 

We  have  summarized  the  short-term  prog- 
noses of  partial  penetrating  keratoplasty 
performed  by  microsurgical  technique  with 
continuous  nylon  suture  for  six  categories 
of  corneal  disease. 

Keratoconus  and  Stromal  Dystrophies 

Surgery  was  deferred  until  the  patient 
could  no  longer  tolerate  a contact  lens,  or 
when  spectacles  or  contact  lenses  no  long- 
er provided  adequate  vision  for  the  pa- 
tient’s needs.  There  were  22  grafts  for 
keratoconus  and  various  stromal  dys- 
trophies in  this  category,  21  of  which  were 
crystal  clear  when  last  examined.  The  fail- 
ure was  in  a patient  with  uncontrolled  sec- 
ondary glaucoma.  Additionally,  one  patient 
had  progression  of  pre-existing  cataract. 

Bullous  Keratopathy  (Phakic  Eyes  with 
Fuchs’  Dystrophy) 

There  were  15  grafts  in  this  category,  14 
of  which  were  crystal  clear  at  the  last  ex- 
amination. The  failure  in  this  group  showed 
a moderate  amount  of  peripheral  edema. 
Four  of  these  15  eyes  had  progression  of 
pre-existing  senescent  type  cataracts. 

Postoperative  Bullous  Keratopathy  (Apha- 
kic Eyes  with  Fuchs’  Dystrophy,  Endothelial 
Damage  or  Vitreous  Touch  Syndrome) 

There  were  26  eyes  receiving  grafts  in  this 
category,  of  which  19  were  crystal  clear  at 


Volume  71,  May,  1975 


the  last  examination.  All  but  three  of  these 
cases  had  simultaneous  radical  anterior 
vitrectomy  at  the  time  of  keratoplasty.  The 
seven  failures  resulted  from  uncontrolled 
postoperative  glaucoma  in  three  cases, 
graft  rejection  in  two  cases,  recurrent 
vitreous  touch  in  one  case,  and  gradual 
progressive  collapse  of  the  anterior  cham- 
ber and  secondary  glaucoma  in  one  case. 

Inactive  Herpes  Keratitis  and  Interstitial 
Keratitis 

Of  the  eight  grafts  in  this  category,  six  were 
completely  clear  at  last  examination.  Two 
have  failed  from  uncontrolled  glaucoma; 
one  of  those  had  progressive  lens  changes, 
and  the  other  had  recurrent  herpes 
keratitis. 

Miscellaneous  Reoperations 

In  a miscellaneous  group  of  14  eyes  with 
previously  unsuccessful  keratoplasty,  10 
successfully  received  corneal  transplants. 
Of  the  four  failures,  three  had  allograft  re- 
actions, and  one  had  diffuse  edema  secon- 
dary to  uncontrolled  glaucoma. 

Miscellaneous  Poor  Prognosis  Cases 

These  included  cases  of  chemical  burns, 
severe  trauma,  and  corneal  ulcers  with 
descemetocele.  Of  the  15  grafts  in  this  poor 
prognosis  group,  only  7 remain  crystal 
clear.  One  eye  has  been  lost  from  endoph- 
thalmitis, two  have  succumbed  to  uncon- 
trolled glaucoma,  and  the  others  have  fail- 
ed for  a combination  of  factors.  Most  of 
these  eyes  would  have  been  lost  or  useless 
had  keratoplasty  not  been  performed,  and 
for  that  reason  the  low  salvage  rate  is  to  a 
certain  extent  misleading. 

Conclusions 

Some  cautious  conclusions  can  be  drawn 
from  this  recent  series  of  partial  penetrat- 
ing keratoplasties.  Again,  we  note  the  rela- 
tively short  follow-ups. 

1.  In  the  absence  of  glaucoma,  phakic 
eyes  (whether  with  keratoconus,  stromal 
dystrophy,  or  endothelial  dystrophy)  have 
an  extremely  good  chance  of  successful 
penetrating  keratoplasty. 


2.  Bullous  keratopathy  with  surgical 
aphakia  also  responds  well  to  penetrating 
keratoplasty,  even  though  a radical  anterior 
vitrectomy  must  accompany  that  surgery 

in  almost  every  case.  Approximately  three- 
quarters  of  these  eyes  have  crystal  clear 
grafts,  but  late  failures  of  grafts  make  long 
range  prognosis  somewhat  more  guarded 
in  this  group.  Glaucoma  is  the  leading 
cause  of  graft  failure. 

3.  Preoperative  minimal  to  moderate 
corneal  vascularization  does  not  seriously 
affect  the  prognosis  of  penetrating  kera- 
toplasty if  there  is  no  active  bacterial,  fun- 
gal, or  viral  keratitis  at  the  time  of 
operation. 

4.  Previous  graft  failure,  in  itself,  is  not 
a poor  prognostic  circumstance. 

5.  Eyes  with  chemical  burns  (particular- 
ly alkali),  severe  trauma,  or  active  corneal 
infection  with  ulcer  or  descemetocele  con- 
stitute a high  risk  group  with  respect  to 
maintaining  a clear  graft,  yet  salvage  of  the 
eye  is  likely. 

Whereas  the  reported  data  indicate  that 
77  of  100  grafts  were  crystal  clear  at  most 
recent  examination,  reflecting  a reasonable 
expectancy  for  graft  survival  in  the  cate- 
gories cited,  they  do  not  enumerate  the 
overall  incidence  of  allograft  reaction  rec- 
ognized at  one  time  or  another  in  the  post- 
operative course,  most  of  which  were  cured 
by  medical  management.  Similarly,  glau- 
coma, primary  or  secondary;  wound  repair; 
graft  astigmatism;  final  level  of  best  cor- 
rected acuity;  and  other  factors  affect  the 
functional  outcome.  One  fact  is  of  para- 
mount importance:  obsessive  postoperative 
management,  with  frequent  visits  to  the 
ophthalmologist,  is  as  important  to  graft 
survival  as  the  technique  of  surgery  itself. 
Fortunately,  when  detected  early,  compli- 
cations can  be  managed  without  jeopardiz- 
ing the  ultimate  survival  of  the  graft.  We 
believe  that  most  of  the  failed  grafts  in  the 
“good  prognosis”  categories  could  have 
been  saved  if  the  patients  had  adhered  to 
the  frequent  follow-up  schedules  requested 
of  them  at  the  time  of  hospital  discharge. 

Drs.  Paton  and  Aden,  Department  of  Ophthal- 
mology, Baylor  College  of  Medicine,  Texas  Medi- 
cal Center,  Houston,  Texas  77025. 
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Problem  diagnoses 
in  optic  nerve  disease 

J.  A.  McCrary,  Mi,  MD 


Several  diseases  of  the  optic  nerve  contin- 
ue to  elude  diagnosis  by  ophthalmolog- 
ists. Unfamiliarity  with  certain  disorders  of 
the  optic  nerve  lead  to  incorrect  diagnoses 
and  may  lead  to  unnecessary,  expensive, 
potentially  dangerous  tests  for  the  patient. 
In  other  cases,  the  patient  does  not  receive 
appropriate  advanced  studies,  such  as  ar- 
teriography or  pneumoencephalography, 
and  may  needlessly  lose  visual  function  be- 
fore the  correct  diagnosis  is  established. 
This  article  concerns  diagnosis  of  (1) 
Leber’s  optic  neuropathy,  (2)  hyaline 
bodies  of  the  optic  nerve,  (3)  nutritional 
optic  neuropathy,  (4)  “chronic”  optic  neu- 
ritis, and  (5)  bilateral  “acute  optic  neuri- 
tis.” Each  category  will  be  introduced  with 
a case  report. 

Case  Reports 

Case  1:  This  20-year-old,  right  handed, 
white  man’s  chief  complaint  was  decreased 
vision  in  both  eyes.  He  first  noticed  it  in 
May  1970  in  the  right  eye,  and  the  left  eye 
became  involved  in  November  1970. 

The  patient  apparently  had  been  in  good 
general  health  except  for  recurrent  head- 
aches associated  with  fortification  spectra 
and  other  evidence  of  typical  migraine.  In 
May  1970  he  first  noticed  decreased  vision 
in  his  right  eye.  He  had  a previous  docu- 
mented visual  acuity  of  20/20  in  each  eye, 
uncorrected,  in  1967.  The  decrease  of  vis- 
ion in  the  right  eye  was  not  particularly 
rapid  and  the  patient  had  no  other  neuro- 
logic complaints. 

The  patient  was  subsequently  examined 
by  an  ophthalmologist  who  found  a large 
central  scotoma,  which  had  a cecocentral 
quality,  in  the  visual  field  of  the  right  eye. 
Later,  the  right  optic  disc  was  found  to  be 
slightly  elevated,  and  the  patient  was 
thought  to  have  optic  neuritis. 


He  was  treated  by  injection  of  steroids 
into  the  right  orbit.  At  the  same  time  he 
was  hospitalized  and  skull  films,  a brain 
scan,  an  electroencephalogram,  and  a 
pneumoencephalogram  were  obtained.  The 
studies  showed  no  abnormalities,  and  the 
patient’s  condition  did  not  improve.  In 
November  1970  the  patient  began  noticing 
decreased  vision  in  the  left  eye.  This  pro- 
gressed for  three  to  four  weeks,  and  again 
there  was  slight  swelling  around  the  optic 
nerve  head,  suggesting  optic  neuritis  as  a 
possible  diagnosis.  A large  central  visual 
field  defect  was  present  in  the  left  eye. 

The  patient  repeatedly  stated  that  there 
was  no  family  history  of  optic  neuropathy. 
The  initial  history  revealed  no  ocular  dis- 
eases except  for  glaucoma  in  the  paternal 
grandfather. 

Examination:  Best  corrected  vision  in 
the  right  eye  was  2/200  in  the  inferior 
nasal  field,  and  6/200  for  the  left  eye.  At 
near,  the  patient  could  read  a 20/200 
equivalent  target  with  the  right  eye,  using 
the  Sloan  card  and  a +5.00  add,  while  with 
the  left  eye  he  was  able  to  read  the  20 /40 
equivalent  with  the  same  readingaddition. 
The  patient  preferentially  held  the  card  in 
an  inferior  field  before  either  eye.  Results 
of  external  examination,  ocular  motility, 
and  examination  with  the  slit  lamp  were  all 
within  normal  limits.  Examination  of  the 
pupils  revealed  that  the  right  pupil  was  5.5 
mm  in  diameterand  slightly  irregular  in 
outline,  while  the  left  was  5.0  mm  in  dia- 
meter. Both  pupils  reacted  about  2+  to 
light,  and  3+  to  near  objects. 

Visual  field  examination  showed  the  pa- 
tient to  have  bilateral  large  altitudinal  vis- 
ual field  defect  of  obvious  optic  nerve  char- 
acter which  was  extremely  dense.  The  pa- 
tient showed  a retention  of  the  inferior  field 
bilaterally  (Fig  1). 

Ophthalmoscopy:  Ophthalmoscopic  ex- 
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amination  through  dilated  pupils  showed 
bilateral  early  primary  atrophic  changes  of 
the  right  optic  nerve,  and  around  the  left 
disc  there  was  a little  residual  peripapillary 
retinal  edema  (Fig  2).  No  hemorrhages 
were  seen.  There  was  a good  spontaneous 
venous  pulse.  No  other  abnormalities  were 


noted.  The  intraocular  pressure  was  within 
normal  limits. 

Comment:  The  initial  diagnostic  consid- 
eration in  this  patient  was  Leber’s  optic 
neuropathy  because  of  the  bilaterality,  age 
of  onset,  type  of  visual  field  defect,  and 
swelling  about  the  left  optic  disc.  Initially, 


1.  Case  1.  Aimark  perimetric  visual  field  showing  common  in  Leber’s  optic  neuropathy, 

retention  of  inferior  visual  field  function.  This  is 
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we  could  not  obtain  a positive  family  his- 
tory forthis  disorder.  Eventually,  the  pa- 
tient’s mother  recalled  that  an  uncle  had 
been  “blinded  in  an  oil  field  accident  by 
acid.”  She  subsequently  called  a relative 
who  reminded  herthatthe  uncle’s  blind- 
ness was  not  due  to  an  accident,  but  was  in 
fact  due  to  a strange  atrophy  of  the  optic 
nerve. 

History  taking  requires  aggressive  and 
repeated  attempts  to  get  information  from 
the  family.  They  may  be  incapable  of  re- 
membering all  the  details  of  the  family 
medical  history  on  the  initial  visit.  One 
should  persist  in  tryingto  obtain  informa- 
tion since  this  is  critical  to  the  diagnosis  in 
many  cases. 

3.  Case  2.  The  visual  field  shows  the  inferior  nasal 
defect  in  both  eyes,  typical  of  hyaline  bodies  in  the 
optic  nerve.  The  arcuate  defect  is  plotted  with  the 
2.0  mm  target  and  the  blind  spot  size  with  the  8.0 
mm  white  target. 


2.  Case  1.  The  left  optic  disc  shows  the  peripapil- 
lary elevation  of  the  retina  (arrows)  causing  the 
early  fundus  signs  to  be  misinterpreted  as  ordinary 
optic  neuritis  rather  than  Leber’s  neuropathy. 
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Case  2:  This  1 1-year-old  white  girl  was 
referred  for  evaluation  of  her  optic  nerves 
as  she  was  thought  to  have  papilledema. 
The  patient  was  in  perfect  health  but  un- 
derwent a visual  examination  at  school  in 
October  1970,  at  which  time  she  was  said 
to  have  a slight  decrease  of  vision  in  the 
left  eye.  An  ophthalmologist  found  bilateral 
elevation  of  her  optic  discs  and  this  had 
apparently  increased  during  a short  period 
of  observation.  Ultimately  the  patient  was 
seen  by  a neurosurgeon  in  consultation. 
The  patient  was  hospitalized  because  of  the 
concern  that  she  had  papilledema,  and  an 
EEC,  brain  scan,  and  lumbar  puncture  were 
all  done.  Results  were  within  normal  limits. 
Subsequently,  during  a second  hospitaliza- 
tion, the  patient  had  a pneumoencephalo- 
gram and  arteriograms  which  were  within 
normal  limits.  The  patient  was  referred  be- 
cause of  bilateral  elevation  of  the  optic 
discs.  The  past  history  and  family  history 
were  unremarkable. 

Examination:  Right  eye  vision  without 
correction  was  20/15,  while  the  left  eye 

4.  Case  2.  Left  optic  disc  is  elevated  and  the 
margins  are  blurred.  T wo  areas  of  small  vessel  dila- 
tion (arrow’s),  a feature  of  hyaline  bodies,  are 
present. 


vision  was  20/20  uncorrected  and  improv- 
ed to  20/ 1 5 with  a —0.50  sphere.  External 
examination,  ocular  motility,  examination 
with  slit  lamp,  and  examination  of  the  pa- 
tient’s pupils  showed  no  abnormalities.  The 
visual  field  examination  showed  a bilateral 
inferior  nasal  depression  of  visual  field 
function  both  on  the  Aimark  perimeter  and 
at  the  tangent  screen  (Fig  3).  There  was 
also  an  enlargement  of  the  blind  spot  bila- 
terally using  a 10  mm  white  target  at  1 
meter. 

Ophthalmoscopic  examination  showed 
bilateral  elevation  of  the  optic  discs  with  a 
somewhat  irregular  surface  character,  no 
physiologic  cup,  and  some  overfilling  of  the 
central  retinal  veins.  There  was  one  area  of 
dilated  capillary  trunks  on  the  temporal 
side  of  the  left  optic  disc  which  superficial- 
ly appeared  to  be  a hemorrhage.  Careful 
observation  under  the  Hruby  lens  revealed 
that  the  patient  had  bilateral  drusen  buried 
in  the  optic  nerves  (Fig4).  The  intraocular 
pressure  was  normal  as  measured  by  ap- 
planation tonometry,  and  additional  inves- 
tigation revealed  that  the  patient’s  mother 
also  had  hyaline  bodies  in  the  optic  nerve 
of  the  left  eye. 

Comment:  This  patient  had  had  an  eleva- 
tion of  her  optic  disc,  but  the  fact  that  hya- 
line bodies  caused  this  elevation  had  es- 
caped detection.  Buried  hyaline  bodies  are 
often  best  seen  at  the  slit  lamp  with  the 
Hruby  lens  and  a thin  slit  beam,  ratherthan 
with  the  direct  or  indirect  ophthalmo- 
scopes. Using  these  instruments  one  could 
not  see  buried  hyaline  bodies.  The  patient 
had  a typical  visual  field  defect  associated 
with  hyaline  bodies  of  the  optic  nerve,  and 
in  addition,  hyaline  bodies  were  seen  in  her 
mother’s  left  eye  indicating  familial  pseu- 
dopapilledema. The  patient  could  have 
been  spared  a pneumoencephalogram  and 
arteriogram  as  well  as  a brain  scan  and  two 
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hospitalizations  if  these  findings  had  been 
observed  initially.  The  patient  has  been 
seen  regularly  for  more  than  two  years  with 
little  change  in  the  appearance  of  her  optic 
discs  or  her  visual  field  defect. 

Case  3:  This  46-year-old  white  man’s 
chief  complaint  was  decreased  vision  in 
both  eyes  for  approximately  nine  months. 
He  had  been  in  reasonably  good  health  un- 
til he  began  experiencing  some  decreased 
vision  in  the  left  eye  beginning  in  January 
1972.  This  was  a progressive  visual  loss, 
and  the  patient  subsequently  noted  that 
early  in  the  course  of  his  visual  loss  he  had 
a specific  loss  of  color  perception.  He 
quickly  lost  the  ability  to  differentiate  be- 
tween a red  and  green  stop  light.  He  had 
had  no  previous  difficulties  with  color 
vision. 

5.  Case  3.  Tangent  screen  visual  field  shows  the 
dense  defect  in  the  visual  field  of  the  left  eye  and 


The  patient  saw  several  consultants  be- 
tween the  initial  finding  of  decreased  vision 
in  the  left  eye  and  subsequent  examination 
in  ouroffice.  Duringthis  time  the  patient 
was  thought  to  have  an  amblyopic  left  eye 
by  one  examiner  who  felt  that  his  visual 
loss  was,  in  fact,  of  a long-standing  nature. 

The  patient  then  began  to  note  decreas- 
ed vision  in  his  right  eye  six  weeks  before 
our  examination.  He  had  had  no  significant 
history  of  trauma.  He  did  drink  at  least 
eight  cans  of  beer  or  more  per  day,  smoked 
heavily,  and  ate  erratically.  We  asked  the 
patient  for  his  military  service  records,  and 
these  proved  beyond  question  that  he  had 
good  vision  when  he  joined  the  armed  serv- 
ices during  World  War  II  and,  as  a teen- 
ager, flew  as  a gunner  in  the  rear  seat  of  a 
dive  bomber.  He  had  a recorded  visual 

the  relative  defect  in  the  right  eye. 
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acuity  of  20/20  in  each  eye  at  that  time, 
and  an  additional  note  from  an  ophthal- 
mologist who  examined  the  patient  in  1967 
confirmed  a 20/20  visual  acuity. 

Examination:  The  patient  was  rather 
thin,  tense,  and  slightly  tremulous.  He  had 
a rather  typical  alcoholic  habitus.  Right  eye 
vision  was  20/30  —2  best  corrected,  and 
left  eye  vision  was  5/200,  unimprovable 
with  lenses.  External  examination,  ocular 
motility,  slit  lamp  examination,  and  intra- 
ocular pressures  were  all  within  normal 
limits.  In  the  semidark  both  pupils  were  6.0 
mm  in  diameter.  The  right  pupil  responded 
4+  to  direct  light,  the  left  3-f,  and  both 
pupils  were  2+  to  near  objects.  The  visual 
field  investigation  with  the  tangent  screen 
and  with  the  Aimark  perimeter  demon- 
strated a large  cecocentral  scotoma  in  the 
left  eye  and  a poorly  described  relative 
central  scotoma  in  the  right  eye.  The  sco- 
toma for  the  right  eye  was  much  larger  to 
red  targets  than  to  white  targets  (Fig  5). 
Ophthalmoscopy  through  dilated  pupils 
showed  bilateral  relatively  normal  appear- 
ing optic  discs,  although  there  was  some 
temporal  pallor  on  the  left  disc  as  compar- 
ed with  the  right.  The  cups  were  physiolog- 
ic, and  no  other  abnormalities  were  noted 
except  for  an  area  of  old  chorioretinitis 
peripherally  in  the  right  eye. 

Comment:  The  patient  clearly  had  a his- 
tory and  findings  consistent  with  a nutri- 
tional optic  neuropathy  (tobacco-alcohol 
amblyopia).  Taking  an  appropriate  history 
solved  the  diagnostic  dilemma  and  indicat- 
ed that  the  therapeutic  course  for  the  pa- 
tient was  one  of  abstinence  from  alcohol 
and  a good  diet  with  supplemental  vitamin 
therapy.  This  was  done  and  within  six 
weeks  the  patient  had  returned  to  a 20/20 
visual  acuity  with  each  eye  and  normal 
visual  fields. 

Case  4:  This  45-year-old  man’s  chief 


complaint  was  decreased  vision  in  the  left 
eye  since  August  1973.  The  patient  was 
first  seen  in  our  offices  Jan  29,  1974,  with 
this  complaint.  He  had  apparently  been  in 
good  health  until  August  1973,  at  which 
time  he  had  an  attack  of  decreased  vision 
in  the  left  eye.  He  states  that  this  was  not 
associated  with  pain  on  motion,  redness, 
headaches,  or  any  other  significant  abnor- 
malities. He  had  no  disturbance  of  gait. 

The  patient  was  subsequently  seen  by 
an  ophthalmologist  and  an  internist,  who 
found  that  he  had  low  blood  pressure  and 
no  evidence  of  any  other  vascular  disease 
problems.  The  ophthalmologist  who  saw 
the  patient  thought  he  had  optic  neuritis 
and  treated  him  with  a tapered  dose  of 
steroids.  The  patient  showed  little  improve- 
ment. 

The  patient  stated  that  he  was  a non- 
smoker  and  that  he  used  alcoholic  bever- 
ages sparingly.  He  had  been  on  steroid 
therapy  in  the  form  of  prednisone,  5 mg 
every  other  day  for  several  months.  He  was 
also  taking  vitamins.  The  medical  history 
and  family  history  were  unremarkable. 

Examination:  Examination  showed  that 
the  individual  had  a corrected  visual  acuity 
of  20/15  in  the  right  eye,  and  20/25  in 
the  left  eye,  unimprovable  in  the  left  eye 
with  refraction.  External  examination  show- 
ed rather  prominent  eyes  bilaterally,  and  3 
mm  of  proptosis  was  measured  on  the  left. 
There  was  a question  as  to  whether  or  not 
the  left  eye  could  be  easily  retroplaced  into 
the  orbit.  In  addition  the  patient  showed 
some  adduction  weakness  of  the  left  eye 
with  abduction  nystagmus  of  the  right  eye 
mimickingan  internuclear ophthal- 
moplegia. 

The  visual  fields  showed  a temporal 
hemianopic  field  defect  for  the  left  eye 
in  the  form  of  a scotoma  which  ended 
abruptly  at  the  midline  and  involved  fixa- 
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tion  only  slightly  (Fig  6).  This  was  best 
seen  at  the  tangent  screen  using  a 2/1,000 
white  target  and  a 1/1,000  white  target. 
The  right  visual  field  was  normal.  Results 
of  slit  lampexamination  were  within  normal 
limits,  and  optokinetic  testing  again  con- 
firmed the  adduction  weakness  in  the  left 
eye.  Ophthalmoscopy  through  dilated  pu- 
pils showed  some  mild  pallor  of  the  left  op- 
tic disc  with  slight  loss  of  distinctness  of 
the  margin  and  no  spontaneous  venous 
pulse  on  the  left.  There  was  a 2+  spon- 
taneous venous  pulse  on  the  right.  Other- 
wise, the  vascularity  appeared  to  be  normal 
and  the  remainder  of  the  retinal  examina- 
tion was  within  normal  limits  as  was  the  in- 
traocular pressure  measured  by  applana- 
tion tonometry.  Corneal  sensation  was 


thought  to  be  essentially  equal  bilaterally; 
however,  there  was  a small  area  of  decreas- 
ed sensation  over  the  left  lateral  aspect  of 
the  left  brow.  Amsier  grid  testing,  particu- 
larly with  color  targets,  revealed  once  again 
a temporal  field  defect  in  the  left  eye  only. 

Comment:  Because  the  patient  had  prop- 
tosis, adduction  weakness,  some  decreas- 
ed sensation  of  the  left  lateral  aspect  of  the 
left  brow,  and  a history  of  chronic  malfunc- 
tion of  the  left  optic  nerve  with  unilateral 
hemianopic  type  of  visual  field  defect,  it 
was  thought  that  an  intracranial  mass 
lesion  could  be  the  cause  for  his  chronic 
“optic  neuritis.’’  He  was  hospitalized  and 
routine  skull  films  and  optic  canal  views 
revealed  definite  hyperostosis  around  the 
left  optic  canal.  Laminography  confirmed 


6.  Case  4.  Visual  fields  show  the  temporal  hemi- 
anoptic  defect  in  the  left  eye  only.  This  defect  is 


common  to  intracranial  optic  nerve  disease  and 
prompted  a search  for  neoplasm  in  this  patient. 
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this  finding  and  on  the  basis  of  the  routine 
skull  films,  an  abnormal  brain  scan,  and 
abnormalities  found  on  arteriograms  con- 
sistentwith  meningioma,  surgery  was  per- 
formed. The  patient  was  found  to  have  a 
large  en  plaque  meningioma  which  extend- 
ed downward  into  the  temporal  fossa,  lat- 
erally alongthe  sphenoid  wing,  and  medial- 
ly wrapping  itself  underneath  the  optic 
nerve  on  the  left.  This  was  partially  remov- 
ed. Total  removal  was  impossible  since  the 
meningioma  had  already  extended  overthe 
carotid  artery.  This  case  emphasizes  the 
point  that  chronic  “optic  neuritis”  is  a risky 
diagnosis  and  always  suggests  the  possibil- 
ity of  an  intracranial  mass  lesion  as  the 
cause  for  optic  nerve  dysfunction. 

Case  5:  This  17-year-old  white  woman 
had  a history  of  bilateral  sudden  decrease 
in  vision,  thought  to  be  caused  by  optic 
neuritis  which  was  improving  with  steroid 
therapy. 

The  patient  weighed  42.7  kg  (94  lb)  and 
was  157  cm  (5  ft,  2 inches)  tall.  She  had 


menstrual  flow  once  in  1968,  but  no  addi- 
tional menses.  Normal  secondary  sex  char- 
acteristics had  developed. 

The  patient  had  a history  of  headaches. 
These  usually  occurred  behind  the  right 
eye  and  often  later  became  bitemporal. 
They  were  described  as  intermittently  sev- 
ere, pounding  headaches.  The  patient  also 
complained  of  polydipsia  and  polyuria. 
Before  seeing  me,  she  saw  her  ophthalmol- 
ogist because  of  an  abrupt  loss  of  vision. 
The  patient  had  a bilateral  severe  decrease 
in  vision  down  to  “counts  fingers”  visual 
acuity,  which  responded  promptly  to  ste- 
roids and  was  thought  to  be  caused  by 
bilateral  optic  neuritis.  Because  of  her  poor 
growth  and  development  she  was  seen  by  a 
neurosurgical  consultant  who  obtained 
baseline  data  on  her,  but  did  not  obtain  ar- 
teriograms or  a pneumoencephalogram. 
Previous  studies  showed  no  cause  for  her 
visual  loss  or  herdifficulty  with  growth  and 
development.  The  medical  history  and 
family  history  were  unremarkable. 


7.  Case  5.  Goldmann  perimetric  visual  fields,  using 
the  1-4  target,  show  full  temporal  hemianopia  in 
the  right  eye  and  an  upper  quadrant  cut  in  the  left 
eye.  This  was  produced  by  downward  displacement 


of  the  chiasm  against  the  dorsum  sella,  giving  an 
upper  field  defect  rather  than  a lower  field  cut 
which  is  more  common  to  suprasellar  lesions. 
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Examination:  Visual  acuity  was  20/20  in 
each  eye  without  correction.  On  external 
examination  one  could  see  no  abnormali- 
ties. Slit  lampexamination  was  also  within 
normal  limits  and  in  the  semidark  both 
pupils  were  7.0  mm  in  diameter  and  both 
responded  3+  to  light  and  to  near  objects. 
There  was  no  Marcus  Gunn  pupillary 
phenomenon.  Ocular  motility  was  full  in  all 
directions  and  no  significant  nystagmus 
was  seen.  Ophthalmoscopy,  through  dilated 
pupils,  revealed  bilateral  temporal  pallor 
more  advanced  on  the  right  than  on  the 
left,  while  intraocular  pressures  were  nor- 
mal. Visual  field  testing  revealed  a de- 
finite bitemporal  hemianopia,  much  better 
developed  in  the  right  eye  than  in  the  left; 
there  was  a full  hemianopia  in  the  right  eye 
and  an  upperquadrant  defect  in  the  left 
eye  (Fig  7).  Because  of  the  physical  find- 
ings and  visual  field,  it  was  suggested  that 
the  patient  be  hospitalized  for  a more  ag- 
gressive work-up. 

Comment:  The  patient  was  hospitalized 
and  had  a pneumoencephalogram  and  bi- 
lateral carotid  arteriograms  which  revealed 
a craniopharyngioma.  This  was  partially  re- 
moved and  the  patient  was  treated  with 
irradiation.  The  result  was  excellent  in  that 
she  had  a return  of  her  visual  fields  to  nor- 
mal and  her  visual  acuity  remained  at  the 
20/20  level.  She  had  nofurtherdifficulty 
with  headaches  and  felt  much  improved. 

It  is  interesting  that  this  patient  first  was 
thought  to  have  “bilateral  acute  optic  neu- 
ritis” yet  in  fact  she  had  a chiasmal  com- 
pressive lesion.  We  have  seen  this  frequent- 
ly. Careful  perimetric  visual  field  testing  is 
the  key  to  diagnosis.  The  tangent  screen 
often  fails  to  show  the  true  nature  of  the 
visual  field  defect  because  the  defect  is  so 
extensive.  This  is  important  in  properly  as- 
sessingthe  patient  and  realizingthat  he 
does  need  more  advanced  studies.  This 


patient  had  Cushing's  syndrome  of  the 
chiasm  with  normal  skull  films  but  bilateral 
optic  atrophy  and  bitemporal 
hemianopia. 

Discussion 

Leber’s  optic  neuropathy  is  a disease  of  the 
late  teens  which  occurs  in  otherwise 
healthy  individuals.  The  disorder  is  bilater- 
al but  often  asymmetric  in  onset,  as  was 
seen  in  case  1.  The  onset  of  visual  loss  is 
typically  sudden,  and  a visual  acuity  loss  is 
quite  severe.  In  most  instances  visual 
acuity  is  never  better  than  20/200.  The 
pseudoedema  of  the  retina,  microtelangiec- 
tasia, and  lack  of  fluorescein  stainingisan 
important  early  finding  in  these  cases. ^ At 
this  stage,  the  disease  often  is  confused 
with  optic  neuritis.  The  disorder  appears  to 
be  an  x-linked  recessive  characteristic.  It 
may  rarely  affect  females  and  thus  does 
not  follow  strict  laws  of  inheritance.  A posi- 
tive family  history  cannot  be  obtained  in 
every  case.  Diagnostically  it  has  been  im- 
portant, however,  to  press  on  with  history 
taking  in  an  effort  to  help  establish  this 
diagnosis.  These  patients  should  not  be 
subjected  to  arteriography  and  pneumoen- 
cephalography if  the  findings  warrant  the 
diagnosis  of  Leber’s  optic  neuropathy. 
Some  investigators^  have  suggested  that 
cyanide  metabolism  and  bindingof  active 
vitamin  Bio  by  cyanide  radicals  is  impor- 
tant in  Leber’s  neuropathy;  we  have  found 
that  treatment  of  this  disease  with  hydroxo- 
cobalamin  and  folate  is  useless. 

Hyaline  bodies  of  the  optic  nerve  occur 
in  young  healthy  individuals  who  usually 
show  no  significant  early  loss  of  visual 
function.  They  usually  occur  bilaterally  but 
may  be  asymmetric.  They  do  progress 
slowly  and  an  inferior  nasal  visual  field 
defect  originating  from  the  blind  spot. 


Volume  71,  May,  1975 


Optic  nerve  disease 


60 


which  may  be  enlarged,  is  the  typical  visual 
defect  associated  with  hyaline  bodies.  Re- 
cent emphasis  has  been  placed  on  the  fact 
that  vascular  congestion  of  the  optic  nerve 
head  may  occur  with  hyaline  bodies  leading 
to  hemorrhage  into  the  optic  disc,  retina, 
or  subretinal  space. ^ Acute  loss  of  vision  to 
complete  blindness  is  also  reported.  In  the 
past  it  had  been  our  custom  to  inform  pa- 
tients that  with  hyaline  bodies  of  the  optic 
nerve,  a loss  of  central  acuity  was  so  rare 
that  it  was  not  worthy  of  consideration.  The 
literature  now  indicates  that  the  prognosis 
should  be  more  limited.  Although  most  in- 
dividuals with  these  developmental  defects 
in  the  optic  nerve  do  retain  good  central 
acuity  throughout  their  lives,  it  is  impor- 
tant to  emphasize  that  the  visual  field  de- 
fect may  progress.  It  is  equally  important 
to  inform  the  patients  that  they  do  have  a 
disorder  that  can  easily  be  confused  with 
papilledema.  They  should  understand  that 
the  optic  nerve  is  abnormal  in  appearance 
and  they  should  be  taught  to  relate  this  in- 
formation clearly  to  examiners  who  may 
see  them  in  the  future  in  orderto  spare 
themselves  unnecessary  pneumoencephal- 
lograms  or  arteriograms  in  case  headaches 
develop. 

Nutritional  optic  neuropathy  is  typically 
a disease  of  middle  years  occurring  in  pa- 
tients who  appear  to  be  chronically  ill,  al- 
though the  history  of  alcoholism  may  be 
masked  effectively  by  the  patient.  This  dis- 
ease typically  causes  bilateral  involvement 
of  the  optic  nerves,  but  this  also  may  be 
asymmetric.  The  typical  visual  field  defect 
is  a large  cecocentral  scotoma.  The  onset 
of  visual  loss  is  usually  sudden  and  pro- 
gressive. The  discs  may  appear  to  be  com- 
pletely normal,  or  they  may  have  minimal 
temporal  pallor  depending  on  the  length 
of  time  the  patient  has  had  a visual  loss. 
Visual  function  frequently  improves  with 


appropriate  treatment  consisting  of  a 
B-complex  multivitamin  administered  in 
therapeutic  dosage  twice  daily,  abstinence 
from  alcohol,  and  a well  balanced  high 
caloric  diet  of  no  less  than  2,500  calories  a 
day.  One  may  wish  to  add  an  injection  of 
1,000  //g  of  hydroxocobalamin  once  weekly 
for  six  weeks,  and  a daily  injection  of  100 
mgthiamine  (Bj)  for  seven  days.  Usually  a 
good  diet  with  abstinence  from  alcohol  and 
vitamin  B-complex  capsules  will  result  in 
clinical  improvement. 

Chronic  retrobulbar  “optic  neuritis”  im- 
mediately should  alert  the  physician  that 
the  patient  might  have  an  intracranial  tu- 
mor. Frisen®  emphasized  the  importance 
of  optociliary  shunts  as  an  aid  to  diagnos- 
ing perioptic  meningiomas.  Optociliary 
shunts  also  may  be  seen  in  chronic  papil- 
ledema, obstructive  vascular  complications 
associated  with  drusen  of  the  optic  nerve 
(hyaline  bodies),  and  central  retinal  vein 
obstruction. 

Chronic  retrobulbar  “optic  neuritis,” 
typically  is  a disease  of  middle  years  that 
is  unilateral  and  presents  with  a slow  loss 
of  visual  acuity  and  visual  field.  The  loss  of 
visual  field  in  the  patient  with  “chronic” 
optic  neuritis  often  is  variable  depending 
on  the  extent  of  optic  nerve  compression, 
the  length  of  time  compression  has  been 
present,  and  the  point  at  which  the  optic 
nerve  is  primarily  compressed.  Any  visual 
field  defect  that  is  unilateral,  central  or 
pericentral,  and  splits  the  hemianopic  line 
indicates  the  possibility  of  an  intracranial 
tumor  affecting  the  optic  nerve.  Associated 
findings  of  abnormal  ocular  movements, 
decreased  corneal  reflex,  proptosis,  and 
other  findings  consistent  with  obstruction 
of  venous  return  through  the  orbit  by  an 
expansive  tumor  or  frank  intraorbital  inva- 
sion should  arouse  suspicion  thatthis  is 
not  simple  optic  neuritis.  These  individuals 
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need  aggressive  work-up  with  appropriate 
x-ray  studies  including  laminograms  of  the 
orbit  and  optic  canal  as  well  as  orbital 
venograms,  and  arteriograms  and  possibly 
pneumoencephalograms. 

Bilateral  “acute  optic  neuritis”  may  be 
a presenting  feature  of  chiasmal  compres- 
sion. Acute  compression  of  the  chiasm 
caused  by  bleeding  within  a pituitary  tumor 
with  rapid  expansion  of  the  size  of  the  tu- 
mor and  obstruction  of  the  normal  vascular 
supply  to  the  chiasm  may  produce  an  acute 
severe  bilateral  loss  of  vision'^  which  is  mis- 
interpreted as  an  optic  neuritis.  I have  seen 
at  least  four  such  cases  in  the  past  four 
years.  These  individuals  may  experience  a 
pronounced  improvement  in  visual  acuity 
if  they  are  treated  with  steroids.  In  others, 
only  surgical  decompression  is  helpful  in 
restoring  vision.  This  is  presumably  be- 
cause of  a reduction  in  the  edema  asso- 
ciated with  sudden  change  in  size  of  a 
pituitary  lesion  and  subsequent  improve- 
ment in  the  vascular  supply  to  the  chiasm. 
Rapid  expansion  of  the  cystic  cranio- 
pharyngioma may  also  produce  a similar 
process  affecting  the  visual  fields  and  vis- 
ual acuity.  This  may  be  easily  misinterpret- 
ed as  optic  neuritis. 

The  key  to  correct  diagnosis  in  this  con- 
dition is  to  be  suspicious  of  bilateral  acute 
optic  neuritis  since  it  is  a relatively  rare 
phenomenon  mainly  presenting  as  Leber's 
optic  neuropathy,  nutritional  optic  neuro- 
pathy, toxic  or  postinfectious  optic  neuritis, 
or  Devic’s  disease  (ascending  paralysis 
and  bilateral  severe  loss  of  visual  acuity 
with  papillitis).  If  these  diagnostic  consid- 
erations can  be  excluded,  then  one  should 
consider  the  possibility  of  a lesion  near  the 
chiasm.  Repeat  visual  field  testing  with 
perimeter  will  often  show  the  bitemporal 
character  of  the  visual  field  defect  better 
than  the  tangent  screen.  Any  history  of 


endocrine  dysfunction  should  also  arouse 
the  examiner’s  suspicion.  Appropriate  fur- 
ther studies  are  skull  films,  brain  scan, 
arteriogram,  and  pneumoencephalogram 
to  verify  the  presence  of  a parachiasmal 
lesion. 

Astute  diagnosis  in  optic  nerve  disease 
still  involves  good  clinical  judgment  and 
suspicion.  A good  history  is  still  important. 
Appropriate  clinical  studies  should  be  ob- 
tained when  warranted  by  the  results  of 
visual  field  examination  orotherfindings. 
Treatment  should  be  directed  toward  a 
specific  cause  of  disease  if  this  can  be 
elicited.  Consultation  with  neurological  or 
neurosurgical  colleagues  is  advisable  if  the 
ophthalmologist  has  any  doubt  as  to  the 
cause  of  the  visual  loss. 
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Quick  method 
of  estimating  red  ceil  count 
in  peritoneal  lavage] 


J.  Peyton  Barnes,  Jr.,  MD;  Don  S.  Dennis,  ATC 

Peritoneal  lavage  is  a useful  tool  for  the 
evaluation  of  trauma  to  the  abdomen,  and 
It  is  our  best  test  for  intraperitoneal  bleed- 
ing. Its  major  limitation  lies  in  its  depend- 
ence upon  a laboratory  for  red  blood  cell 
count.  This  dependence  causes  major  de- 
lays in  treatment  and  brings  effective 
triage  to  a standstill.  Our  purpose  is  to  pro- 
vide a method  of  quickly  separatingthe 
obviously  positive  from  the  obviously  nega- 
tive peritoneal  lavage,  using  only  materials 
available  in  the  emergency  room. 

The  peritoneal  lavage  itself  is  performed 
in  a standard  manner  as  originally  describ- 
ed by  Root  and  associates.^  The  method  is 
as  follows; 

A small  vertical  midline  incision  is  made 
in  the  abdomen,  beginning  about  2 cm  in- 
ferior to  the  umbilicus  and  extending  ap- 
proximately 4 cm  inferiorfrom  that  point 
in  the  midline.  Dissection  is  carried  down 
to  the  fascia,  and  a small  area  of  midline 
fascia  iscleaned  underdirect  vision. 
Hemostasis  is  achieved.  Usinga  knife  and 
under  direct  vision,  a small  puncture  is 
made  in  the  midlinefascia.  The  peritoneum 
is  drawn  upward  between  two  hemostats, 
and  is  then  punctured  under  direct  vision. 

A peritoneal  dialysis  cathether  is  inserted 
through  this  opening  and  directed  toward 
the  left  lower  quadrant  as  far  as  it  will  go 
without  resistance.  A gauze  sponge  is  pack- 
ed into  this  subcutaneous  tissue  to  absorb 
any  minor  bleeding.  One  liter  of  normal 
saline  (if  the  patient  is  an  adult)  is  then 
run  into  the  peritoneal  cavity  by  gravity 
drainage.  The  intravenous  (IV)  tubing  is 
then  pinched  off,  either  by  a pinchcock  or 
hemostat,  and  the  IV  fluid  bottle  is  remov- 
ed from  the  pole  and  placed  on  the  floor. 

The  air  vent  of  the  bottle  is  dislodged  from 
the  rubber  cork  by  removing  the  IV  tubing 
and  reinsertingthe  IV tubing  into  the  vent 
hole  itself.  The  pinchcock  is  now  open  and 


as  much  of  the  fluid  as  possible  is  siphoned 
out  of  the  peritoneal  cavity  by  gravity.  The 
work  of  Perry  and  associates  established 
that  100,000  or  more  red  cells/cu  mm 
constituted  a positive  peritoneal  lavage, 
and  that  red  cell  counts  lowerthan  this 
were  seldom  associated  with  significant 
intra-abdominal  trauma  (except  when  the 
white  blood  cell  count  is  greaterthan  500/ 
cu  mm  ortheamylase value  is  greaterthan 
100  Somogyi  units/100  ml.)  Having  car- 
ried out  the  lavage,  we  now  have  a bottle  of 
fluid  and  need  to  determine  whether  or  not 
this  fluid  constitutes  a positive  peritoneal 
lavage;  in  other  words,  does  it  contain  more 
than  100,000  red  cells/cu  mm.  To  be  use- 
ful, the  test  we  use  must  require  only  mate- 
rials commonly  available  in  emergency 
rooms,  and  the  results  must  be  easy  to 
interpret. 

In  working  in  two  different  major  trauma 
centers,  one  in  Houston  and  one  in  San  An- 
tonio, I have  heard  of  several  possible  cri- 
teria for  assessing  results:  First,  the  lavage 
is  positive  if  the  fluid  is  red;  second,  lavage 
is  positive  if  the  IV  tubing  is  red;  third, 
lavage  is  positive  if  the  IV  tubing  is  so  red 
that  newsprint  cannot  be  read  through  it. 

Experimental  Data 

Red  cell  suspensions  in  normal  saline,  us- 
ing both  dog  and,  later,  human  red  cells 
were  prepared.  Varying  concentrations 
were  made  and  each  was  counted  using  a 
standard  hemocytometerand  microscope. 
The  resultant  suspensions  were  then 
studied  both  in  standard  IV  tubing  and  one- 
liter  glass  IV  fluid  bottles.  The  results  are 
shown  in  Fig  1. 

Conclusions 

(1)  Red  lavage  return  does  not  mean 
100,000  red  cells/cu  mm  but  only  5,000 
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red  cells/cu  mm.  (2)  During  lavage  re- 
turn, red  IV  tubing  even  when  opaque  does 
not  mean  100,000  red  cells/cu  mm,  but 
only  50,000  red  cells/cu  mm.  (3)  The  last 
change  observable  in  the  liter  bottle  speci- 
mens occurred  at  8,000  to  10,000  red 
cells/cu  mm,  and  this  was  the  point  at 
which,  with  the  liter  bottle  lit  from  behind 
by  standard  emergency  procedure  light 
and  with  bottle  held  in  the  hand,  the  hold- 
er’s fingers  could  not  be  counted  through 
the  bottle  (Fig  2). 

In  an  actual  clinical  case,  a lavage  was 
done  and  a sample  was  sent  to  a regular 
laboratory  for  red  cell  count.  Thirty  min- 
utes later  we  got  the  result:  Five  hundred 
red  cells/cc  (sic).  Because  this  count  was 
so  oddly  low  and  because  the  units  were 
wrong,  we  sent  the  laboratory  a second 
sample.  The  result  was  1,000  red  cells/cu 


Red  Cell 
Count 
cu  mm 

IV  Tubing 

Liter  Bottle 
Lit  From 
Front 

Liter  Bottle 

Lit  From 
Behind 

200 

2,450 

Yellow;  can 
read  newsprint 
Reddish;  can 
barely  see 
fingers 

5,150 

Red;  can't  see 
fingers 

Can  count  fingers 

6,700 

Red;  can't  see 
fingers 

Can  count  fingers 

8,000 

Red;  can't  see 
fingers 

Cannot  count 
fingers 

10,000 

Red;  can't  see 
fingers 

Cannot  count 
fingers 

50,000 

Red  opaque 

Red  opaque 

Cannot  count 
fingers 

1.  Characteristics  of  various  concentrations  of  red 
cell  suspensions. 


2.  Lighted  front  behind,  the  fingers  holding  the 
bottle  can  be  seen  in  outline.  This  indicates  that 
the  lavage  is  negative. 
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mm.  The  third  sample,  still  from  the  same 
bottle  and  drawn  by  me  as  the  other  two 
had  been,  was  sent.  The  result  was  10,000 
red  cells/cu  mm.  Because  of  the  wide 
divergence  in  these  counts,  I (Dr.  Barnes) 
personally  talked  to  the  laboratory  person- 
nel involved.  I learned  that  this  one  person 
has  many  extra  duties  at  night  and  has  to 
work  rapidly.  Also,  since  our  hospital  has  a 
low  volume  of  trauma,  the  laboratory  staff 
is  unaccustomed  to  doing  lavage  counts. 
Furthermore,  in  one  sample,  the  count 
struck  the  technician  as  being  “too  low’’ 
and  so  the  dilution  factor  was  changed  to 
“correct  the  error.” 

We  can  conclude  that  laboratory  counts, 
particularly  those  done  at  night,  and  parti- 
cularly in  hospitals  with  a low  volume  of 
trauma  cases,  can  be  highly  unreliable. 

Our  next  experiment  was  to  prepare  a 
set  of  red  cell  suspensions  in  normal 
saline,  trying  only  to  create  a range  of  color 
and  opacity.  Then,  two  others  and  myself 
each  independently  evaluated  the  suspen- 
sions, dividingthem  into  three  classes: 
clearly  negative,  clearly  positive,  and  bor- 
derline, using  in  all  cases  ourcriteria  of 
inability  to  count  fingers  through  the  bottle 
when  lit  from  behind.  After  this  was  done 
and  the  results  tabulated,  we  did  red  cell 
counts  on  each  suspension,  using  a stand- 
ard hemocytometer  and  microscope. 

All  three  examiners  placed  bottles  of 
less  than  8,000  red  cells/cu  mm  into  the 
clearly  negative  group.  All  three  examiners 
placed  bottles  of  more  than  12,000  red 
cells/ cu  mm  in  the  clearly  positive  group. 

Therefore,  we  propose  that  the  lavage 
return  be  diluted  in  such  a way  that  a posi- 
tive lavage — 100,000  red  cells/cu  mm — 
becomes  a test  suspension  of  10,000  red 
cells/cu  mm.  This  is  a 9:1  dilution. 

Our  method  consists  of  two  steps:  First, 
dilute  the  original  lavage  return  by  9:1. 


Second,  swirl  the  diluted  material  to  make 
a uniform  suspension,  and  hold  the  liter 
glass  bottle  to  a standard  emergency  room 
examining  light,  with  thefingers  behind 
the  bottle,  and  try  to  discern  and  count  the 
fingers  through  the  bottle  (Fig  2).  If  the 
fingers  can  be  counted,  the  lavage  is  nega- 
tive until  proven  otherwise  by  exact  count- 
ing. If  it  is  totally  impossible  to  count  the 
fingers,  the  lavage  is  positive. 

Our  experimental  data  indicate  that  this 
method  is  accurate  plus  or  minus  20,000 
red  cells/cu  mm,  and  this  is  certainly  close 
enough  to  make  it  a useful  clinical  method, 
particularly  for  mass  casualty  triage.  The 
principal  advantages  are  that  it  is  much 
faster  than  awaiting  the  results  of  the 
laboratory  test  and,  of  course,  that  it  re- 
quires no  special  equipment  and  allows 
immediate  triage. 
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COLACE'the 

most  wide^  used 
stool  sc^ener. 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 


COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


Central  action 

Catapres  appears  to  lower 
blood  pressure  through 
central  alpha-adrenergic 
stimulation,  as  shown  in 
animal  studies.  This  results 
in  diminution-but  not 
blocking -of  sympathetic 
outflow  from  cardioaccelera- 
tor  and  vasoconstrictor 
centers  in  the  medulla. 


Not  a “depleter”, 
“blocker”,  “inhibitor”  or 
“false  transmitter” 


Not  a rauwolfia 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Normal  hemodynamic  responses  to  exercise 
are  unaffected 


Renal  blood  flow  and  glomerular  filtration  rate 
essentially  unchanged 


Mild  to  moderate  potency 


The  most  common  side  effects  are  dry  mouth,  drowsiness  and 
sedation.  These  generally  tend  to  diminish  with  continued  therapy. 
Other  potential  adverse  reactions  are  listed  in  the  Brief  Summary. 
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Boehringer  Ingelheim 

Boehringer  Ingelheim  Ltd. 
Elmsford,  New  York  10523 


Catapres^  (clonidlne  hydrochloride) 
Tablets  of  0.1  mg  and  0.2  mg 
Indication;  The  drug  is  indicated  in  the 
treatment  of  hypertension.  As  an  antihy- 
pertensive drug,  Catapres  (clonidine 
hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general 
treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed 
for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some 
patients  necessitating  a reevaluation  of 
therapy. 

Usage  in  Pregnancy:  In  view  of  embryo- 
toxic  findings  in  animals,  and  since  infor- 
mation on  possible  adverse  effects  in 
pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended 
in  women  who  are  or  may  become  preg- 
nant unless  the  potential  benefits  outweigh 
the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience 
is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 
Precautions:  When  discontinuing  Catapres 
(clonidine  hydrochloride),  reduce  the  dose 
gradually  over  2 to  4 days  to  avoid  a pos- 
sible rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  dis- 
continue therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive 
encephalopathy  and  death  have  been  re- 
corded after  cessation  of  clonidine  hydro- 
chloride therapy.  A causal  relationship  has 
not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise 
in  blood  pressure,  should  it  occur,  can  be 
reversed  by  resumption  of  clonidine 
hydrochloride  therapy  or  by  intravenous 
phentolamine.  Patients  who  engage  in 
potentially  hazardous  activities,  such  as 
operating  machinery  or  driving  should  be 
advised  of  the  sedative  effect.  This  drug 
may  enhance  the  CNS-depressive  effects 
of  alcohol,  barbiturates  and  other  seda- 
tives. Like  any  other  agent  lowering  blood 
pressure,  clonidine  hydrochloride  should 
be  used  with  caution  in  patientswithsevere 
coronary  insufficiency,  recent  myocardial 
infarction,  cerebrovascular  disease  or 
chronic  renal  failure. 

As  an  integral  part  of  their  overall  long- 
term care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive 
periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug- 
related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres,  in 


several  studies  the  drug  produced  a dose- 
dependent  increase  in  the  incidence  and 
severity  of  spontaneously  occurring  retinal 
degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions;  The  most  common 
reactions  are  dry  mouth,  drowsiness  and 
sedation.  Constipation,  dizziness,  head- 
ache, and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish 
with  continued  therapy.  The  following  re- 
actions have  been  associated  with  the  drug, 
some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been 
established).  These  include:  Anorexia, 
malaise,  nausea,  vomiting,  parotid  pain, 
mild  transient  abnormalities  in  liver  func- 
tion tests;  one  report  of  possible  drug- 
induced  hepatitis  without  icterus  and 
hyperbilirubinemia  in  a patient  receiving 
clonidine  hydrochloride,  chlorthalidone 
and  papaverine  hydrochloride. 

Weight  gain,  transient  elevation  of  blood 
glucose,  or  serum  creatine  phospho- 
kinase;  congestive  heart  failure,  Raynaud's 
phenomenon;  vivid  dreams  or  nightmares, 
insomnia,  other  behavioral  changes,  ner- 
vousness, restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic 
edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash, 
impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or 
burning  of  the  eyes,  dryness  of  the  nasal 
mucosa,  pallor,  gynecomastia,  weakly 
positive  Coombs’  test,  asymptomatic  elec- 
trocardiographic abnormalities  manifested 
as  Wenckebach  period  or  ventricular 
trigeminy. 

Overdosage: Profound  hypotension,  weak- 
ness, somnolence,  diminished  or  absent 
reflexes  and  vomiting  followed  the  acci- 
dental ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from 
19  months  to  5 years  of  age.  Gastric  lavage 
and  administration  of  an  analeptic  and 
vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoiine  in  intravenous 
doses  of  10  mg  at  30-minute  intervals 
usually  abolishes  all  effects  of  Catapres 
(clonidine  hydrochloride)  overdosage. 

How  Supplied:  Catapres,  brand  of  cloni- 
dine hydrochloride,  is  available  as  0.1  mg 
(tan)  and  0.2  mg  (orange)  oval,  single- 
scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full 
prescribing  information. 
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Necrotizing  fasciitis  of  the  neck: 

A complication  of  dental  extraction, 

J.  David  Richardson,  MD;  Gerald  L.  Fox,  DDS;  Frederick  L.  Grover,  MD;  A.  B.  Cruz,  Jr.,  MD 


A case  of  necrotizing  fasciitis  of  the  neck 
with  mediastinitis  following  a tooth  extrac- 
tion is  reported.  This  is  the  second  such 
case  reported  and  the  first  patient  to  sur- 
vive. Prompt  treatment  of  infections  of  the 
deep  cervical  fascial  spaces  is  emphasized. 

Although  necrotizing  fasciitis  is  recognized 
with  increasing  frequency,  involvement  of 
the  neck  is  rare.  This  case  of  necrotizing 
fasciitis  of  the  neck  with  mediastinitis  oc- 
curring after  dental  extraction  is  reported 
to  emphasize  the  need  for  aggressive  sur- 
gical drainage. 

Case  Report 

A 51-year-old  man  underwent  extraction  of 
the  right  upper  second  molar  for  dental 
caries.  No  infection  or  abscess  was  pre- 
sent when  the  tooth  was  removed.  The 
right  side  of  his  face  became  painful  and 
swollen  48  hours  after  extraction,  and 
penicillin  was  given.  Two  days  laterthe  pa- 
tient was  admitted  to  the  hospital  with 


facial  swelling,  temperature  of  40. 6C  (105 
F),  blood  pressure  of  200/130  mm  Hg, 
and  respirations  28/minute.  Abscesses  of 
the  right  temporal,  buccal,  submandibular, 
and  submental  spaces  were  noted;  the 
right  parapharyngeal  space  was  swollen 
and  trismus  was  present.  The  patient  had 
a history  of  hypertension  and  congestive 
heart  failure,  but  no  diabetes.  A radiograph 
of  the  chest  showed  borderline  cardiome- 
galy  (Fig  1). 

Multiple  extraoral  and  intraoral  drains 
were  placed  in  the  right  temporal,  buccal, 
submandibular,  and  submental  spaces, 
and  the  left  submental  space.  Only  10  ml 
of  frank  pus  could  be  expressed,  however. 
Cultures  of  both  exudate  and  blood  grew 
beta-hemolytic  streptococci.  Penicillin  (20 
million  units  daily,  intravenously)  was 
started,  and  the  facial  swelling  and  fever 
decreased  for  48  hours.  The  patient’s  tem- 
perature then  spiked  to39.4C  (103  F),  and 
swelling  developed  rapidly  in  the  previous- 
ly involved  submandibular  and  submental 
spaces,  extending  interiorly  to  the  infracla- 


1.  Radiograph  of  the  chest  on  admission  shows  no  2.  A mass  is  noted  in  the  right  paratracheal  area, 

mediastinal  widening.  with  pronounced  mediastinal  widening. 
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viculararea.  Brawny  induration  of  the  an- 
terior chest  wall  appeared  within  three 
hours  and  extended  to  the  nipples,  but  it 
was  not  crepitant.  The  patient  became  dis- 
oriented and  hypoxic,  and  a radiograph  of 
the  chest  revealed  a widened  superior 
mediastinum  (Fig  2).  Lateral  radiographs 
of  the  neck  soft  tissue  showed  gas  in  the 
retropharyngeal  space  (Fig  3). 

Endotracheal  intubation  with  mechani- 
cal ventilation  was  instituted  promptly,  and 
gentamicin  and  clindamycin  were  started 
intravenously.  The  patient  was  taken  im- 
mediately to  the  operating  room  where  a 
low  transverse  cervical  incision  was  made, 
superior  and  inferior  flaps  were  created, 
and  the  deep  cervical  fascia  was  widely 
exposed.  The  subcutaneous  tissue  was 
edematous  and  grossly  involved  in  the 


3.  The  arrows  on  this  lateral  neck  film  indicate 
gas  in  the  prevertebral  space. 


necrotizing  process.  The  cervical  fascia 
was  also  necrotic  and  could  easily  be  strip- 
ped from  the  underlying  muscle,  which 
appeared  to  be  uninvolved.  A watery,  dark- 
brown,  foul-smellingfluid  was  present,  but 
there  was  no  frank  pus.  Each  of  the  com- 
partments of  the  deep  cervical  fascia  was 
then  systematically  opened,  includingthe 
retropharyngeal-prevertebral  space,  but 
care  was  taken  to  preserve  the  integrity  of 
the  carotid  sheath.  The  retrosternal  space 
was  drained  usingan  anterior  mediasti- 
noscopy approach,  and  200  ml  of  foul- 
smelling, brownish-yellow  fluid  was  remov- 
ed. The  fascia  surroundingthe  mediastinal 
trachea  was  bluntly  dissected  free  to  allow 
adequate  drainage.  The  necrotic  deep  fas- 
cia of  the  neck  was  then  excised.  Multiple 
drains  were  placed  in  the  mediastinum  and 
neck  and  the  incision  was  left  open.  Cul- 
tures grew  alpha-  and  beta-hemolytic 
Streptococcus  and  Neisseria,  and  pathologic 
examination  showed  necrotizing  fasciitis. 

Postoperatively,  the  fasciitis  did  not 
spread  and  the  induration  of  the  chest  wall 
cleared  rapidly.  The  open  neck  wound  was 
packed  daily  with  dressings  soaked  in 
povidone-iodine  solution.  Granulation  tis- 
sue formed  without  difficulty,  and  sec- 
ondary wound  closure  was  not  required. 
The  postoperative  course  was  complicated 
by  congestive  heart  failure  and  pneumonia 
requiringtracheostomy  and  mechanical 
ventilation.  These  problems  cleared  with 
appropriate  therapy,  and  the  postoperative 
radiograph  of  the  chest  showed  normal- 
appearing cardiomediastinal  structures 
(Fig4).  The  patient  was  discharged  from 
the  hospital  three  weeks  after  his 
operation. 

Discussion 

Necrotizing  fasciitis  of  the  neck  is  rare.^-^ 
Stone^  reported  two  cases  of  synergistic 
bacterial  cellulitis  which  involved  the  neck, 
and  both  patients  died.  Crowson®  recently 
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described  a case  of  necrotizing  fasciitis  of 
the  neck  following  a tooth  removal;  the  pa- 
tient died  in  spite  of  vigorous  debridement. 

In  contradistinction  to  myositis  or  cel- 
lulitis of  clostridial  or  streptococcal  origin, 
necrotizing  fasciitis  is  specifically  caused 
by  group  A beta-hemolytic  streptococci.® 
Early  complete  surgical  debridement,  with 
removal  of  all  necrotic  and  nonviabletissue 
is  the  primary  treatment  for  necrotizing 
fasciitis.  Antibiotics  play  an  adjunctive 
role,  secondary  to  debridement.  This  case 
emphasizes  these  important  principles  in 
treating  such  a process  involving  the  deep 
cervical  fasciae.  The  importance  of  leaving 
the  carotid  sheath  intact  to  serve  as  a bar- 
rierto  infection  of  the  carotid  artery  is 
emphasized.  Failure  to  control  the  necro- 
tizing process  early  generally  leads  to  a 
fatal  outcome. 

General  supportive  measures  are  also 
important  in  treating  necrotizing  fasciitis.® 
Sequestration  may  cause  fluid  loss  requir- 
ing several  liters  of  crystalloid  and  colloid 
fluids  in  the  first  few  hours  to  restore  vol- 
ume. Rapid  red  blood  cell  destruction 
caused  by  hemolysis  may  necessitate  mul- 
tiple transfusions,  and  hypoxia  frequently 
occurs  and  requires  supportive  respiratory 
care. 

Severe  infectious  complications  follow- 
ing dental  procedures  are  rare.  Cases  of 
Ludwig’s  angina  with  involvement  of  the 
submaxillary  and  submandibular  spaces 
have  been  reported;  however,  this  process 
does  not  include  the  lower  neck  or  medias- 
tinum, as  occurred  in  this  case.  Our  pa- 
tient and  the  one  previously  reported  by 
Crowson®  demonstrate  one  of  the  most 
severe  infectious  complications  that  can 
result  from  a dental  procedure.  Knowledge 
of  this  clinical  entity  and  its  propertreat- 
ment  is  essential  to  the  surgeon  who  may 
be  consulted  to  help  treat  such  a 
complication. 
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shows  return  of  the  cardiomediastinal  structures  to 
normal. 
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Extramammary  Paget’s  disease: 
Two  case  reports 


Charles  H.  Wilson,  MD;  Thomas  E.  Taylor,  MD 

Two  cases  of  extramammary  Paget’s  dis- 
ease, involving  the  vulva  and  anogenital 
area  in  one  patient  and  the  scrotum  and 
groin  in  another,  without  evidence  of  lymph 
node  invasion  are  discussed.  Extramam- 
mary Paget's  disease  is  a rare  but  definite 
entity.  It  is  a malignant  process  and  is 
capable  of  metastasis.  An  early  biopsy  of 
any  chronic  pruritic  eczematoid  lesion  of 
the  genital,  perianal,  or  axillary  areas 
should  be  secured.  Every  patient  should 
be  evaluated  for  underlying  carcinoma  of 
the  adnexal  area.  Wide  surgical  excision, 
grafting,  or  both,  is  the  treatment  of 
choice.  Paget’s  disease  of  the  breast  is  a 
well  recognized  entity  in  women  since  it 
comprises  2%  of  all  breast  cancer  in  wom- 
en. However,  it  is  a rare  entity  occurring 
in  the  anogenital  or  the  axillary  areas  be- 
cause of  the  apocrine  gland  origin. 

The  disease  occurs  more  frequently  in 
women  than  men  and  usually  starts  in  the 
fifth  decade  or  later.^  A significant  number 
of  cases  have  been  associated  with  an  un- 
derlying adnexal  carcinoma  of  other  origin, 
principally  of  the  rectum,  cervix,  orthe 
urethra. 3 This  report  is  to  acquaint  physi- 
cians with  this  unusual  entity  and  to  en- 
courage them  to  consider  it  in  their  differ- 
ential diagnoses  of  chronic  dermatitic 
processes  in  the  perineal  or  axillary  areas. ^ 

Case  Reports 

Case  1 : This  67-year-old  white  woman  had 
seen  several  physicians  for  a recurrent 
itching  dermatitis  in  the  anogenital  area, 
and  had  received  various  topical  medica- 
tions. Her  general  health  was  unremark- 
able with  the  exception  of  some  cardiac 
difficulties.  A skin  biopsy  specimen  was 
taken  from  hervulvar  area,  and  results  of 
the  examination  confirmed  the  diagnosis 
of  extramammary  Paget’s  disease.  Evalua- 


tions of  the  genitourinary  and  gastrointes- 
tinal systems,  and  a pelvic  examination 
showed  no  underlying  lesions.  Treatment 
consisted  of  wide  excision  with  skin  graft- 
ing. There  was  no  node  involvement  (Fig  1). 

Case  2:  A 69-year-old  white  man  who 
had  a history  of  multiple  skin  carcinomas, 
particularly  of  the  basal  cell  variety.  For 
four  years  he  had  noticed  itching  lesions 
of  his  scrotal  and  groin  areas  (Fig  2).  His 
general  health  was  unremarkable  with  the 
exception  of  obstructive  uropathy.  A biopsy 
tissue  examination  confirmed  the  diag- 
nosis of  extramammary  Paget’s  disease 
(Fig  3).  A wide  local  excision  was  carried 
out  but  no  grafting  was  required.  No  node 
involvement  was  noted. 

Discussion 

The  clinical  features  of  extramammary 
Paget’s  disease  are  similar  to  those  which 
are  seen  in  the  nipple  region.  The  margins 
are  well  demarcated,  slightly  raised,  and 
somewhat  erythematous.  Often  there  is  a 
velvety  thickening  of  the  involved  area; 
the  surface  is  scaly  and  small  gray  crusts 
cover  the  erosions  in  the  involved  area. 
Commonly,  excoriations  are  present.  Often 
the  appearance  is  similar  to  that  described 
for  Bowen’s  disease  (precancerous  derma- 
titis) and  erythroplasia  of  Queyrat.^  How- 
ever, these  lesions  are  easily  differentiated 
from  Paget’s  disease  by  histologic  study. 
The  cardinal  symptom  a patient  recognizes 
is  itching.  Symptoms  patients  present  vary; 
however,  itching  is  usually  prominent.  The 
average  duration  of  symptoms  before  diag- 
nosis is  made  is  from  two  to  four  years. 

Because  of  the  not  infrequent  findings 
of  underlying  primary  carcinomas,  it  is 
necessary  to  examine  the  patients  for  evi- 
dence of  carcinoma  of  the  cervix,  the  rec- 
tum, or  the  genitourinary  system.  The  ma- 
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2.  Paget’s  disease  involving  the  scrotum  and  groin. 


1.  Paget’s  disease  involving  the  vulva. 


3.  Microscopic  appearance  oj  the  epidermis. 


4.  Paget’s  cells,  devoid  of  prickles,  scattered 
through  epidermis. 
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jority  of  patients  with  primary  carcinoma 
develop  widespread  metastases.’^ 

The  origin  of  extramammary  Paget’s 
disease  remains  debatable  and  obscure. 
Some  authorities  believe  that  the  disease 
stems  from  an  intra-epidermal  metastasis 
from  an  underlying  carcinoma  of  the  sweat 
glands.^  Others  believe  that  the  epidermal 
glandular  cells  have  been  transformed  by 
the  same  stimulus  which  may  produce  an 
underlying  neoplasm  of  the  epidermal  ad- 
nexa. One  group  believes  that  on  the  basis 
of  their  histochemical  reactivity,  the  ex- 
tramammary Paget’s  cells  show  an  eccrine 
glandular  pattern  suggesting  that  the  cells 
were  either  derived  from,  or  are  differen- 
tiatingtoward,  eccrine  glandular  struc- 
tures.^ 


5.  Higher  magnification  of  epidermis  cellular 
atypia  with  Paget’s  cells. 


Pathology 

Microscopically,  individual  Paget’s  cells 
areusuallyfinelygranular  or  have  clear 
cytoplasm.  They  have  moderately  large 
vesicular  nucleoli  and  sometimes  display 
a prominent  red  nucleolus  (Fig4).  Most  of 
the  Paget’s  cells  show  a positive  reaction 
with  alcian  blue,  mucicarmine,  and  period- 
ic acid,  Schiff  hematoxylin  stains  because 
of  the  mucopolysaccharide  content.  Some 
pathologists  have  used  the  electron  micro- 
scope to  study  Paget’s  disease  to  clarify 
the  histogenesis  of  characteristic  Paget’s 
cells.®  Their  findings  support  the  hypo- 
thesis thatthe  Paget’s  cell  is  an  apocrine 
cell  differentiating  toward  a more  general- 
ized epithelial  neoplasm  (Fig 5). 

Treatment 

The  lesion  is  limited  to  the  epidermis,  and 
wide  surgical  excision  to  an  adequate 
depth  generally  has  given  good  long-term 
results.  Node  dissection  is  in  order  if  there 
is  evidence  of  lymph  node  involvement. 

The  prognosis  is  guarded  if  a patient  does 
have  lymph  node  involvement.  It  is  gen- 
erally agreed  that  regardless  of  the  stage 
of  the  disease,  radiation  therapy  produces 
ized  epithelial  neoplasm  (Fig  5). 
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adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-Banthme. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 
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TEXAS  MEDICir 


’’Antiacid”  acrion 
for  ulcer  porients... 


one  of  the  many  things  you 
need  in  an  anticholinergic 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 

Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are : 

"Antiacid"  action  — Pro-BanthTne® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 

Pro-Banfhine 

(propantheline  bromide) 

a good 
opKon 
in  peptic 
ulcer 


In  most  cases  of 

sustained  moderate  hypertension, 

ALDOMEHmethyldopaimsd) 


usually  offers  more 
than  effective  lowering 

of  hlnnrl  nracci  iko 


With  ALDOMET 


(Methyidopa,  MSD), 
existing  renal  function 
is  usually  unchanged 

ALDOMET  has  no  direct  effect  on  renal 
function.  When  used  in  effective  doses, 
ALDOMET  usually  does  not  reduce  glo- 
merular filtration  rate,  renal  blood  flow, 
or  filtration  fraction. 


With  ALDOMET 
(Methyidopa,  MSD), 
cardiac  output  is 
generally  unchanged 

ALDOMET  has  no  direct  effect  on  cardiac 
function.  When  ALDOMET  is  used  in  effec- 
tive doses  cardiac  output  is  usually 
maintained  with  no  cardiac  acceleration; 
in  some  patients  the  heart  rate  is  slowed. 


With  ALDOMET 
[Methyidopa,  MSD), 
symptomatic  postural 
hypotension  is  infrequent 


ALDOMET  reduces  both  supine  and  standing  blood  pressure. 
Less  frequent  symptomatic  postural  hypotension  is  experienced 
with  ALDOMET  than  with  many  other  antihypertensive  agents. 
Exercise  hypotension  and  diurnal  blood  pressure  variations 
rarely  occur. 


to  further 
simplify  therapy 
for  many  patients 


now  available 

ALDOMET500mg 

(METHYLDOPAIMSD) 


• often  more  practical  to  prescribe 

• easier  for  patients  to  remember 

Now  offered  in  addition  to  the  standard 
250-mg  tablet,  the  new  ALDOMET  500  mg 
tablet  is  a patient  convenience.  An  especially 
important  one,  since  in  hypertension  con- 
venience of  the  dosage  schedule  is  one  factor 
that  can  make  the  difference  in  compliance 
of  the  patient.  The  minimum  daily  dose  of 
ALDOMET  is  250  mg  b.i.d.  The  usual  starting 
dose  is  250  mg  t.i.d.  Dosage  is  adjusted  as 
necessary  by  adding  or  deleting  250  mg  or 
500  mg  at  intervals  of  not  less  than  two 
days.  The  maximum  dose  is  3.0  g per  day. 
Examples  of  b.i.d.  or  t.i.d.  dosage  convenience 
provided  by  ALDOMET  500  mg  within  the 
usual  daily  dosage  range  of  500  mg  to  2.0  g; 


for  sustained 
moderate  hypertension 


(METHYLDOPAIMSD) 

a unique  antihypertensive  agent 

Contraindiqations  include  active  hepatic  disease  and  known 
sensitivity  to  the  drug.  Use  with  caution  in  patients  with  a history 
of  liver  disease  or  dysfunction.  Not  recommended  in  phe- 
ochromocytoma  or  pregnancy. 

It  is  important  to  recognize  that  a positive  Coombs  test, 
hemolytic  anemia,  and  liver  disorders  may  occur  with  methyi- 
dopa therapy.  The  rare  occurrences  of  hemolytic  anemia  MSD 

or  liver  disorders  could  lead  to  potentially  fatal  complications  merck 
unless  properly  recognized  and  managed.  For  more  details  see  SKAHFi 
the  brief  summary  of  prescribing  information.  DOHME 


TABLETS,  250  mg  and  500  mg 

ALDOMET 


1.0-g 

daily 

dose 


1.5-g 

daily 

dose 


2.0-g 

daily 

dose 


f 


\ 


NOTE;  Tablets  shown  are  not  actual  size. 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


in  sustained  moderate  hypertension 

ALDOMET(methyldopaimsd) 


usually  lowers  blood 
pressure  effectively 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings;  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyidopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyidopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyidopa.  If  a 
positive  Coombs  test  develops  during  methyidopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyidopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyidopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyidopa,  the  drug  should  not  be  reinstituted. 
When  methyidopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yidopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyidopa,  both  a direct  and  an  indirect 


Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SCOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  In  some  patients  the  findings  are  con- 
sistent with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should 
be  done  particularly  during  the  first  six  to  twelve 
weeks  of  therapy  or  whenever  an  unexplained  fever 
occurs.  If  fever,  abnormalities  in  liver  function 
tests,  or  jaundice  appear,  stop  therapy  with  methyi- 
dopa. If  caused  by  methyidopa,  the  temperature 
and  abnormalities  in  liver  function  characteris- 
tically have  reverted  to  normal  when  the  drug  was 
discontinued.  Methyidopa  should  not  be  reinstituted 
in  such  patients. 

Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  Xl^e-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyidopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyi- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyidopa 
because  the  drug  is  removed  by  this  procedure. 


Adverse  Reactions;  Sedation,  usually  transient,  ma) 
be  seen  during  initial  therapy  or  when  dosage  js 
increased.  Headache,  asthenia,  or  weakness  maj 
be  noted  as  early,  transient  symptotjis.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
"black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell’s  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyidopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied;  Tablets,  containing  250  mg  methyl-, 
dopa  each,  in  single-unit  packages  of  100  and  bot-, 
ties  of  100  and  1000;  Tablets,  containing  500  mg 
methyidopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100.  I 


For  more  detailed  information,  consult  your  MSB 
representative  or  see  full  prescribing  information} 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  INC.} 
West  Point,  Pa.  19486 
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Thrombocytopenia  and  viral  diseases 


Ugo  Carpentieri,  MD;  Mary  E.  Haggard,  MD 

The  association  between  thrombocytopenia 
and  viruses  has  long  been  recognized.  This 
is  true  for  both  naturally  occurring  infec- 
tions and  infection  induced  by  vaccination 
with  live  viruses.^  * 

This  article  emphasizes  the  association 
between  viruses  and  thrombocytopenia 
and  its  symptomatology:  purpura,  hema- 
turia, gastrointestinal  bleeding,  even  fatal 
cerebral  hemorrhage. 

All  cases  (64)  with  thrombocytopenia 
(platelets  less  than  100,000/cu  mm)  ob- 
served at  The  University  of  Texas  Medical 
Branch  in  Galveston  between  1964  and 
1973  were  reviewed.  Fifty-six  percent  of 
the  children  (36  cases)  with  thrombocy- 
topenia and  bone  marrow  morphology 
demonstrating  adequate  precursors  for  all 
formed  elements  of  the  blood,  had  received 
live  viral  vaccines  or  had  experienced  clin- 
ical symptoms  compatible  with  viral  dis- 
ease, usually  within  two  to  three  weeks  of 
the  onset  of  hemorrhagic  symptoms. 

As  Fig  1 shows,  of  a total  of  36  cases,  18 
were  related  to  vaccination,  12  to  upper 
respiratory  infections  (URI),  3 to  rubella, 
and  2 each  to  measles,  chickenpox,  and 
mumps.  There  were  3 congenital  cases 
(thrombocytopenia  in  association  with  in- 
trauterine infections). 

Clinical  Findings 

The  peak  incidence  occurred  in  the  second 
and  ninth  years.  Boys  were  affected  more 
often  than  girls  (ratio  1.7:1). 

The  first  signs  of  thrombocytopenia  ap- 
peared two  to  three  weeks  after  the  begin- 
ningof  the  primary  disease.  Purpura, 
epistaxis,  and  gingival  bleeding,  seen  in 
22-30  (60  to  80%)  of  the  patients,  usually 
were  the  first  signs.  Hematuria  and  gas- 
trointestinal bleeding  occurred  in  a few 
cases.  Intracranial  hemorrhage  occurred 


only  in  two  cases,  both  of  which  were 
congenital. 

In  32  of  the  36  cases  thrombocytopenia 
was  profound,  with  a platelet  range  from 
500  to  10,000/cu  mm.  Posthemorrhagic 
anemia  with  reticulocytosis  was  present  in 
half  of  the  cases.  In  29  of  36  cases,  bone 
marrow  studies  showed  increased  numbers 
of  megakaryocytes  in  all  stages  of  matura- 
tion with  little  or  no  shedding  of  platelets. 
All  except  six  of  the  children  were  treated 
with  adrenocortical  hormone  (prednisone, 
60  mg/m-/day  for  21  days).  All  but  three 
recovered  within  two  or  three  weeks,  with  a 
maximum  of  one  month.  Three  children 
underwent  splenectomy  after  6 to  12 
months  of  intermittent  treatment  with 
steroids  and  persistent  or  recurrent  throm- 
bocytopenia. One  of  these  three  children 
had  persistent  episodes  of  purpura  after 
surgery. 

After  recovery  from  the  initial  episode 
of  thrombocytopenia,  three  patients  were 


Type  of  Antecedent 

Infection 

No.  Cases 

% of  Total 

Upper  respiratory  infections 

12 

33 

Vaccination: 

8 

22 

Rubeola 

2 

Rubella 

1 

Smallpox 

1 

Rubeola,  rubella,  mumps 

2 

Poliomyelitis 

2 

Rubella 

3 

8 

Rubeola 

2 

6 

Varicella 

2 

6 

Mumps 

2 

6 

Cat-scratch  disease 

1 

2.5 

Infectious  mononucleosis 

1 

2.5 

Unexplained  fever  only 

2 

6 

Congenital: 

3 

8 

Cytomegalic  inclusion 

body  disease 

1 

Rubella 

1 

Unknown 

1 

Total 

36 

100 

7 . Cases  of  thrombocytopenia  of  possible  viral 
etiology,  1964-1973. 
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Thrombocytopenia 


vaccinated  with  live  virus  vaccines  (one 
rubeola,  one  rubella,  and  one  smallpox). 
These  three  cases  are  described  in  more 
detail: 

Case  1:  A 41/2 -year-old  white  girl  had 
experienced  two  episodes  of  thrombocy- 
topenia of  unknown  etiology.  After  having 
had  a normal  platelet  count  for  two 
months,  she  received  rubella  vaccine. 
Three  weeks  later  thrombocytopenic  pur- 
pura of  acute  onset  occurred. 

Case  2:  A 5-year-old  white  girl  developed 
thrombocytopenic  purpura  one  month  fol- 
lowing rubella.  After  three  weeks  of  predni- 
sone therapy,  her  platelet  count  had  re- 
turned to  normal.  Four  weeks  later  she  was 
given  a smallpox  vaccination,  with  sub- 
sequent recurrence  of  thrombocytopenia 
two  weeks  later. 

Case  3:  A 15-month-old  white  girl  re- 
ceived live  rubeola  vaccine  three  weeks 
after  recovering  from  a bout  of  purpura 
associated  with  gastroenteritis.  Two  weeks 
after  the  vaccination,  thrombocytopenic 
purpura  developed  again. 

Discussion 

Among  the  studies  linking  viral  infection 
to  thrombocytopenia  are  the  observations 
of  Oski  who,  in  1966,  counted  platelets  be- 
fore and  after  the  administration  of  attenu- 
ated live  measles  vaccine. ^ All  children  that 
he  studied  had  a decrease  of  35  to  50%  of 
the  platelet  level  determined  prior  to  vac- 
cination. The  maximum  fall  in  platelets 
occurred  seven  days  after  vaccination  with 
a return  to  prevaccination  levels  within 
three  weeks. 

Serial  bone  marrow  aspirates  from  three 
children  in  Oski’s  series  revealed  a reduc- 
tion in  the  number  of  megakaryocytes 
showing  cytoplasmic  and  nuclear  vacuoliz- 
ations,  a picture  somewhat  different  from 
that  observed  in  our  patients.® 


Although  many  explanations  for  throm- 
bocytopenia occurring  in  association  with 
viral  infections  have  been  offered,  the  pre- 
cise relationship  remains  obscure.  The 
presence  of  many  large,  immature  mega- 
karyocytes, apparently  not  forming  plate- 
lets, suggests  abnormal  maturation  of 
platelet  precursors. ° Thrombocyto- 

penia occurringduringthe  phase  of 
viremia  may  result  from  the  presence  of 
virus  or  virus  antigen  within  the  megakary- 
ocyte. This  concept  is  supported  by  ob- 
servations related  to  the  effect  of  New- 
castle disease  virus  on  megakaryocytes  in 
tissue  culture. “ In  most  children,  however, 
the  thrombocytopenia  occurs  after  the 
acute  phase  of  viremia.  Many  observers 
support  the  concept  that  this  phenomenon 
is  an  immunologic  one,  perhaps  an  anti- 
virus antibody  cross-reacting  with  autolog- 
ous platelet  antigens  or  the  production  of 
abnormal  immunocytes  in  response  to  the 
viral  infection,  which  in  turn  produces 
platelet  antibodies. 

Summary 

Thrombocytopenia  may  be  a complication 
of  viral  illness  or  vaccination  with  live  viral 
vaccines.  The  thrombocytopenia  may  pro- 
duce no  symptoms,  but  on  occasion  may 
give  rise  to  purpura;  gastrointestinal  or 
genitourinary  bleeding,  or  both;  and  even 
fatal  cerebral  bleeding.  In  children  who 
have,  or  have  recently  recovered  from, 
thrombocytopenia,  it  is  advisable  to  defer 
immunization  with  live  viral  vaccines  for  at 
least  one  year  since  such  antigenic  stimu- 
lation may  produce  a relapse  of 
thrombocytopenia. 
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Entrapped  gas. 

Silent  ^ 

partner  of 
GI  spasm 

Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidorma 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a nonsystemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladonna  alkaloids.  And  Sidonna  provides 
mild  sedation  with  butabarbital. 

Sidonna.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  syndrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindioiitions : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects : dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage;  one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 

Reed  & Carnrick/ Kenilworth,  N.J.  07033  ISn 

SidcMma 

Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 

A working  partnership 
;ainst  the 

pain  ot  gas  and  spasm 


Will  the  real  PSRO  please  stand  up? 

Milton  V.  Davis,  MD 


PSRO  means  quality  assurance  and  cost 
containment.  Hov/ever,  the  quality  assur- 
ance portion  is  the  part  that  HEW  uses  to 
sell  to  the  public.  The  cost  containment 
part  is  what  they  really  are  after,  and  this 
is  what  appears  in  the  implementation. 
Current  regulations  being  formulated  con- 
cern themselves  almost  solely  with  cost 
containment  and  very  little  with  quality  as- 
surance. PSRO  is  a part  of  the  overall  plan 
to  nationalize  the  entire  delivery  of  health 
care  services  in  this  country.  The  current 
name  of  this  plan  is  the  yet  unpublished 
“Forward  Plan  for  Health  for  FY  1976- 
1980,”  emanating  from  the  Department  of 
Health,  Education  and  Welfare. 

HEW’s  Forward  Plan 

1.  Upgrade  the  HEW  assistant  secretary 
for  health  care  in  power  and  authority. 

2.  Consolidate  authority  overall  health 
care  education,  services,  resources,  and  re- 
search, including  health  care  services  de- 
livered by  the  Department  of  Defense,  the 
Veteran’s  Administration,  and  to  the  entire 
population. 

HEW's  “Forward  Plan”  includes  many 
assumptions.  The  one  which  is  of  the  most 
major  concern  isthe  presumed  inadequacy 
of  the  prevailing  health  care  delivery  sys- 
tem, not  just  in  certain  of  its  truly  weaker 
areas,  but  in  its  entirety:  ”...  the  plan  is 
based  on  the  conviction,  bolstered  by  sub- 
stantial evidence,  that  our  current  health 
care  system  is  not  well  prepared  for  the 
advent  of  a comprehensive  health  care  fi- 
nancial program.”  The  conceptual  justifi- 
cation for  HEW’s  desire  to  restructure  the 
whole  health  care  delivery  system  is  based 
upon  their  avowed  purpose  to  control  all  of 
its  aspects.  They  focus  attention  on  real  or 
alleged  weaknesses  primarily  for  propa- 


ganda purposes.  In  truth,  they  seem  little 
interested  in  the  actual  strengths  and 
weaknesses  of  the  current  system  and  con- 
sider areas  which  are  difficult  to  control  to 
be  weaknesses  perse. 

The  Forward  Plan  contains  five  major 
portions:  (1)  prevention,  (2)  preparation 
for  national  health  insurance,  (3)  quality 
assurance  (already  enacted  in  PSRO),  (4) 
tracking  health  status  and  health  industry, 
and  (5)  developing  knowledge  and  criteria 
(already  enacted  in  PSRO). 

Included  in  the  goals  of  HEW’s  Forward 
Plan  are  clear  intentions  to  accomplish  a 
structural  alteration  of  the  entire  health 
care  delivery  system: 

1.  To  increase  the  supply  of  primary 
care  physicians; 

2.  To  increase  the  supply  of  allied 
health  workers; 

3.  To  assure  “proper”  distribution  of 
health  personnel; 

4.  To  direct  all  phases  of  local  and  re- 
gional health  planning,  thus  assuringthat 
Washington  will  maintain  complete  control 
over  the  entire  delivery  system; 

5.  To  restructure  the  federal  govern- 
ment agencies  which  deliver  health  care  or 
pay  for  it  so  that  all  are  under  the  direct 
control  of  the  under  secretary  for  health  in 
the  Department  of  Health,  Education  and 
Welfare;  and 

6.  To  play  an  ever  increasing  role  in 
planning,  directing  and  financing  educa- 
tion of  all  medical  and  allied  health  person- 
nel in  order  to  attain  total  control  over  the 
educational  resources  which  supply  the 
people  to  run  the  system.  This  is  what  the 
“Forward  Plan”  means  by  the  development 
of  “appropriate”  training  facilities. 

There  are  several  major  problems  which 
stand  in  the  way  of  the  development  and 
implementation  of  a successful  national 
health  insurance  program  as  envisioned  by 
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the  prevailing  policy  planning  group  in  con- 
trol at  HEW.  All  of  these  “problems"  in  one 
way  or  anotherfocus  on  their  inability  to 
co«rra/ the  system  rather  than  pinpointing 
the  actual  weaknesses  currently  identifi- 
able. These  “problems”  and  remedies  are: 

1.  Lack  of  integration  of  health  man- 
power and  facility  resources  into  a co- 
herent health  care  system.  For  this,  HEW 
sees  the  mneJy  of  strengthening  health 
care  planning  at  local,  state,  and  regional 
levels,  and  controlling  local  planning. 

2.  The  inability  to  contain  health  care 
costs.  The  remedy  they  suggest  for  this  is 
to  strengthen  the  regulatory  capacity  of 
government  agencies  and  to  control  state 
and  local  regulatory  agencies. 

3.  The  lack  of  quality  assurance.  The 
remedy  for  {h\s  is  PSRO,  which  is  already 
the  law. 

The  overall  plan  remains  the  same:  total 
nationalization  of  the  entire  health  care  de- 
livery system.  Historically  this  plan  attained 
its  first  significant  national  legislative  vic- 
tory just  19  years  after  passage  of  its  sister 
concept,  the  graduated  income  tax.  By 
1935  there  were  enough  votes  in  Congress 
to  pass  the  Social  Security  Act,  a major 
goal  of  President  Franklin  D.  Roosevelt 
and  his  secretary  of  labor,  the  Honorable 
Frances  Perkins.  Secretary  Perkins,  presi- 
dential aide  Harry  Hopkins,  and  Mrs. 
Eleanor  Roosevelt  favored  national  com- 
pulsory health  insurance  at  that  time,  but 
President  Roosevelt  did  not.  The  planners, 
therefore,  had  to  continue  to  take  what  they 
could  get,  always  maintainingthe  same 
goal.  From  1936  to  1960  advocates  of  fed- 
eral control  of  medicine  in  the  United 
States  gradually  entered  government  serv- 
ice, becoming  increasingly  more  strongly 
entrenched  in  the  civil  service.  Throughout 
the  history  of  the  movement  to  nationalize 
health  care  in  this  country,  there  has  been 
a group  of  slogans  which  have  become  the 
“party  line.”  These  have  been  incorporated 
into  staff  reports,  publications,  public 
statements,  debates,  etc,  becoming  the 


hallmarks  of  those  directing  the  continuing 
organized  effort  to  impose  compulsory  na- 
tional health  insurance  on  the  American 
people  (the  people,  not  the  doctors). 

Among  those  used  and  re-used  words  and 
phrases  are  the  following:  Medical  services 
must  be  organized,  furnished  by  groups, 
available  as  a right  of  citizenship,  paid  for 
in  groups,  and  paid  for  over  a period  of 
time.  Health  insurance  must  be  compul- 
sory, must  be  comprehensive,  and  is  not 
socialized  medicine. 

An  integral  part  of  the  strategy  has  been 
alterations  in  the  meaning  of  certain  words, 
for  example,  “Social  security  taxes  are 
premiums,  not  taxes.”  By  design,  certain 
key  words  and  phrases  have  appeared 
again  and  again:  organized,  compulsory, 
comprehensive,  group  practice,  right  of 
citizenship  (health  care),  social  security 
is  health  insurance,  and  social  security 
taxes  are  premiums,  not  taxes.  These  oft- 
repeated  words  have  had  the  effect  of 
brainwashing  educators  and  journalists, 
creating  an  aura  of  credibility  by  repetition. 

Not  a Conspiracy 

The  overall  plan  has  never  been  a clandes- 
tine operation.  From  its  inception,  it  has 
been  open,  public,  documented,  and  re- 
peatedly enunciated.  It  is  not  and  has  not 
been  a conspiracy.  There  have  been  numer- 
ous public  debates  plus  the  publishingof 
statements  and  plans  in  all  degrees  of 
detail. 

Overall  Plan  to  Nationalize  Health  Care 
Delivery  in  This  Country 

Afterflounderingfor  a generation  in  a “talk 
session”  atmosphere  based  in  university 
and  literary  circles  in  Boston  and  New  York 
City,  the  planning  group  began  to  attract 
the  financial  support  of  some  of  the  major 
nonprofit  foundations  and  “funds.”  Sea- 
soned devotees  and  trainees  of  the  move- 
ment began  to  appear  as  grantees,  guest 
lecturers,  research  consultants,  em- 
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ployees,  and  later  as  key  staff  persons  with 
such  organizations  as  The  Julius  Rosen- 
wald  Fund,  the  Millbank  Memorial  Fund, 
The  Rockefeller  Foundation,  The  Tv/entieth 
Century  Fund,  and  others. 

The  same  group  simultaneously  organ- 
ized front  groups  for  the  purpose  of  legis- 
lative lobbying  and  public  propaganda  by 
conducting  seminars  and  workshops.  The 
most  successful  of  these  were  the  Commit- 
tee forthe  Nation’s  Health,  Channing  D. 
Frothingham,  MD,  chairman,  Michael  M. 
Davis,  PhD,  chairman  of  the  executive 
committee;  the  Physicians’  Forum,  Inc., 
Ernest  P.  Boaz,  MD,  chairman;  the  Com- 
mittee on  the  Cost  of  Medical  Care;  the 
Committee  on  Research  and  Medical  Eco- 
nomics, Michael  M.  Davis,  PhD,  chairman; 
and  the  Committee  of  Physicians  for  Im- 
provement of  Medical  Care,  Channing  D. 
Frothingham,  MD,  chairman. 

Whenever  possible,  the  planners  would 
identify  sympathizers  within  the  federal 
government,  support  them  politically,  and 
encourage  placement  of  their  own  mem- 
bers in  the  civil  service.  The  leading 
spokesman  of  the  group  in  the  30s  was  the 
Hon.  Oscar  R.  Ewing,  federal  security  ad- 
ministrator under  President  Roosevelt.  The 
commissioner  of  social  security  under  Mr. 
Ewingwasthe  Hon.  Arthur  J.  Altmeyer. 
Histechnical  assistant  was  the  then  un- 
known Wilbur  J.  Cohen,  PhD,  laterto  be 
secretary  of  HEW.  A gifted,  vocal  employee 
of  the  Millbank  Memorial  Fund,  Isadore 
Sidney  Falk,  PhD,  became  director  of  re- 
search and  statistics  of  the  Social  Security 
Administration  under  Messrs.  Roosevelt, 
Ewing,  Altmeyer,  and  Dr.  Cohen. 

Easily  Identifiable  Ties  with  “The 
Movement’’ 

As  an  example  of  the  activities  of  the  peo- 
ple responsible  forthe  continuity  of  this 
movement,  and  as  an  indication  of  their 
basic  motivation,  a brief  biography  of  Dr. 
Falk  is  illustrative; 


Isadore  Sidney  Falk,  PhD,  research  ex- 
pert and  statistician;  In  1929  Dr.  Falk  be- 
came director  of  research  forthe  Commit- 
tee on  the  Cost  of  Medical  Care,  and  from 
1933  to  1936  he  was  employed  by  the  Mill- 
bank  Memorial  Fund  which  was  studying 
the  health  care  delivery  system  in  this 
country.  In  a speech  before  the  Internation- 
al Labor  Organization  reported  in  the  New 
York  Times  March  16, 1934,  Dr.  Falk  said, 
“The  staff  members  of  the  Millbank  Fund 
see  only  in  large  scale  compulsory  health 
insurance  the  necessary  and  sufficient 
stimulus  for  widespread  improvement  in 
medical  practice.’’  In  1936  Dr.  Falk  enter- 
ed the  civil  service  as  director  of  research 
and  statistics.  Social  Security  Administra- 
tion, with  200  employees  under  his  direct 
control.  He  utilized  government  offices  and 
government  funds  to  direct  propaganda 
for  national  compulsory  health  insurance. 

Legislative  History 

In  1934,  The  Hon.  Frances  Perkins,  secre- 
tary of  labor  under  President  Roosevelt, 
arranged  for  the  USA  to  join  the  Interna- 
tional Labor  Organization  and  obtained  two 
consultants  from  ILO  to  help  draft  the  So- 
cial Security  Act  which  became  law  in 
1935.  Subsequently,  thefollowing bills 
were  introduced:  1945,  Wagner-Murray 
Senate  Bill  1606,  79th  Congress;  1947, 
Wagner,  Murray  and  Chavez  Senate  Bill 
1320;  1943-1949,  the  omnibus  health 
bills  to  control  medical  education,  medical 
research,  maternal  and  child  health  serv- 
ices, hospital  construction,  and  public 
health  services;  and  1951-1953,  the  82nd 
Congress  bills  for  federal  control  of  medi- 
cal education  S-337  and  HR  2707,  nursing 
education  S-2301  and  HR  910,  medical 
research,  group  health  clinics  S-2248,  and 
group  health  centers  S-2247  and  HR  146. 

Duringthis  period  Rep.  John  D.  Dingell 
(D-Mich)  joined  the  group,  then  the  famous 
triumvirate,  Wagner,  Murray  and  Dingell 
became  well  known. 

In  congressional  testimony,  speeches 
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before  interested  groups,  public  state- 
ments, and  in  the  background  material  for 
these  bills  themselves  as  they  emanated 
from  congressional  staffs,  the  “party  line” 
was  followed:  Medical  services  must  be 
organized,  furnished  by  groups,  available 
to  all  as  a right  of  citizenship,  paid  for  in 
groups,  and  paid  for  over  periods  of  time. 
Health  insurance  must  be  compulsory, 
comprehensive,  paid  for  by  groups,  paid 
for  over  a period  of  time. 

The  overall  plan  included  using  congres- 
sional leaders  who  favored  or  would  cham- 
pion national  compulsory  health  insurance 
for  political  purposes  and  selection,  train- 
ing and  placement  of  civil  servants  who 
could  serve  in  the  “salariat.”*  Wagner, 
Murray  and  Dingell  in  the  1940s,  Aime 
Forand  in  the  1950s,  King  and  Anderson 
in  the  1960s  all  catapulted  into  national 
fame  as  the  NHI  legislative  building  blocks 
were  cemented  in  place.  Senators  and  later 
Presidents  John  F.  Kennedy  and  Lyndon  B. 
Johnson  played  key  roles,  allowingthe 
amount  of  public  commitment  to  and  iden- 
tification with  the  movement  which  best 
suited  their  political  plans  at  any  given 
time.  One  of  the  most  successful  civil  ser- 
vants, Dr.  Cohen,  climbed  the  ladderfrom 
the  salariat  to  the  secretariat.  After  start- 
ing out  with  the  various  funds  and  founda- 
tions, he  became  technical  assistant  to  the 
commissioner  of  social  security,  Mr.  Alt- 
meyer,  in  the  1930s:  professor  of  social 
welfare  atthe  University  of  Michigan  in  the 
1950s  and  later  under  secretary  and  secre- 
tary of  health,  education  and  welfare  un- 
der Presidents  Kennedy  and  Johnson. 

Government  statements  have  tradition- 
ally been  couched  in  permissive  language 
designed  to  give  a live  and  let  live  impres- 
sion, lullingthe  medical  profession  and 
the  public  into  a false  sense  of  security 
about  the  actual  aims  of  the  planners.  A 
closer  look,  as  discovered  by  the  Himler 


*The  civil  service  or  the  "salariat”  was  described 
in  the  1930's  by  John  Maynard  Keynes. 


Committee,!  would  identify  easily  the  true 
aims  of  the  hard  core  now  in  complete  con- 
trol at  HEW.  Included  in  the  Himler  report 
was  the  statement,  “it  is  disquieting  . . . 
to  learn  that . . . after  (study) . . . intended 
to  evaluate  the  various  systems,  high  offi- 
cials of  HEW  have  already  reached  their 
own  conclusions  and  openly  favor  prepaid 
care  delivered  by  closed  panel  groups.” 

The  movement  itself  could  serve  as  a 
model,  exemplifyingthe  utmost  in  plan- 
ning, execution,  and  patience. 

The  overall  plan  itself  involved  several 
steps: 

1.  Research  and  development  of  statis- 
tical bases  for  alleged  needs  (goals  are 
usually  predetermined  and  studies  all  are 
designed  to  make  “needs”  lead  toward 
predetermined  goals). 

2.  Selection,  nurturing,  training,  and 
discipliningof  key  individualsto  move  from 
nonprofit  research  organizations  into  civil 
service. 

3.  Capture  imagination  of  key  members 
of  the  US  Senate  and  the  US  House.  This  is 
quite  a carrot  to  hold  in  front  of  a politi- 
cian, because  everyone  is  interested  in 
health  care. 

4.  Natural  swing  to  Department  of 
Health,  Education  and  Welfare  at  all  levels, 
including  the  coup  de  grace  making  Dr. 
Cohen  the  secretary  of  HEW  during  the 
Kennedy-Johnson  era.  It  is  no  accident  that 
virtually  all  of  the  key  staff  people  in  HEW 
today  obtained  their  positions  or  their 
promotions  under  Dr.  Cohen.  The  secre- 
taries change,  but  the  civil  service  corps 

of  the  federal  bureaucracy  remains  well 
entrenched. 

5.  The  current  phase  has  emphasized 
placement  of  highly  qualified  staff  people 
with  key  committees  of  Congress  to  direct 
legislative  activities.  The  most  notable  of 


fAn  ad  hoc  committee  of  the  American  Medical 
Association  in  1969  created  to  study  the  health 
care  delivery  system  and  to  evaluate  the  several 
proposals  for  changing  its  structure. 
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PSRO 


these  presently  is  Mr.  Jay  Constantine  of 
the  powerful  bipartisan  Senate  Finance 
Committee. 

De  Fuc/o  Coalition 

The  de  facto  coalition  now  working  for  na- 
tional health  insurance  includes  organized 
labor,  organized  religious  groups,  univer- 
sity people  who  are  nonmedical,  medical 
school  people,  social  welfare  enthusiasts, 
large  segments  of  the  working  press  and 
media  writers,  HEW  itself,  and  a segment 
of  the  House  and  Senate,  with  the  tactical 
decisions  and  direction  comingfrom  the 
staff  of  the  Senate  Finance  Committee. 

Public  Law  92-603 

The  Medicare  Amendments  of  1972  pro- 
vide that  Professional  Standards  Review 
Organizations  shall  be  developed.  As  re- 
quired by  law,  these  will  reviewthe  delivery 
of  medical  care,  publish  types  and  kinds  of 
data  which  will  be  reviewed,  maintain  and 
review  profiles,  review  and  report  before 
payment  is  made,  and  inspect  medical  rec- 
ords and  facilities.  In  addition,  the  PSROs 
will  certify  hospital  review  systems  and 
accept  their  reports,  determine  medical 
necessity,  determine  quality  of  care  before 
payment  is  made,  and  assure  that  physi- 
cians’ services  are  rendered  within  institu- 
tions which  meet  the  requirements  of  the 
law.  PSROs  will  therefore  determine  medi- 
cal necessity;  determine  appropriateness 
and  quality  of  care;  and  compare  with  re- 
gional norms  of  all  medical  care  in  institu- 
tions for  Medicare,  Medicaid,  and  certain 
welfare  patients.  What  if  we  don’t  partici- 
pate? The  law  provides  money  to  pay  re- 
viewers and  staff  and  the  power  to  design 
the  review  systems.  If  we  don’t  direct  the 
reviewing,  with  so  much  money  and  so 
much  power  there,  somebody  will.  There 
is,  in  fact,  so  much  powerand  authority 
inherent  in  the  PSRO  operation  that  the 
physicians  cannot  afford  to  remain  aloof 
from  it.  Underthe  law  only  physicians  can 
function  in  PSROs  until  Jan  1,  1976,  then 
anybody  the  secretary  of  HEW  appoints  can 


do  so.  The  data  processing  can  be  per- 
formed by  any  reputable  company  under 
mutually  agreeable  ground  rules,  but  we 
physicians  need  to  direct  the 
for  the  protection  of  the  public  and  the 
profession. 

Don’t  underestimate  the  dedication,  dis- 
cipline, tactical  skill,  and  stop-at-nothing 
attitude  of  our  opposition.  Dr.  Henry  Sim- 
mons, in  speaking  before  the  American 
College  of  Surgeons  on  Oct  14,  1973,  stat- 
ed, “Because  the  medical  profession  has 
failed  to  provide  quality  care  except  in 
spotty  areas  and  that  there  has  been  mas- 
sive abuse  and  misutilization  of  the  Medi- 
care Program,  resulting  in  serious  infla- 
tion, Public  Law  92-603  was  enacted.’’ 

This  is  obviously  untrue,  and  they  know  it. 
Dr.  Simmons  has  toned  his  words  down 
since  then.  He  represents  well  the  time- 
worn tactic  of  defaming  the  medical  profes- 
sion in  order  to  sell  a false  need  for  radical 
change.  Dr.  Charles  Edwards,  assistant 
secretary  for  health,  his  boss,  has  made 
reference  to  some  sharp  increases  in  the 
cost  of  medical  care  for  the  three-month 
period  in  1974  immediately  after  the  lift- 
ing of  price  controls,  and  made  it  sound  as 
if  medical  care  had  gone  up  that  sharply  in 
the  previous  three  years,  which  is  blatantly 
false.  Duringthe  three-year  period  1971- 
1974,  the  costs  of  medical  care  went  up 
17+%,  but  the  cost  of  legal  fees  went  up 
32%,  and  Dr.  Edwards  didn’t  say  anything 
about  that. 

In  summary,  I think  as  physicians  we 
have  to  engage  in  this  activity  even  though 
we  know  what  it  is,  orthey’ll  kill  us.  PSRO 
is  but  a small  part  of  the  overall  movement. 
As  physicians  we  do  not  have  the  numbers 
orthe  political  powerto  influence  the 
Congress,  but  we  can  influence  the  collec- 
tion of  medical  data  and  especially  the 
systems  design  to  see  that  the  truth  prevails. 

Dr.  Davis,  PO  Box  6459,  Dallas,  Texas  75206. 

This  article  is  based  on  Dr.  Davis'  presentation 
before  the  79th  Annual  Meeting  of  the  American 
Academy  of  Ophthalmology  and  Otorhinolaryn- 
gology. It  was  published  in  the  March-April,  1975, 
Transactions  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology. 
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New  TMA  president  readies  for  ‘crucial’  year 


A hearty  laugh  and  an  outspoken  manner 
distinguish  the  personality  of  Dr.  Nym  L. 
Barker,  Jr.,  of  Paris,  the  new  president  of 
the  Texas  Medical  Association. 

Dr.  Barker,  a family  practitioner,  recog- 
nizes the  critical  problems  facing  medicine 
today  and  feels  the  upcoming  year  may  be 
cast  by  history  as  one  of  private  medi- 
cine’s most  crucial  periods.  But  Dr.  Barker 
doesn’t  shy  awayfrom  demandingtimes, 
declaring,  “I’ve  been  a competitor  all  my 
life — in  football,  sports,  music  . . . and 
now  medicine.’’ 

Although  not  a new  face  in  TMA  circles. 

Dr.  Barker  has  been  greatly  impressed  this 
past  year  by  the  daily  challenges  faced  by 
the  president  and  chairman  of  the  board 
and  their  ever-growing  involvement  in  the 
ongoing  activities  of  the  association. 

He  said  he  has  also  been  moved  by  the 
number  of  dedicated  physicians  who  give 
of  their  time  and  talents  at  all  levels  of 
organized  medicine  in  Texas  as  well  as  the 
tremendous  support  provided  by  the  TMA 
headquarters  staff. 

Priorities 

Dr.  Barker  cited  the  area  of  professional 
liability  insurance  as  his  number  one 
project.  He  said  he  will  direct  his  efforts 
toward  a proper  solution  for  the  protection 
of  both  physicians  and  patients. 

He  also  named  national  health  insurance, 
professional  standards  review  organiza- 
tions, utilization  review  regulations,  and 
the  health  planning  legislation  as  major 
points  of  focus  for  the  year. 

“It’s  because  of  people  that  I accepted  this 
position,’’  Dr.  Barker  stated.  “The  ultimate 
goal  is  to  provide  patients  with  the  best 
possible  medical  care,  not  care  which  is 
based  solely  on  cost  control.  When  I first 
began  practicing  27  years  ago,  medicine 
was  facing  the  threat  of  socialized  medi- 
cine. Today,  socialized  medicine — now 
underthe  banner  of  national  health  insur- 
ance— continues  to  be  an  issue  of  concern. 
That’s  why  I’m  in  the  battle.’’ 

A strong  supporter  of  the  free  enterprise 


Dr.  N.  L.  Barker 


of  medicine.  Dr.  Barker  feels  TMA  is  obli- 
gated to  keep  the  public  and  physicians 
informed  on  the  issues  facing  the 
medical  profession. 

Active  in  profession,  community 

The  56-year-old  physician  has  long  been 
active  in  the  medical  community.  In  1974 
he  was  reappointed  to  a six-year  term  on 
the  Texas  State  Board  of  Health.  He  is  a 
past  president  of  the  Lamar-Delta  County 
Medical  Society  and  the  14th  District 
Medical  Society.  He  isa  member  of  the 
TMA  Executive  Board;  recently  completed 
two  terms  on  TMA’s  Board  of  T rustees;  is 
a delegate  to  the  American  Medical  Asso- 
ciation; a member  of  the  Southern  Medi- 
cal Association;  and  is  a memberof  the 
American  Academy  of  Abdominal  Sur- 
geons. He  is  a chartered  fellow  of  the 
American  Academy  of  Family  Physicians, 
and  has  served  as  president  of  St.  Joseph’s 
Hospital  in  Paris. 

In  civic  affairs.  Dr.  Barker  has  also  been  a 
leader.  He  is  a past  president  of  the  Paris 
Lions  Club,  the  Lamar  County  Chamberof 
Commerce,  and  the  United  Service  Clubs. 
He  has  served  as  a director  of  the  East 
Texas  Chamberof  Commerce,  and  as  a 
member  of  the  Board  of  Directors  of  the 
Paris  Knife  and  Fork  Club.  He  has  also 
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Dr.  Barker  confers  with  Texas’  Lt  Gov  William  P.  Hobby 
at  TMA  Conference  on  Legislation. 


been  active  with  the  Boy  Scouts. 

An  Alexandria,  La  native,  Dr.  Barker  is  the 
son  of  Mrs.  N.  L.  Barker,  Sr.,  of  Broken 
Bow,  Okla,  and  the  late  Dr.  Nym  L.  Barker, 
Sr.  Both  of  Dr.  Barker,  Sr.’s  sons  followed 
him  into  medicine. 

Dr.  Barker  received  a BA  degree  from  Hen- 
drix College,  Conway,  Ark,  and  his  BS  and 
MD  degrees  from  the  University  of  Ar- 
kansas. Dr.  Barker  interned  at  Santa  Rosa 
Hospital  in  San  Antonio  and  served  resi- 
dencies at  Santa  Rosa  and  Robert  B. 

Green  Hospitals. 

Dr.  Barker’s  military  service  included  two 
years  with  the  US  Army  Medical  Corps. 

Family  support 

Dr.  Barker  credits  his  family’s  understand- 
ing as  a major  contribution  to  his  partici- 
pation in  medical  activities.  “They’ve  sac- 
rificed the  many  hours  and  dollars  I’ve 
spent  in  other  activities  and  have  never 
criticized  my  efforts,’’  he  said. 


Dr.  and  Mrs.  Barkerwere  married  in  1971. 
She  is  the  former  Betty  Nicholson  Breit  of 
Harrison,  Ark.  The  Barkers  have  seven 
children:  Bob  Breit,  a student  at  The  Uni- 
versity of  Texas  at  Austin;  Bill  Barker,  Nym 
L.  Barker  III,  and  Mrs.  Robert  Stovall,  all 
of  Oklahoma  City;  Mrs.  Larry  Jech,  Harri- 
son, Ark;  Mrs.  Ernest  Duckworth,  Rich- 
mond, Va;  Mrs.  Lee  Maris,  Little  Rock. 

Dr.  and  Mrs.  Barker  enjoy  ranching,  hunt- 
ing, fishing,  golf,  travel,  and  antique  col- 
lecting. To  “get  away  from  it  all’’  the  Bar- 
kers retreat  to  their  lake  house  on  Bull 
Shoals  Lake  in  Arkansas.  Since  he  as- 
sumed the  duties  of  president-elect  in  May 
1974,  however.  Dr.  Barker  has  put  most  of 
his  hobbies  on  the  “back  burner.’’ 

How  about  future  ambitions?  In  his  mod- 
est “country  doctor’’  style  Dr.  Barker  said 
he’s  not  looking  beyond  this  year.  “I’ve 
reached  the  ultimate  challenge  . . . it’s  far 
more  of  an  opportunity  than  I ever 
hoped  to  attain.” 
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Pictured  clockwise  are  Dr.  and  Mrs.  Barker  at  a costume 
party.  Dr.  Barker,  prior  to  entering  medical  school  (a 
real  horse-and-bu^y  doctor).  Dr.  Barker,  participating 
in  a curbstone  consultation  panel  at  a TMA  meeting, 
and  the  Barkers,  enjoying  one  of  their  favorite  activi- 
ties— travel. 
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Special  report: 
professional  liability 

The  Texas  Medical  Association  has  been 
playing  a major  role  in  representing  the 
physicians  of  Texas  in  efforts  to  immedi- 
ately alleviate  and  ultimately  resolve  the 
professional  liability  insurance  problem. 

The  following  is  a special  report  to  TMA 
members  on  the  problems  and  association 
activities  in  this  area  of  concern. 

Background 

Within  the  past  few  months  an  unprece- 
dented air  of  urgency  concerning  the  avail- 
ability of  medical  liability  insurance  has 
arisen  throughout  the  nation. 

Although  the  major  carriers  of  medical 
liability  insurance  have  joined  forces  pub- 
licly, no  united  position  has  been  officially 
agreed  upon.  Individually,  these  carriers 
are  retreating  in  many  ways  from  increased 
liability  in  the  malpractice  insurance  mar- 
ket. For  instance.  Argonaut  Insurance 
Company  is  removing  itself  from  this  mar- 
ket at  a rapid  pace,  having  recently  drop- 
ped the  New  York  and  Northern  California 
Groups  and  several  large  hospitals.  St. 

Paul  Fire  and  Marine  has  decided  to  opt  for 
the  claims  made  type  policy  form,  begin- 
ning in  July.  The  remaining  major  insurers, 
such  as  Medical  Protective,  have  ceased 
accepting  new  business  and  are  dropping 
doctors  in  geographical  areas  with  high 
claims  experience  regardless  of  their  in- 
dividual claims  records.  States  experienc- 
ing problems  of  crisis  proportions  have 
developed  legislative  proposals  which  are 
currently  being  considered  wherever  ses- 
sions are  in  progress. 

Situation  in  Texas 

While  the  situation  in  Texas  may  not  be  as 


insurance 

severe  as  in  some  areas,  there  still  is  a 
crisis  in  several  of  the  high  risk  specialties 
and  in  several  high  claims  areas  of  the 
state.  More  and  more  physicians  in  Texas 
cannot  obtain  professional  liability  insur- 
ance. Premiums  have  risen  as  much  as 
600%  to  1,000%  a year.  Physicians  who 
have  never  been  threatened  with  a claim 
cannot  get  their  policies  renewed.  And  new 
physicians,  with  few  exceptions,  are  having 
difficulty  obtaining  professional  liability 
insurance. 

Patients,  too,  are  being  radically  affected 
by  the  problem  as  the  spiraling  cost  of  in- 
surance premiums  is  being  passed  on  to 
the  patient  in  higher  medical  and  hospital 
costs.  In  addition  to  the  rising  costs,  the 
availability  of  care  is  being  affected.  Some 
physicians  are  being  forced  to  retire  early 
rather  than  attempt  to  continue  to  practice 
without  insurance.  Some  are  moving  to 
other  communities. 

TMA  Task  Force  on  Professional  Liability 

An  organizational  meeting  of  the  special 
TMA  Task  Force  on  Professional  Liability 
was  held  Sept  20  in  Austin.  The  task  force 
subsequently  undertook  a study  of  the 
problems  facingTexas  and  the  nation,  the 
actions  of  other  states  to  solve  these  prob- 
lems, the  advantages  of  an  educational 
program  directed  to  the  profession  and  to 
the  public,  and  the  alternative  solutions, 
both  statutory  and  industry-oriented,  to 
correct  the  existing  problems. 

The  first  objective  of  the  nine-member  task 
force  was  the  hiring  of  a full-time  staff  per- 
son and  secretary  to  carry  out  the  goals  of 
the  task  force.  The  task  force  also  notified 
existing  insurance  carriers  who  were  writ- 
ing malpractice  insurance  in  Texas  that  it 
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desired  the  cooperation  of  all  these  car- 
riers and  that  it  did  not  desire  forthe  car- 
riers to  cease  writing  this  type  of  coverage 
in  Texas. 

In  December,  the  task  force  met  with  dele- 
gations from  state  medical  societies  and 
representatives  from  national  organiza- 
tions involved  in  the  malpractice  insurance 
problem,  such  as  the  American  Medical 
Association,  the  medical  liability  commis- 
sion, and  various  insurance  brokerage 
firms.  The  task  force  developed  a dialogue 
with  physicians  in  California,  New  York, 
and  Michigan,  states  in  which  the  malprac- 
tice situation  has  reached  crisis  propor- 
tions and  where  various  actions  have  been 
undertaken  by  physicians  to  deal  with 
these  problems. 

Task  force  activities 

Among  its  many  activities,  the  task  force 
has  obtained  and  analyzed  reports  and 
legislative  proposals  from  state  societies, 
the  AMA,  state  and  federal  governmental 
agencies,  and  various  other  sources.  Re- 
presentatives of  the  task  force  have  attend- 
ed various  meetings  concerned  with  the 
professional  liability  situation,  including 
the  National  Association  of  Insurance  Com- 
missioners D-IV  subcommittee  on  medical 
malpractice  conference  in  January  at  the 
Dallas-Fort  Worth  Regional  Airport,  the 
1975  National  Medico-Legal  Symposium 
sponsored  by  the  AMA  and  the  American 
Bar  Association  held  in  Las  Vegas  in  March, 
and  the  National  Conference  on  Medical 
Malpractice  held  in  Arlington,  Va,  in 
March. 

The  task  force  also  has  been  involved  in 
answering  inquiries  from  physicians  and 
other  interested  persons  concerning  the 


Or.  Joseph  T.  Ainsworth,  chairman,  TMA's  Council  on 
Medical  Legislation,  testifies  on  professional  liability 
insurance  problems  at  a public  hearing  conducted  April 
1 by  a subcommittee  of  the  House  Insurance  Committee. 
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Ace  Pickens  (at  right),  representing  TMA,  also  testified 
before  the  House  subcommittee. 


general  malpractice  insurance  situation, 
the  insurance  market,  and  steps  being  tak- 
en to  correct  these  problems. 

Council  on  Medical  Legislation  spearheads 
legislative  efforts 

Most  recently,  the  task  force  has  directed 
its  efforts  to\A(ard  assisting  the  TMA  Coun- 
cil on  Medical  Legislation  in  efforts  to  in- 
form the  public  and  the  profession  about 
these  problems  in  orderto  gain  support 
fortheTMA’s  legislative  proposals. 

A major  portion  of  the  discussion  at  the 
taskforce’s  March  15  meeting  centered  on 
the  informative  and  educational  efforts  of 
the  Council  on  Medical  Legislation  regard- 
ing the  proposed  legislation. 

The  council,  chaired  by  Dr.  Joseph  T.  Ains- 
worth of  Houston,  initiated  the  publication 
of  a special  TMA  Legislative  Bulletin  which 
was  sent  to  TMA  members  explaining  the 
bills  which  TMA  supports.  In  addition,  a 
brochure  and  a 9 x 12  inch  poster  was  of- 
fered in  quantity  to  members  to  encourage 


patient  support.  The  brochure,  entitled 
“Crisis  in  medical  care:  Something  must 
be  done!  or  else,”  is  geared  to  a lay  ex- 
planation of  the  liability  insurance  situa- 
tion and  the  need  for  broad  support  for  the 
measures  being  considered  by  the  Texas 
Legislature.  The  poster,  designed  for  use 
in  reception  areas,  continues  the  theme 
that  the  malpractice  insurance  crisis  af- 
fects both  patients  and  doctors. 

The  TMA  Council  on  Medical  Legislation 
has  drafted  several  measures  and  obtained 
legislators  to  introduce  the  bills  in  the  64th 
Texas  Legislature.  The  association  has  been 
represented  at  various  public  hearings  on 
the  proposals  conducted  by  the  House  In- 
surance Committee  and  the  Senate  Eco- 
nomic Development  Committee. 

On  April  1,  Dr.  Ainsworth  told  a House  sub- 
committee, “When  some  physicians  in  this 
state  cannot  obtain  this  insurance,  they 
simply  cannot  afford  to  continue  practice. 
When  some  physicians  who  are  qualified  to 
practice  a full  range  of  medical  care  are 
being  forced  by  insurance  companies  to 
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Physicians  from  across  the  state  filled  the  audience  of 
the  public  hearing  on  malpractice  insurance. 


give  up  OB  and  GYN,  surgery,  and  other 
procedures,  it  reduces  the  available  medi- 
cal manpower  which  we  are  already  short 
of  in  the  area  of  primary  care.” 

He  said,  ‘‘When  some  physicians  in  Texas 
are  having  their  rates  increased  over 
600%  in  a short  time-span,  it  compounds 
the  problem  of  rising  health  care  costs  and 
the  Texas  Medical  Association  is  concerned 
with  this  cost  to  its  members’  patients. 
Equally  troublesome  and  pressing  are  the 
systemic  ills  involved  in  determiningand 
compensating  claims  based  upon  proven 
medical  injury.” 

Dr.  Ainsworth  emphasized  that  ‘‘the  prob- 
lem is  not  just  ours,  it  is  one  shared  by  the 
entire  citizenry  of  Texas.”  He  noted  that 
TMA  has  developed  a program  that  will 
provide  short-term  relief  to  the  availability 
shortage  as  well  as  solve  the  underlying 
causes  of  the  problem. 

Proposed  bills  supported  by  TMA 

The  following  bills  are  being  supported  by 


TMA: 

PATIENTS’  INSURANCE  COMPENSATION 
ACT  OF  TEXAS— SB  635  by  Sen  Ray  Fara- 
bee,  Wichita  Falls,  and  HB  1129  by  Rep 
Pike  Powers,  Beaumont,  are  companion 
bills  that  create  the  Texas  Patients’  Insur- 
ance Compensation  Board.  Accordingto 
Dr.  Ainsworth,  this  is  the  most  important 
piece  of  legislation  TMA  has  supported  on 
behalf  of  Texas  physicians  and  their 
patients. 

This  bill  creates  a board  of  two  physicians, 
two  attorneys,  and  two  persons  not  engag- 
ed in  law,  the  practice  of  medicine,  or  other 
health  care  field.  The  board  would  be  divid- 
ed into  two  hearing  panels  to  conduct 
business. 

The  act  also  provides  for  the  creation  of  a 
special  board  whose  members  sit  in  place 
of  physicians  when  the  defendant  is  a 
nurse,  dentist,  optometrist,  podiatrist, 
pharmacist,  etc.  The  board  members  would 
be  appointed  by  the  governor  with  advice 
and  consent  of  the  Senate.  All  alleged  in- 
juries for  bodily  injury  or  death  on  account 
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At  top,  members  of  the  House  subcommittee  studying 
professional  liability  insurance  include  (l-r)  Don  Cart- 
wright, San  Antonio;  Ronald  Coleman,  El  Paso;  Bill 
Hilliard,  Fort  Worth;  and  W.  J.  Blythe,  Houston.  Directly 
above.  Rep  D.  R.  Uher  comments  on  a bill  he  has  intro- 
duced which  would  create  a joint  underwriting 
association. 


of  tort  or  breach  of  contract  based  upon 
professional  services  by  a physician  or 
health  care  provider  would  be  filed  with 
this  board. 

If  no  injury  attributable  to  medical  fault  is 
found  by  the  board,  an  award  would  be 
made  in  favor  of  the  physician.  If  fault  un- 
derthe  terms  of  the  bill  isfound,  the  award 
would  be  made  to  the  patient.  The  bill  pro- 
vides for  hospital  and  medical  expenses, 
present  and  future,  up  to  a maximum 
amount  set  by  the  Legislature.  The  board 
could  make  advance  payments  to  facilitate 
early  helpforthe  injured  patient,  and 
award  attorney’s  fees  to  the  patient’s  at- 
torney, not  exceeding  a fixed 
schedule. 

This  bill  also  places  a statute  of  limitation 
onthefilingof  a claim.  The  act  does  not 
permit  the  filing  of  a claim  two  years  after 
the  date  of  the  occurrence  or  one  year  from 
date  of  discovery,  or  when  it  should  reason- 
ably have  been  discovered,  but  in  no  event 
beyond  three  years.  Award  by  the  board 
would  be conclusiveand  bindingastoall 
questions  in  fact,  but  either  party  could 
appeal  on  a question  of  law  or  evidence  to 
sustain  findings  of  fact. 

Each  physician  would  be  required  to  be 
covered  by  insurance  or  provide  evidence 
of  financial  responsibility.  The  bill  creates 
a mechanism  for  a joint  underwriting  as- 
sociation if  theCommissionerof  Insurance 
determines  a physician  cannot  obtain  cov- 
erage in  the  voluntary  market.  The  act  also 
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provides  a funding  mechanism  to  pay  for 
the  cost  of  the  board’s  operation. 

HB  1 127  by  Powers  also  creates  the  Medi- 
cal Injury  Insurance  Compensation  Act  for 
Texas.  This  bill  embodies  the  same  concept 
as  the  above  bills  with  variations  to  provide 
the  Legislature  the  broadest  variety  of  op- 
tions as  to  the  mechanics  of  such  a 
system. 

JOINT  UNDERWRITING  ASSOCIATION— 
This  concept  is  proposed  in  SB  491  by 
Sens  A.  R.  Schwartz,  Galveston,  and  Don 
Adams,  Jasper,  and  HB  1763  by  Rep  D.  R. 
Uher,  Bay  City.  These  bills  create  a me- 
chanism to  allow  the  State  Board  of  Insur- 
ance to  promulgate  a plan  of  operation  for 
a joint  underwriting  association  of  all  com- 
panies writing  liability  insurance  in  Texas. 
The  companies  would  share  in  the  risk  on 
policies  to  be  issued  to  physicians  who 
cannot  obtain  coverage  in  the  voluntary 
market.  The  mechanism  would  afford 
availability  until  the  crisis  ismet.  The  bill 
would  be  effective  until  1977. 

RATE  REGULATION  BILLS— SB  466  by 
Schwartz  and  Adams  and  HB  1625  by  Rep 
Sarah  Weddington,  Austin,  place  the  regu- 
lation of  malpractice  insurance  under  the 
supervision  of  the  State  Board  of  Insur- 
ance. The  bill  requires  all  carriers  to  file 
annually  with  the  state  board  and  to  report 
all  claims  and  amounts  of  claims,  reserves, 
judgments,  and  settlements.  The  bills 
place  a two-year  statute  of  limitation  on 


suits  against  physicians  and  hospitals  and 
require  that  malpractice  insurance  policies 
be  written  on  at  least  an  annual  basis  with 
at  least  a 90-day  written  notice  of  premium 
increases  or  cancellations. 

HB  778  by  Rep  John  Bryant,  Dallas, 
amends  the  articles  of  the  Insurance  Code 
relating  to  rates  and  policy  forms  of  mal- 
practice insurance.  HB  1 189  by  Rep  Larry 
Vick,  Houston,  does  the  same  thing  to  the 
regulation  of  rates  of  malpractice 
insurance. 

AMOUNT  OF  SUIT— SB  884  by  Sen  Kent 
Hance,  Lubbock,  and  HB  1644  by  Rep 
Charles  Evans,  Arlington,  relate  tothe  re- 
moval of  the  requirement  of  cause  of  action 
for  personal  injury,  including  medical  in- 
jury, and  that  the  plaintiff  include  in  his 
petition  the  amount  of  relief  requested.  The 
act  provides  a means  whereby  particular 
parties  could  discover  the  amount  of  actual 
damages  claimed  by  the  plaintiff. 

STATUTE  OF  FRAUDS— SB  892  by  Sen 
Grant  Jones,  Abilene,  and  HB  1768  by  Rep 
Bob  Hendricks,  McKinney,  require  that  any 
agreement,  promise,  contract  or  warranty 
of  cure  relating  to  medical  care  treatment 
or  the  result  of  services  rendered  by  a li- 
censed physician  be  placed  underthe  Busi- 
ness and  Commerce  Code,  which  requires 
a written  promise  or  agreement  for  en- 
forcement. The  bills  remove  claims  by  a 
plaintiff  who  cannot  prove  medical  mal- 
practice, but  alleges  some  kind  of  oral 
warranty  of  cure. 
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COUNTERCLAIMS— HB  1802  by  Rep  Phil 
Cates,  Pampa,  allows  a physician  to  file  a 
counterclaim  for  damages  as  a result  of  a 
spurious  lawsuit. 

COLLATERAL  SOURCE— HB  1626  by  Rep 
Perry  A.  Tanner,  Jr.,  Livingston,  and  SB 
830  by  Sen  Frank  Lombardino,  San  An- 
tonio, relate  to  the  admissibility  of  evi- 
dence of  a collateral  source  of  compensa- 
tion foran  economic  loss  in  a civil  action 
for  damages  on  personal  injury.  The  bills 
allow  evidence  to  be  admissible  which 
tends  to  establish  that  cost  or  expense  of 
claimant  wasorwill  be  paid  for  by  insur- 
ance or  government,  employment  or  serv- 
ice benefit  programs,  or  from  any  other 
source  except  claimant’s  assets. 

STUDY  COMMITTEE— SR  234  by  Schwartz 
and  Adams  creates  a special  Senate  in- 
terim committee  to  study  malpractice  in- 
surance and  medical  injury  compensation 
system.  HCR  75  by  Evans  relates  to  the 
formation  of  a House  interim  committee  to 
study  the  medical  malpractice  problem 
and  its  ramifications.  SCR  36  by  Schwartz 
creates  a special  Joint  House-Senate  In- 
terim Committee  to  study  malpractice  in- 
surance and  medical  injury  compensation 
system. 

Other  bills  which  TMA  is  supporting  in- 
clude SB  453  by  Jones  which  makes  cer- 
tain advance  payments  to  tort  claimants 
permissible  without  admission  of  liability. 
HB  1258  by  Vick  relates  to  the  creation  of 
voluntary  malpractice  screening  panels. 

HB  1257  by  Vick  relates  to  medical  mal- 
practice assigned  risk  plan  for  insurance. 
HB  1256,  also  by  Vick,  relates  to  full  dis- 
closure of  claims,  loss,  and  experience  of 
malpractice  insurance  carriers  covering 
physicians  and  healingarts  policies. 
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Diet  Control 

A proven  cholesterol-lowering 
adjunct  to  diet* 

Convenient  onc#-a-day  dosage 
Reasonable  cost 
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An  agent  for  low  density  lipoproteins,  “type  11  hyj;^ipidemia'.' in  euthyroid,  non-cardiac  patients. 
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Choloxin 


® 


(sodium  dextrothyroxine) 


The  Lipid-Lowering  Agent  with 
Once-A-Day  Dosage 


Four  strengths  ...  1 , 2,  4,  and  6 mg are  available  making 

the  scored  tablet  regimen  a flexible  dosage  system.  And,  for 
most  patients,  CHOLOXIN  tablets  offer  once-a-day  dosage. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid! 
levels  has  a detrimental,  beneficial,  or  no  effect] 
on  the  morbidity  or  mortality  due  to  atheroscle-1 
rosis  or  coronary  heart  disease.  Several  years  willl 
be  required  before  current  investigations  will] 
yield  an  answer  to  this  question. 


CHOLOXIN®  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 

See  prescribing  information  in  package  insert  reproduced  below. 


Starting 

Increased 

Usual 

Maximal  V 

Dosage 

Monthly  by 

Maintenance 

Recommendad 

Adult  Hypercholesterolemic 

1. 0-2.0  mg. 

1 .0-2.0  mg. 

4. 0-8.0  mg. 

4. 0-8.0  mg.jj 

Pediatric  Hypercholesterolemic 

0.05  mg. /kg.  body  weight 

0.05  mg. /kg. 

0.1  mg. /kg.  body  weight 

4.0  mg.  ■ 

Hypothyroid  Cardiac 

0. 5-1.0  mg. 

1.0  mg. 

4.0  mg. 

4.0  mg.  ■ 

Choloxir 

(sodium  dextrothyroxine) 


Description 

CHOLOXIN  (sodium  dextrothyroxine)  is 
the  sodium  salt  of  the  dextrorotatory 
isomer  of  thyroxine.  It  is  chemically 
described  as  D-3,5,3',5'-tetraiodothyro- 
nine  sodium  salt. 


Actions 

The  predominant  effect  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  the  reduc- 
tion of  serum  cholesterol  levels  in 
hyperlipidemic  patients.  Beta  lipopro- 
tein and  triglyceride  fractions  may 
also  be  reduced  from  previously  ele- 
vated levels. 

Most  of  the  available  evidence  indi- 
cates that  CHOLOXIN  stimulates  the 
liver  to  increase  catabolism  and  excre- 
tion of  cholesterol  and  its  degradation 
products  via  the  biliary  route  into  the 
feces.  Cholesterol  synthesis  is  not  in- 
hibited and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the 
blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict 
attention  should  be  paid  to  the  indica- 
tions and  contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is 
an  antilipidemic  agent  used  as  an  ad- 
junct to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cho- 
lesterol (low  density  lipoproteins)  in 
euthyroid  patients  with  no  known  evi- 
dence of  organic  heart  disease. 

The  drug  is  also  indicated  in  the  treat- 
ment of  hypothyroidism  in  patients 
with  cardiac  disease  who  cannot  toler- 
ate other  types  of  thyroid  medication. 
Before  prescribing,  note  the  following: 
Results  from  a randomized  clinical 
study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  is  administered 
to  a patient  receiving  a digitalis  prep- 
aration. There  may  be  an  additive 
effect.  This  additive  effect  may  possi- 
bly stimulate  the  myocardium  exces- 
sively in  patients  with  significant 
myocardial  impairment.  CHOLOXIN  dos- 
age should  not  exceed  4 mg  per  day 
when  the  patient  is  receiving  a digitalis 
preparation  concomitantly.  Careful 
monitoring  of  the  total  effect  of  both 
drugs  is  important. 

It  has  not  been  established  whether 
the  drug-induced  lowering  of  serum 
cholesterol  or  lipid  levels  has  a detri- 
mental, beneficial,  or  no  effect  on  the 
morbidity  or  mortality  due  to  athero- 
sclerosis or  coronary  heart  disease. 
Several  years  will  be  required  before 
current  investigations  will  yield  an 
answer  to  this  question. 

Contraindications 

The  administration  of  CHOLOXIN  (so- 
dium dextrothyroxine)  to  euthyroid 
patients  with  one  or  more  of  the  fol- 
lowing conditions  is  contraindicated: 

1.  Known  organic  heart  disease,  in- 
cluding angina  pectoris;  history  of 
myocardial  infarction;  cardiac  ar- 
rhythmia or  tachycardia,  either 
active  or  in  patients  with  demon- 
strated propensity  for  arrhyth- 
mias; rheumatic  heart  disease; 
history  of  congestive  heart  fail- 
ure; and  decompensated  or  bor- 
derline compensated  cardiac 
status. 

2.  Hypertensive  states  (other  than 
mild,  labile  systolic  hypertension). 


3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine) 
may  potentiate  the  effects  of  antico- 
agulants on  prothrombin  time.  Reduc- 
tions of  anticoagulant  dosage  by  as 
much  as  30%  have  been  required  in 
some  patients.  Consequently,  the  dos- 
age of  anticoagulants  should  be  re- 
duced by  one-third  upon  initiation  of 
CHOLOXIN  therapy  and  the  dosage  sub- 
sequently readjusted  on  the  basis  of 
prothrombin  time.  The  prothrombin 
time  of  patients  receiving  anticoagu- 
lant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as 
frequently  as  necessary,  but  at  least 
weekly,  during  the  first  few  weeks  of 
treatment. 

In  the  surgical  patient,  it  is  wise  to 
consider  withdrawal  of  the  drug  two 
weeks  prior  to  surgery  if  the  use  of 
anticoagulants  during  surgery  is  con- 
templated. 

When  CHOLOXIN  is  used  as  thyroid 
replacement  therapy  in  hypothyroid 
patients  with  concomitant  coronary 
artery  disease  (especially  those  with  a 
history  of  angina  pectoris  or  myocar- 
dial infarction)  or  other  cardiac  dis- 
ease, treatment  should  be  initiated 
with  care.  Special  consideration  of  the 
dosage  schedule  of  CHOLOXIN  is  re- 
quired. This  drug  may  increase  the 
oxygen  requirements  of  the  myocar- 
dium, especially  at  high  dosage  levels. 
Treated  subjects  with  coronary  artery 
disease  must  be  seen  at  frequent  in- 
tervals. If  aggravation  of  angina  or 
increased  myocardial  ischemia,  cardiac 
failure,  or  clinically  significant  ar- 
rhythmia develops  during  the  treatment 
of  hypothyroid  patients,  the  dosage 
should  be  reduced  or  the  drug  discon- 
tinued. 


Special  consideration  must  be  given  to 
the  dosage  of  other  thyroid  medications 
used  concomitantly  with  CHOLOXIN.  As 
with  all  thyroactive  drugs,  hypothyroid 
patients  are  more  sensitive  to  a given 
dose  of  CHOLOXIN  than  euthyroid  pa- 
tients. 

Epinephrine  injection  in  patients  with 
coronary  artery  disease  may  precipi- 
tate an  episode  of  coronary  insuffi- 
ciency. This  condition  may  be  enhanced 
in  patients  receiving  thyroid  analogues. 
These  phenomena  should  be  kept  in 
mind  when  catecholamine  injections 
are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery 
disease. 

Since  the  possibility  of  precipitating 
cardiac  arrhythmias  during  surgery 
may  be  greater  in  patients  treated 
with  thyroid  hormones,  it  may  be 
wise  to  discontinue  CHOLOXIN  In 
euthyroid  patients  at  least  two  weeks 
prior  to  an  elective  operation.  During 
emergency  surgery  in  euthyroid  pa- 
tients, and  in  surgery  in  hypothyroid 
patients  in  whom  it  may  be  advisable 
to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextro- 
thyroxine in  diabetic  patients  is  capa- 
ble of  increasing  blood  sugar  levels 
with  a resultant  increase  in  require- 
ments of  insulin  or  oral  hypoglycemic 
agents.  Special  attention  should  be 
paid  to  parameters  necessary  for  good 
control  of  the  diabetic  state  in  dextro- 
thyroxine-treated  subjects  and  to 
dosage  requirements  of  insulin  or  other 


antidiabetic  drugs.  If  sodium  dextro- 
thyroxine is  later  withdrawn  from 
patients  who  had  required  an  increase 
of  insulin  (or  oral  hypoglycemic  agents) 
dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be 
reduced  and  adjusted  to  maintain  good 
control  of  the  diabetic  state. 

When  either  or  both  impaired  liver  or 
kidney  function  are  present,  the  advan- 
tages of  CHOLOXIN  therapy  must  be 
weighed  against  the  possibility  of  del- 
eterious results. 


Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  famil- 
ial hypercholesterolemia  or  hyperlipe- 
mia should  not  be  deprived  of  the  use 
of  this  drug;  it  can  be  given  to  those 
patients  exercising  strict  birth  control 
procedures.  Since  pregnancy  may  occur 
despite  the  use  of  birth  control  pro- 
cedures, administration  of  CHOLOXIN 
(sodium  dextrothyroxine)  to  women  of 
this  age  group  should  be  undertaken 
only  after  weighing  the  possible  risk 
to  the  fetus  against  the  possible  bene- 
fits to  the  mother.  Teratogenic  studies 
in  two  animal  species  have  resulted  in 
no  abnormalities  in  the  offspring. 
Precautions 

It  is  expected  that  patients  on  dextro- 
thyroxine therapy  will  show  greatly 
increased  serum  protein-bound-iodine 
levels.  These  increased  serum  PBI 
values  are  evidence  of  absorption  and 
transport  of  the  drug,  and  should  NOT 
be  interpreted  as  evidence  of  hyper- 
metabolism; similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of 
CHOLOXIN  (sodium  dextrothyroxine). 
PBI  values  in  the  range  of  10  to  25 
mcg%  in  treated  patients  are  common. 
If  signs  or  symptoms  of  iodism  develop 
during  CHOLOXIN  therapy,  the  drug 
should  be  discontinued. 


A few  children  with  familial  hypercho- 
lesterolemia have  been  treated  with 
CHOLOXIN  for  periods  of  one  year  or 
longer  with  no  adverse  effects  on 
growth.  However,  it  is  recommended 
that  the  drug  be  continued  in  patients 
in  this  age  group  only  if  a significant 
serum  cholesterol-lowering  effect  is 
observed. 


Adverse  Reactions 

The  side  effects  attributed  to  dextro- 
thyroxine therapy  are,  for  the  most 
part,  due  to  increased  metabolism,  and 
may  be  minimized  by  following  the 
recommended  dosage  schedule.  Ad- 
verse effects  are  least  commonly  seen 
in  euthyroid  patients  with  no  signs  or 
symptoms  of  organic  heart  disease;  the 
incidence  of  adverse  effects  is  in- 
creased in  hypothyroid  patients,  and  is 
highest  in  those  patients  with  organic 
heart  disease  superimposed  on  the 
hypothyroid  state. 

In  the  absence  of  known  organic  heart 
disease,  some  cardiac  changes  may  be 
precipitated  during  sodium  dextrothy- 
roxine therapy.  In  addition  to  angina 
pectoris,  arrhythmia  consisting  of 
extrasystoles,  ectopic  beats,  or  supra- 
ventricular tachycardia,  EC(i  evidence 
of  ischemic  myocardial  changes  and 
increase  in  heart  size  have  been  ob- 
served. Myocardial  infarctions,  both 
fatal  and  non-fatal,  have  occurred,  but 
these  are  not  unexpected  in  untreated 
patients  in  the  age  groups  studied.  It 
is  not  known  whether  any  of  these  in- 
farcts were  drug  related. 

Changes  in  clinical  status  that  may  be 
related  to  the  metabolic  action  of  the 
drug  include  the  development  of  in- 
somnia, nervousness,  palpitations, 


tremors,  loss  of  weight,  lid  lag,  sweaW 
ing,  flushing,  hyperthermia,  hair  lossJ 
diuresis,  and  menstrual  irregularities] 
Gastrointestinal  complaints  during 
therapy  have  included  dyspepsia,  nau- 
sea and  vomiting,  constipation,  diar-' 
rhea,  and  decrease  in  appetite.  ri 
Other  side  effects  reported  to  be^ 
associated  with  CHOLOXIN  (sodium 
dextrothyroxine)  therapy  include  the 
development  of  headache,  changes  in 
libido  (increase  or  decrease),  hoarse- 
ness, tinnitus,  dizziness,  peripheral 
edema,  malaise,  tiredness,  visual  dis- 
turbances, psychic  changes,  paresthe-' 
sia,  muscle  pain,  and  various  bizarre 
subjective  complaints.  Skin  rashes,  in- 
cluding a few  which  appeared  to  be 
due  to  iodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some 
investigators.  Gallstones  have  been 
discovered  in  occasional  dextrothyroX'j 
ine-treated  patients  and  cholestatic 
jaundice  has  occurred  in  one  patientj 
although  its  relationship  to  CHOLOXIN 
therapy  was  not  established. 

In  several  instances,  the  previously 
existing  conditions  of  the  patient  ap- 
peared to  continue  or  progress  during 
the  administration  of  CHOLOXIN;  a 
worsening  of  peripheral  vascular  dis- 
ease, sensorium,  exophthalmos,  and 
retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of 
anticoagulants,  such  as  warfarin  or 
Dicumarol,  on  prothrombin  time,  thus 
indicating  a decrease  in  the  dosage 
requirements  of  the  anticoagulants.  On 
the  other  hand,  dosage  requirements 
of  antidiabetic  drugs  have  been  re- 
ported to  be  increased  during  dextro^ 
thyroxine  therapy  (see  WARNINGS 
section). 


Dosage  and  Administration 
For  adult  euthyroid  hypercholesterol, 
emic  patients,  the  recommended  main- 
tenance dose  of  CHOLOXIN  (sodium 
dextrothyroxine)  is  4 to  8 mg  per  day.' 
The  initial  daily  dose  should  be  1 to  2 
mg  to  be  increased  in  1 to  2 mg  incre 
ments  at  intervals  of  not  less  than  one 
month  to  a maximum  level  of  4 to  8 
mg  daily,  if  that  dosage  level  Is  indi 
cated  to  effect  the  desired  lowering  of 
serum  cholesterol. 

When  used  as  partial  or  complete  sub- 
stitution therapy  for  levothyroxine  in 
hypothyroid  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types 
of  thyroid  medication,  the  initial  daily 
dose  should  be  1 mg  to  be  increased 
in  1 mg  increments  at  intervals  of  not 
less  than  one  month  to  a maximum 
level  of  4 to  8 mg  daily,  preferably  the 
lower  dosage. The  maximum  inpatients 
receiving  digitalis  therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  pa- 
tients, the  recommended  maintenance 
dose  of  CHOLOXIN  is  approximately  0.1 
mg  per  kilogram.  The  initial  daily  dos- 
age should  be  approximately  0.05  mg 
per  kilogram  to  be  increased  in  up  to 
0.05  mg  per  kilogram  increments  at 
monthly  intervals.  The  recommended 
maximal  dose  is  4 mg  daily,  if  that 
dosage  is  indicated  to  effect  the  de- 
sired lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac 
disease  develop  during  the  treatment 
period,  the  drug  should  be  withdrawn. 
How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is 
supplied  in  prescription  packages  of 
scored  1,  2,  4,  and  6 mg  tablets. 
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MEDICINE  AND  THE  LAW. 

COURT  HOLDS  STAFF  PHYSICIAN  NOT  LIABLE  FOR  ‘MOONLIGHTER’  IN  E.R. 


An  opinion  filed  Feb  26, 1975  by  the  San 
Antonio  Court  of  Civil  Appeals  held  that  a 
physician  on  a hospital’s  medical  staff  was 
not  the  “principal”  or  the  “master”  of  a 
“moonlighter”  physician  hired  to  work 
weekends  in  the  emergency  room.  The  es- 
sential elements  of  the  principal-agent 
relationship  did  not  exist  between  the 
two  physicians. 

In  a suit  styled  Sendejar  v.  Gonzalez,  the 
trial  court  severed  the  causes  of  action 
alleged  against  the  hospital,  the  ER  physi- 
cian, and  the  plaintiff’s  regular  physician 
(Dr.  Gonzalez)  and  rendered  a summary 
judgment  that  the  plaintiff  take  nothing  as 
against  defendant  Gonzalez. 

The  cause  of  action  against  Dr.  Gonzalez 
was  based  upon  three  theories:  1)  the 
emergency  room  physician’s  negligence  as 
an  agent  of  Dr.  Gonzalez;  2)  the  defend- 
ant’s failure  to  inform  the  hospital  that  he 
would  not  be  available  during  a three-day 
period  and  that  his  patients  should  be 
referred  to  another  physician;  and  3)  the 
defendant’s  failure  to  provide  adequate 
personnel  to  treat  his  patients  during 
his  absence. 

FACTS  OF  THE  CASE:  Dr.  Gonzalez,  a solo 
general  practitioner  who  maintains  his  of- 
fice in  a small  town  about  30  miles  from 
the  hospital,  was  away  for  three  days  to 
visitan  ill  son.  Duringthis  period  the  plain- 
tiff was  injured  in  an  automobile  accident. 
The  defendant  had  never  taken  care  of 
accident  victims  admitted  to  the  hospital 
in  question. 

The  hospital  notified  the  defendant  upon 
his  return  that  the  plaintiff,  whom  he  had 
previously  treated  but  had  not  seen  for  at 
least  five  months,  had  been  injured  in  an 
automobile  accident.  The  defendant  doctor 
instructed  the  hospital  to  call  a physician 
who  practiced  in  the  city  where  the  hospital 


was  located.  This  physician  usually  “cov- 
ered” for  the  defendant  doctor  when  he 
was  not  available.  The  covering  physician 
sometime  later  called  the  defendant  to  in- 
form him  that  he  had  had  the  patient 
transferred  to  a larger  nearby  city  for  treat- 
ment. This  was  the  only  direct  connection 
Dr.  Gonzalez  had  in  the  management  or 
treatment  of  the  plaintiff’s  case. 
Additionally,  the  defendant,  although  an 
active  member  of  the  hospital  staff,  had 
never  taken  emergency  room  calls  because 
of  his  distance  from  the  hospital.  The  staff, 
in  order  to  cover  the  emergency  room  on 
weekends,  had  arranged  to  employ  military 
physicians.  Each  member  of  the  hospital 
staff  contributed  to  a fund  from  which  the 
hospital  administrator  paid  the  “moon- 
lighting” military  doctors.  The  hospital  ad- 
ministrator stated  that  he  did  not  withhold 
social  security  or  income  taxes  from  the 
pay  and  that  he  considered  the  military 
doctors  to  be  “employees”  of  the 
staff  doctors. 

Dr.  Gonzalez  had  never  met  the  emergency 
room  doctor  who  treated  the  patient  and  in 
noway  participated  in  decisions  relating 
to  the  management  of  the  plaintiff’s  case. 
COURT  FINDINGS:  The  courtfound  that  as 
“a  matter  of  law”  the  absence  of  the 
principal-agent  relationship  between  Dr. 
Gonzalez  and  the  emergency  room  doctor 
was  clearly  established  by  the  record  in  the 
case.  The  court  noted: 

An  essential  element  of  the  relationship 
of  the  principal-agent  or  master-servant 
is  the  existence  in  the  alleged  principal 
or  master  of  the  right  to  control  actions 
of  the  alleged  agent  or  servant.  The 
facts  of  this  case,  even  when  viewed  in 
the  light  most  favorable  to  the  plaintiff, 
the  opponent  of  the  motion  for  summary 
judgment,  established  no  more  than  an 
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undertaking  by  Dr.  Gonzalez  to  furnish 
a physician  to  perform  emergency  room 
duties.  From  the  very  nature  of  things, 
Dr.  Halverson’s  duties  called  for  the  ex- 
ercise of  his  ov/n  judgment  and  his  own 
skill  when  he  was  treating  patients  in 
the  emergency  room.  That  is,  under  the 
circumstances,  the  work  of  Dr.  Halver- 
son, in  the  absence  of  Dr.  Gonzalez,  was 
necessarily  entirely  free  from  the  con- 
trol of  Dr.  Gonzalez. 

The  second  theory  for  cause  of  the  plain- 
tiff's action  was  that  Dr.  Gonzalez  was  neg- 
ligent “in  failingto  inform  his  answering 
service  or  hospitals  where  he  customarily 
treated  patients,  of  his  absence  from  May 
15, 1971  through  May  17,  1971.’’ 

The  court  noted  that  when  the  defendant 
left  town,  he  was  not  treating  the  plaintiff 
for  any  disease  or  condition,  nor  was  the 
plaintiff  under  the  defendant’s  care,  even 
though  the  hospital  records  indicated  that 
the  plaintiff  was  admitted  to  Dr.  Gonzalez’s 
care  and  that  the  plaintiff  “considered  Dr. 
Gonzalez  to  be  his  family  doctor.’’ 

The  opinion  sets  out  that  the  doctors  in  the 
area  have  established  a “definite  proce- 
dure to  insure  that  patients  admitted  to  the 
hospital  will  be  properly  attended  even 
when  the  hospital  personnel  were  unable 
to  locate  the  physician  of  the  patient’s 
choice.’’  Additionally,  even  though  Dr. 
Gonzalez  had  not  made  his  unavailability 
known  to  the  hospital,  the  arrangements 
which  he  and  other  doctors  had  made  “in- 
sured the  availability  of  adequate  medical 
attention  for  any  person  admitted  to 
the  hospital.’’ 

The  court  stated: 

Dr.  Gonzalez  had  the  right  to  refuse  to 
make  hospital  calls,  (citing  case)  The 
record  before  us  compels  the  conclusion 
that  the  relationship  of  doctor  and  pa- 


tient did  not  exist  between  Dr.  Gonzalez 
and  plaintiff  on  May  15,  1971.  But,  even 
if  it  be  assumed  that  such  relationship 
did  exist  at  that  time,  the  doctor’s  only 
duty  was  to  make  arrangements  to  in- 
sure that,  during  his  absence  or  unwil- 
lingness to  go  to  the  hospital  to  treat  his 
patient,  competent  medical  heipwould 
be  available  to  the  patient.  The  prac- 
tices, customs  and  procedures  followed 
by  the  doctors  in  Alice  and  the  surround- 
ing area  were  such  as  to  insure  the 
availability  of  such  attention,  and  there- 
fore, Dr.  Gonzalez  had  not  failed  to 
discharge  his  duty. 

The  court  further  held  that  Dr.  Gonzalez 
was  not  guilty  of  “administrative’’  negli- 
gence in  failingto  provide  adequate  per- 
sonnel totreat  his  patients  during  his  ab- 
sence. The  court  concluded  by  stating: 

The  record  establishes  as  a matter  of 
lawthat  Dr.  Gonzalez  did  not  breach  his 
duty  in  making  arrangements  for  Dr. 
Halverson  to  be  on  duty  in  the 
emergency  room. 

CONCLUSION:  Sincethis  opinion  by  the 
Court  of  Civil  Appeals  is  the  first  Texas 
case  to  spell  out  the  relationship  between 
the  regular  medical  staff  and  the  moon- 
lighter, it  is  of  great  importance  to  Texas 
physicians.  The  case  may  be  appealed  to 
the  Texas  Supreme  Court  for  a final  ruling. 
If  such  is  the  case,  physicians  and  attor- 
neys will  be  watching  with  interest  to  see 
if  the  well  reasoned  opinion  of  the  San 
Antonio  Court  of  Civil  Appeals  is  upheld. 

TMA  Office  of  General  Counsel 
Sam  V.  Stone,  Jr. 
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CURRENT  MEDiCAL  DiAGNOSiS  AND 
TREATMENT,  Marcus  A.  Kruppand  Milton 
J.  Chatton,  Los  Altos,  Calif,  Lange  Medical 
Publications,  1975,  1044  p,  $13.50. 

This  book  is  designed  as  a desk  reference 
on  widely  accepted  techniques  currently 
availablefor  medical  diagnosis  and  treat- 
ment. It  is  not  intended  for  use  as  a text- 
book of  medicine.  Specific  current  refer- 
ences to  theclinical  literatureand  general 
bibliographies  are  included.  Special  chap- 
ters focus  on  medical  genetics,  cancer 
chemotherapy,  and  immunologic  disor- 
ders. This  edition  is  also  available  in  Span- 
ish, Italian,  Romanian,  Servo-Croatian, 
German,  Portuguese,  and  Japanese. 
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Medical  Newsmakers 


DR.  THOMAS  G.  GLASS,  JR.,  San  Antonio, 
has  been  elected  to  a two-year  term  as 
chairman  of  the  board  of  the  Venereal  Dis- 
ease Action  Council  of  Texas.  The  council 
will  work  toward  the  eradication  of  vene- 
real disease  from  Texas  by  creating,  devel- 
oping, and  producing  factual  educational 
materials  about  VD  and  by  creating  and 
supporting  programs  for  the  eradication  of 
VD  at  state  and  local  levels.  The  council  is 
composed  of  representatives  of  various 
state  associations  in  the  health  and  educa- 
tion fields  and  civic  groups. 

The  following  new  officers  were  elected  in 
March  by  the  Texas  Association  of  Obste- 
tricians and  Gynecologists:  DR.  WILLIAM 
J.  MC  GANITY,  Galveston,  president;  DR. 
DENNIS  M.  VOULGARIS,  Wharton,  presi- 
dent-elect; DR.  JAMES  GOODSON,  Dallas, 
vice  president;  and  DR.  WILLIAM  NASH, 
San  Antonio,  secretary-treasurer.  DR. 
CHARLES  PRIMER,  Tyler,  was  elected  for 
a one-yearterm  as  councilortofill  an  un- 
expired term.  Elected  to  three-year  terms 
as  councilors  were:  DR.  ANTHONY  LUCCI, 
Houston,  DR.  JAMES  STOUFFER,  Fort 
Worth;  DR.  DAN  CHESTER,  McAllen. 

During  a March  14  meeting  in  Austin,  The 
University  of  Texas  System  Board  of  Re- 
gents ratified  the  appointment  of  DR.  JEAN 
D.  WILSON  to  the  Eugene  McDermott 
Chair  for  Study  of  Human  Growth  and  De- 
velopment at  The  University  of  Texas 
Health  Science  Center  at  Dallas. 

DR.  JOHN  D.  JERABECK,  Houston,  has 
been  named  to  serve  as  the  local  Labor  Day 
Telethon  General  Chairman  forthisyear’s 
Muscular  Dystrophy  Association. 

DR.  PHILLIP  L.  POFFENBARGER,  medical 
investigator,  has  been  named  director  of 
the  Clinical  Study  Center  at  The  Univer- 
sity of  Texas  Medical  Branch  at  Galveston. 
Dr.  Poffenbarger,  who  joined  the  medical 
branch  faculty  in  1970,  is  an  associate 
professor  in  the  Department  of  Internal 


Medicine  and  the  Department  of  Human 
Biological  Chemistry  and  Genetics. 

EDWIN  F.  SMITH,  former  assistant  re- 
gional director  of  the  Department  of  Fed- 
eration Affairs  for  the  American  Medical 
Association,  has  now  assumed  the  re- 
sponsibilities of  director  of  the  Travis 
County  Medical  Society  Blood  Bank  in  Aus- 
tin. Priortoacceptingthe  new  position, 

Mr.  Smith  was  located  in  Lakewood,  Colo. 

The  Board  of  Directors  of  the  Texas  Nurses 
Association  has  announced  the  appoint- 
ment of  KENNETH  L.  RINKER,  RN,  MN,  as 
executive  director  of  TNA.  Mr.  Rinker  for- 
merly served  as  director.  Department  of 
Nursing,  and  associate  professor  at  the 
University  of  Virginia  Hospital  in 
Charlottesville. 

As  of  March  1,  DR.  LOUIS  W.  CONRADT, 
Dallas,  assumed  the  position  of  medical 
director  of  Blue  Cross-Blue  Shield  of 
Texas  in  Dallas.  He  took  the  place  of  DR. 
ERNEST  A.  MAXWELL,  who  retired  at  the 
end  of  February. 

DR.  PAUL  R.  MEYER,  Port  Arthur,  was  re- 
cently appointed  to  the  Regional  Advisory 
Group  of  the  Regional  Medical  Program 
of  Texas.  Reelected  to  the  RAG  were  DR. 

B.  L.  ARONOFF,  Dallas;  E.  L.  BAKER,  JR., 
RPH,  Arlington;  JAMES  E.  BAUERLE,  DDS, 
San  Antonio;  ROBERT  K.  BING,  EDD,  Gal- 
veston; BILLYE  J.  BROWN,  RN,  Austin; 
CHARLES  K.  CORLEY,  Abilene;  Dr.  J.  A. 
HALLMARK,  Fort  Worth;  DR.  JOHN  C. 
HUNDLEY,  Fort  Stockton;  DR.  I.  J. 
LAMOTHE,  Marshall;  T.  H.  MORRISON, 

JR.,  FACHA,  Harlingen;  DR.  T.  K. 

NICHOLS,  Atlanta;  and  DR.  LEVI  V. 

PERRY,  Houston. 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


H.  L.  McCAULEY  JR. 

Fort  Worth,  1928-1975 

0.  G.  JANES 
Cooper,  1912-1975 

G.  E.  PEACOCK 
Arlington,  1940-1975 

W.  R.  SNEED 
Corsicana,  1898-1975 

H.  A.  SCOTT 
Austin,  1891-1975 

M.  L.  FINLEY 

Fort  Worth,  1929-1975 

E.  N.  SHAW 
Houston,  1896-1975 

1.  H.  SCHULEMAN 
Houston,  1921-1975 

H.  I.  MAY  JR. 

Tyler,  1938-1974 

M.  M.  SCURRY 
Dallas,  1910-1974 

H.  DONNELL 
Waxahachie,  1887-1974 

H.  H.  BATES 

Wichita  Falls,  1921-1974 

E.  H.CHORN 

Fort  Worth,  1912-1974 

G.  J.SEIBOLD 
Wichita  Falls,  1909-1974 

W.  T.  LACE 

Fort  Worth,  1909-1974 

A.  C.  HUTCHESON 
Houston,  1882-1974 

T.  G.  ROGERS 
Decatur,  1892-1974 

R.  A.  EADS 
Uvalde,  1902-1974 

P.  M.  NESBIT 
Arlington,  1903-1974 

J.C.  RUDE  II 
Austin,  1905-1974 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more  than 
10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500  films  each 
year  to  physicians,  students,  and  to  those  seeking  information  related  to 
medicine  and  health  care.  The  resources  of  the  Library  include  60,000 
volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than  1,300 
professional  journals  are  received  monthly.  Services  are  provided  without 
charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $. 


. Given  in  Memory  of. 


Please  send  remembrance  card  to: 

Name - — 
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Dr,  H.  L.  McCauley,  Jr. 

Dr.  Henry  Leake  McCauley,  Jr.,  Fort  Worth 
psychiatrist,  died  March  4,  1975  at  the 
age  of  46. 

A Dallas  native.  Dr.  McCauley  was  gradu- 
ated from  Southern  Methodist  University 
in  1949  with  a BS  degree  and  from  The 
University  of  Texas  Southwestern  Medical 
School  in  1953.  He  served  an  internship  at 
Los  Angeles  County  General  Hospital  in 
Los  Angeles.  In  1961  he  completed  a psy- 
chiatric residency  at  Central  State  Griffin 
Memorial  Hospital  in  Norman,  Okla. 

Dr.  McCauley’s  professional  memberships 
included  the  Tarrant  County  Medical  So- 
ciety, the  American  Psychiatric  Associa- 
tion, and  the  American  Medical 
Association. 

The  physician  is  survived  by  his  wife,  Betty 
Blackston  McCauley,  Fort  Worth;  a daugh- 
ter, Kathy  McCauley,  Fort  Worth;  two  sons, 
Mark  McCauley  and  Kevin  McCauley,  both 
of  Fort  Worth;  and  parents,  Mr.  and  Mrs. 

H.  L.  McCauley,  Sr.,  Dallas. 


Dr.  0.  G.  Janes 

Dr.  Olen  Gaynor  Janes,  Cooper  family  phy- 
sician, died  Feb  22,  1975  in  a Dallas  hos- 
pital. He  was  62  years  old. 

The  Cooper  native  had  served  his  commu- 
nity 38  years.  He  was  a co-owner  of  the 
Janes  Clinic.  Dr.  Janes  was  graduated  from 
East  Texas  State  University  and  The  Uni- 
versity of  Texas  Medical  Branch  at  Galves- 
ton. He  interned  at  St.  Mary’s  Infirmary  in 
Galveston  from  1935-36. 

A past  president  of  the  Lamar-Delta  Coun- 
ty Medical  Society,  Dr.  Janes  was  also  a 
member  of  the  American  Medical  Associa- 
tion and  Southern  Medical  Association,  He 
served  as  county  health  officer  at  the  time 
of  his  death. 

Dr.  Janes  is  survived  by  his  wife,  Margaret 


Jefferson  Janes,  Cooper;  two  sons.  Dr. 
Olen  G.  Janes  II,  Houston,  and  Dr.  Jeffer- 
son 0.  Janes,  Los  Angeles;  three  daugh- 
ters, Mrs.  Ellen  Haltom,  Las  Cruces,  NM, 
Mrs.  Bab  Coble,  Sherman,  and  Mrs.  Juli- 
anne  Bushyhead,  Munster,  West  Germany; 
a brother.  Dr.  Oscar  G.  Janes,  Cooper;  a 
sister,  Mrs.  Avon  Bailey,  Cooper;  and 
seven  grandchildren. 


Dr.  G.  E.  Peacock 

Dr.  George  Eugene  Peacock,  34-year-old 
Arlington  pathologist,  died  Feb  7,  1975. 
Although  he  was  a native  of  Dallas,  Dr. 
Peacock  grew  up  in  Big  Spring.  He  at- 
tended The  University  of  Texas  at  Austin 
and  received  an  MD  degree  from  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  at  Dallas  in  1965.  He  served  both 
an  internship  and  a pathology  residency  at 
Parkland  Memorial  Hospital  in  Dallas.  Dr. 
Peacock  moved  to  Arlington  in  1969.  At 
the  time  of  his  death  he  served  as  co-direc- 
tor of  the  Diagnostic  Laboratory  of  Arling- 
ton. He  was  a former  director  of  the  Arling- 
ton Boys’  Club,  and  former  co-chief  of 
pathology  at  Arlington  Memorial  Hospital. 
Dr.  Peacock’s  professional  memberships 
included  the  Tarrant  County  Medical  So- 
ciety, the  Texas  Society  of  Pathologists, 
and  the  North  Texas  Society  of  Patholo- 
gists. He  was  a fellow  of  the  American  So- 
ciety of  Clinical  Pathologists  and  the  Col- 
lege of  American  Pathologists. 

Survivors  include  his  wife,  Klata  Rae 
Woodul  Peacock,  Arlington;  a son,  George 
E.  Peacock  III,  Arlington;  his  stepmother, 
Mrs.  George  Peacock,  Big  Spring;  a sister, 
Mrs.  Larry  Jeffus,  Guymon,  Okla;  and 
grandparents,  Mrs.  M.  Gladys  Bradshaw, 
Fort  Worth;  and  Mr.  and  Mrs.  John  Pea- 
cock, San  Antonio. 
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I Dr.  W.  R.  Sneed 

Dr.  William  R.  Sneed,  Corsicana  physician 
for  50  years,  died  Feb  1,  1975  at  the 
age  of  76. 

Dr.  Sneed  was  a native  of  Wortham,  Tex.  He 
was  graduated  from  Trinity  University  in 
1918,  and  completed  his  medical  educa- 
|tion  at  Tulane  University  School  of  Medi- 
jcine.  New  Orleans,  in  1922.  He  moved  to 
jCorsicana  in  1924,  where  he  helped  found 
jthe  Navarro  Clinic.  In  1943  he  began  three 
'years’  military  service  as  a captain  in  the 
|US  Army  Medical  Corps  Air  Forces. 

I Dr.  Sneed  was  elected  to  honorary  mem- 
ibership  in  TMA  in  1970.  He  served  as 
president  of  the  Navarro  County  Medical 
ISociety  in  1933,  and  as  secretary  in 
1 1946. 

Dr.  Sneed  is  survived  by  a daughter,  Mrs. 

B.  J.  Coker,  Corsicana;  two  granddaugh- 
Iters;  and  a number  of  nieces  and  nephews. 
His  wife,  the  former  Fay  Burleson  of 
iWortham  preceded  him  in  death  in  1972. 


,Dr.  H.  A.  Scott 

I A past  president  of  the  T ravis  County  Medi- 
cal Society,  Dr.  Harper  Anderson  Scott 
died  Jan  31,  1975  in  Austin. 

Born  in  Galveston  in  1891,  the  family 
physician  was  a 1921  graduate  of  The  Uni- 
[versityof  Texas  Medical  Branch  at  Galves- 
ton. His  internship  was  completed  at  Rob- 
! ert  B.  Green  Memorial  Hospital  in  San 
Antonio.  After  briefly  practicing  in  Hutto, 

! Dr.  Scott  moved  to  Austin  in  1924. 

Dr.  Scott  was  elected  to  honorary  member- 
ship status  by  the  T ravis  County  Medical 
I Society  and  the  Texas  Medical  Association. 
I He  was  a member  of  the  original  board  of 
I the  T ravis  County  Medical  Society  Blood 
I Bankas  well  as  one  of  the  first  presidents 
of  the  local  chapter  of  the  Academy  of 


General  Practice. 

Dr.  Scott  is  survived  by  his  wife,  Minai 
Nicholson  Scott,  Austin;  a daughter,  Mrs. 
R.  Vincent  Murray,  Austin;  and  three 
grandsons. 


Dr.  M.  L.  Finley 

Dr.  Marcus  Lafayette  Finley,  Fort  Worth 
plastic  surgeon,  died  Jan  24, 1975.  Cause 
of  death  was  ventricular  fibrillation  due  to 
congestive  cardiomyopathy. 

Born  in  1929  in  Van  Horn,  Texas,  Dr.  Fin- 
ley was  graduated  from  Texas  Christian 
University  in  1954  and  The  University  of 
Texas  Medical  Branch  at  Galveston  in 
1956.  He  interned  at  St.  Joseph  Hospital 
in  Fort  Worth.  He  completed  pathology  and 
general  surgical  residencies  at  Fort 
Worth’s  Harris  Hospital  as  well  as  a four- 
year  residency  at  the  Mayo  Foundation  in 
Rochester,  Minn.  He  also  served  in  the 
US  Air  Force  for  three  years. 

Dr.  Finley  had  been  a member  of  theTar- 
rant  County  Medical  Society  since  1963. 

He  was  also  a member  of  Phi  Beta  Pi  Med- 
ical Fraternity,  Fort  Worth  Surgical  So- 
ciety, American  Society  of  Plastic  and  Re- 
constructive Surgery,  Texas  Society  of 
Plastic  Surgeons,  American  Medical  Asso- 
ciation, American  Association  of  Physi- 
cians and  Surgeons,  American  Burn  Asso- 
ciation, American  Association  of  Hand  Sur- 
geons, Texas  Rheumatism  Association,  and 
Mayo  Clinic  Alumni.  He  was  a fellow  of  the 
American  College  of  Surgeons,  being  certi- 
fied by  the  Board  of  Plastic  and  Recon- 
structive Surgery  in  1968. 

Survivors  include  his  wife.  Dr.  Mona  Mc- 
Murray  Finley,  Fort  Worth;  a daughter, 
Robin  Finley,  Fort  Worth;  a son,  Stephen 
Finley,  Fort  Worth;  and  parents,  Mr.  and 
Mrs.  A.  D.  Finley,  Ore  City. 
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Dr.  E.  N.  Shaw 

Dr.  Edward  Nisbet  Shaw,  retired  Houston 
family  practitioner,  died  Jan  15,  1975 
at  age  78. 

Born  in  Cameron  in  1896,  Dr.  Shaw  at- 
tended The  University  of  Texas  at  Austin 
for  his  pre-medical  education.  He  received 
a BS  degree  in  medicine  in  1922  from  the 
University  of  Arkansas  and  an  MD  degree 
from  Emory  University,  Atlanta,  in  1924. 
He  served  an  internship  at  Grady  Memorial 
Hospital  in  Atlanta  for  18  months  following 
graduation.  Dr.  Shaw  began  his  practice  in 
Houston  in  1926.  He  was  a World 
War  I veteran. 

The  Texas  Medical  Association  elected  Dr. 
Shaw  to  honorary  membership 
status  in  1970. 

Surviving  the  physician  are  his  wife, 
Blanche  McLean  Shaw,  Houston;  a son, 
Edward  N.  Shaw,  Jr.,  Houston;  and  two 
sisters,  Dora  Shaw  and  Sue  Eloise  Shaw, 
both  of  Eagle  Pass. 


Dr.  I.  H.  Schuleman 

Houston  neurologist  Dr.  Israel  Herman 
Schuleman  died  Jan  12,  1975attheage 
of  53. 

A Houston  native.  Dr.  Schuleman  was  a 
graduate  of  Rice  Institute,  Houston,  and 
The  University  of  Texas  Medical  Branch  at 
Galveston.  He  interned  at  Medical  and 
Surgical  Memorial  Hospital  in  San  Antonio 
from  1945-46.  He  completed  a residency 
in  neurology  in  Ann  Arbor,  Mich,  as  weil  as 
a residency  in  neuropsychiatry  at  the  UT 
medical  school  in  Galveston  from 
1950-52.  He  had  practiced  in  Houston 
since  1955. 

Dr.  Schuleman  was  a member  of  the  Harris 
County  Medical  Society. 

Survivingthe  physician  are  his  wife,  Cyn- 
thia Wasserman  Schuleman,  Sugar  Land; 
two  sons,  Neal  and  Steven  Schuleman,  Su- 
gar Land;  a daughter,  T racy  Schuleman, 
Sugar  Land;  his  mother,  Mrs.  Minnie 


Schuleman,  Houston;  a brother,  Schoel 
Schuleman,  Houston;  and  a sister,  Mrs. 
Helen  Sherman,  Alexandria,  La. 


Dr.  H.  I.  May,  Jr. 

Dr.  Herman  lone  May,  Jr.,  36-year-old 
Tyler  surgeon,  died  Dec  28,  1974  following 
a brief  illness. 

Born  in  Teague  in  1938,  Dr.  May  received 
a BA  degree  from  Baylor  University,  Waco, 
in  1960  and  an  MD  degree  from  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  at  Dallas  in  1964.  He  served  an  in- 
ternship and  surgical  residency  at  Con- 
federate Memorial  Medical  Center  in 
Shreveport,  La. 

Dr.  May  was  a memberof  the  American 
Board  of  Surgeons,  Smith  County  Medical 
Society,  and  the  American 
Medical  Association. 

Survivingthe  physician  are  his  wife,  San- 
dra Johnson  May,  Tyler;  three  sons,  Her- 
man 1.  May  III,  Christopher  May,  and  Jason 
May,  all  of  Tyler;  his  parents,  Mr.  and  Mrs. 
Herman  1.  May,  Sr.,  Teague;  and  two 
brothers,  Richard  May,  Plano,  and  Robert 
May,  Houston. 


Dr.  M.  M.  Scurry 

Dr.  Maurice  McLaurin  Scurry,  64,  died  Dec 
25,  1974  in  a Dallas  hospital. 

A Dallas  native.  Dr.  Scurry  was  graduated 
from  The  University  of  Texas  Medical 
Branch  at  Galveston  in  1938.  Following  an 
internship  at  the  University  of  Michigan 
Hospital,  Ann  Arbor,  he  held  residencies  in 
internal  medicine  there  from  1939-1941. 
He  served  as  an  instructor  in  medicine  at 
the  University  of  Michigan  for  a year  prior 
to  entering  military  service.  From  1942- 
1946,  Dr.  Scurry  was  with  the  University  of 
Michigan  Unitof  the  US  Army.  He  was  dis- 
charged in  February  1946  with  the  rank 
of  major.  The  internist-cardiologist  had 
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practiced  in  Dallas  since  1946  and  was  ac- 
tive in  local  medical,  civic,  and  church 
organizations.  He  was  a former  medical 
staff  president  of  three  Dallas  hospitals. 

Dr.  Scurry  was  a member  of  the  Dallas 
County  Medical  Society,  the  American 
Medical  Association,  Dallas  Academy  of 
Medicine,  American  and  Texas  Heart  Asso- 
ciations, Texas  Club  of  Internists,  and 
imany  journal  clubs.  He  was  also  a fellow 
of  the  American  College  of  Physicians. 
Survivors,  all  of  Dallas,  include  his  wife 
Isabelle  Alfsen  Scurry;  two  daughters, 
Isabelle  Scurry  and  Sara  Emma  Scurry;  a 
brother,  Richardson  Gano  Scurry;  and  two 
sisters,  Mrs.  Raymond  Potts,  and 
Mrs.  Jake  Boles. 


Dr.  H.  Donnell 

Dr.  Herbert  Donnell,  retired  Waxahachie 
EENT  physician,  died  Dec  17,  1974 
at  age  87. 

Born  in  White  Springs,  Fla,  Dr.  Donnell 
was  a 1916  graduate  of  Vanderbilt  Univer- 
sity School  of  Medicine.  After  military  serv- 
ice in  World  War  I,  Dr.  Donnell  moved  to 
Ellis  County  where  he  practiced  until  his 
retirement  in  1967. 

He  was  elected  to  honorary  membership 
by  the  Texas  Medical  Association  and  the 
Ellis  County  Medical  Society  in  1963.  He 
was  also  a past  president  of  the  county 
medical  society.  Active  in  civic  affairs.  Dr. 
Donnell  had  served  as  president  of  the 
Waxahachie  Chamber  of  Commerce  and 
was  a member  of  the  Masonic  Lodge. 
Survivors  include  his  wife  Laurine  Norman 
Donnell,  Waxahachie;  a daughter,  Catha- 
rine Donnell,  Waxahachie;  a brother, 
George  R.  Donnell,  San  Antonio;  and  sev- 
eral nieces  and  nephews. 


educated  in  Texas  and  was  graduated  from 
Edinburg  High  School.  She  attended  The 
University  of  Texas  at  Austin  and  received 
an  MD  degree  from  The  University  of 
Texas  Medical  Branch  at  Galveston  in 
1943.  Dr.  Bates  completed  an  internship 
at  Jefferson  Davis  Hospital  in  Houston  in 
March  1944.  In  May  1944  she  married  Dr. 
Charles  Richard  Bates,  then  in  the  US 
Army.  While  her  husband  was  serving  in 
Europe,  Dr.  Bates  began  her  pediatric 
training  in  1944  at  the  Charity  Hospital  in 
NewOrleans.  In  1945  she  wenttothe  Uni- 
versity of  Michigan  Hospital,  Ann  Arbor, 
where  she  served  as  a resident  for  two 
years.  From  1948-1952  she  served  as  an 
instructor  in  pediatrics  at  The  University 
of  Texas  Southwestern  Medical  School  at 
Dallas.  The  Bates  moved  to  Wichita  Falls 
in  1952  where  Dr.  Bates  assumed  the 
duties  as  coordinator  of  the  charity  serv- 
ices at  the  Wichita  General  Hospital.  She 
also  served  as  director  of  the  health  clinics 
sponsored  by  various  churches  as  well  as 
the  Wichita  Health  Unit.  At  the  time  of  her 
death,  she  served  as  director  of  the  pedia- 
tric psychiatric  unit  at  Wichita  Falls 
State  Hospital. 

Dr.  Bates  was  a member  of  the  Wichita 
County  Medical  Society,  the  American 
Medical  Association,  the  American  Acad- 
emy of  Pediatrics.  She  was  a fellow  of  the 
American  Academy  of  Pediatrics  and 
named  a diplomate  by  the  American  Board 
of  Pediatrics  in  1950. 

Survivors  include  her  husband.  Dr.  Charles 
Richard  Bates,  two  sons,  Steve  Bates  and 
Jeff  Bates,  a daughter,  Leslie  Ann  Bates, 
all  of  Wichita  Falls;  her  mother  and  step- 
father, Mr.  and  Mrs.  Sherman  0.  Ewald, 
Lyford,  Tex;  her  father,  Francis  Hegar, 
Chicago;  and  a sister,  Mrs.  Phyllis 
Schmidt,  Chicago. 


Dr.  Chord 


Dr.  H.  H.  Bates 

Dr.  Harriet  Hegar  Bates,  Wichita  Falls,  died 
Dec  14,  1974  at  the  age  of  53. 

Born  in  Danville,  III  in  1921,  Dr.  Bates  was 


Dr.  E.  H.  Chorn 

Dr.  Etheredge  Holmes  Chorn,  62,  died  Dec 
11, 1974  in  a Fort  Worth  hospital.  The 
physician  had  served  the  community  for 
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32  years  prior  to  his  retirement  in  1970. 
Born  in  Mansfield  in  1912,  Dr.  Chorn  at- 
tended Texas  Christian  University  for  his 
undergraduate  studies.  He  graduated  from 
Baylor  College  of  Medicine,  Dallas,  in 
1936.  He  served  an  internship  and  resi- 
dency in  Fort  Worth’s  St.  Joseph  Hospital 
and  Cook  Memorial  Hospital  respectively. 
Dr.  Chorn  was  a veteran  of  World  War  II, 
having  served  in  the  Army  Air  Corps.  He 
had  been  a member  of  Tarrant  County 
Medical  Society  since  1942.  He  was  also  a 
member  of  the  American  Medical  Associa- 
tion, the  American  Academy  of  Family 
Physicians,  and  Phi  Chi  medical  fraternity. 
Survivors  include  his  wife,  Beverlee  Grant 
Chorn,  Fort  Worth;  two  daughters,  Anne 
Chorn,  Fort  Worth,  and  Mrs.  Bruce  L.  Nol- 
ley,  Tulsa;  a sister,  Mrs.  Helen  Beard, 
Mansfield;  and  three  grandchildren. 


Dr.  G.  J.  Seibold 

A past  president  of  the  Wichita  County 
Medical  Society,  Dr.  George  Joseph  Sei- 
bold, died  Dec  4,  1974  in  a Wichita  Falls 
hospital. 

The  65-year-old  physician  was  a native  of 
OIney,  III.  He  attended  Oklahoma  City  Uni- 
versity and  the  University  of  Oklahoma, 
and  was  graduated  from  the  University  of 
Oklahoma  Medical  School  in  1939.  Dr. 
Seibold  interned  at  St.  Louis  City  Hospital 
from  1934-1937.  He  practiced  briefly  in 
Oklahoma  City  priorto  his  movingto 
Wichita  Fallas  in  1940.  He  served  in  the 
US  Air  Force  from  1942-1946.  He  resumed 
practice  in  Wichita  Falls  in  1947. 

He  served  as  county  medical  society  presi- 
dent in  1953.  He  was  also  active  in  civic 
and  church  affairs,  and  was  a past  vice 
president  of  the  YMCA  board  of  directors 
and  an  elder  in  Fain  Memorial 
Presbyterian  Church. 

Dr.  Seibold  is  survived  by  his  wife,  Ger- 
trude Taylor  Seibold,  Wichita  Falls;  a son. 


Joe  T.  Seibold,  New  Braunfels;  and  a 
brother,  0.  M.  Seibold,  Tulsa. 


Dr.  W.  T.  Lace 

Fort  Worth  surgeon  Dr.  William  Theodore 
Lace  died  Dec  1,  1974  of  an  apparent 
heart  attack. 

The  65-year-old  Burleson  native  received 
much  of  his  education  in  Fort  Worth.  He 
received  his  medical  training  at  The  Uni- 
versity of  Texas  Medical  Branch  at  Galves- 
ton. Dr.  Lace  served  as  an  intern  at  Hous- 
ton’s Jefferson  Davis  Hospital  from  1935- 
1937.  He  completed  a residency  at  Fort 
Worth’s  Methodist  Hospital  in  1938.  Ex- 
cept for  military  service  during  World  War 

II,  Dr.  Lace  spent  his  medical  career  in  Fort 
Worth,  retiring  from  active  practice  ap- 
proximately a year  prior  to  his  death. 

Dr.  Lace  was  a member  of  the  American 
College  of  Surgeons  and  the  Tarrant  Coun- 
ty Medical  Society,  and  the  Texas  Surgical 
Society.  He  was  a past  president  of  the 
Fort  Worth  Surgical  Society. 

Surviving  Dr.  Lace  are  his  wife,  Elizabeth 
Worley  Lace,  Fort  Worth;  a son.  Bill  Lace, 
Arlington;  a daughter,  Mrs.  Frank  Bailey 

III,  Fort  Worth;  a sister,  Mrs.  Homer  Peo- 
ples, Fort  Worth;  and  four  grandchildren. 


Dr.  A.  C.  Hutcheson 

Retired  Houston  physician  Dr.  Allen  Car- 
rington Hutcheson  died  Nov  24,  1974.  He 
was  92  years  old. 

A Houston  native.  Dr.  Hutcheson  received 
a BA  degree  from  the  University  of  Vir- 
ginia, Richmond,  in  1901.  He  was  gradu- 
ated from  the  College  of  Physicians  and 
Surgeons  of  Columbia  University,  New 
York,  in  1905.  Dr.  Hutcheson  served  an 
internship  at  Methodist  Episcopal  Hospital 
in  Brooklyn  and  did  postgraduate  study  at 
the  New  York  Postgraduate  School  and 
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Poly-Clinic  in  New  York.  For  20  years,  he 
served  as  a surgeon  at  the  University  Hos- 
pital in  Nanking,  China.  He  returned  to 
Houston  in  1927.  Dr.  Hutcheson  served  as 
health  officer  for  the  city  of  Houston  in  the 
1930s  and  also  as  school  physician  forthe 
Houston  Independent  School  District.  He 
retired  from  practice  in  1956. 

Dr.  Hutcheson  was  an  honorary  member  of 
the  Texas  Medical  Association  and  the  Har- 
ris County  Medical  Society. 

Survivors  include  two  daughters,  Mrs.  Mil- 
dred H.  Rouse,  and  Mrs.  Henrietta  H. 
Schwartz,  both  of  Houston;  a son.  Sterling 
Hutcheson,  La  Jolla,  Calif;  a sister,  Mrs. 
Laurence  S.  Bosworth,  Sr.,  Houston;  and 
11  grandchildren. 

Dr.  T.  G.  Rogers 

Dr.  Thomas  Gordon  Rogers,  82,  died  Nov 
7, 1974  in  the  Decatur  Community  Hospi- 
tal. A Decatur  native.  Dr.  Rogers  had 
served  the  community  more  than  50  years. 
Born  in  1892,  Dr.  Rogers  was  graduated 
from  Baylor  College  of  Medicine  in  1921. 
He  served  an  internship  at  Parkland  Hos- 
pital in  Dallas.  Other  early  positions  in  his 
medical  career  included  city  health  officer 
for  Decatur  and  local  surgeon  forthe  Fort 
Worth  and  Denver  Railroad.  Dr.  Rogers 
built,  owned  and  operated  the  first  hospital 
in  his  home  community.  He  served  as 
president  of  the  Clay-Montague-Wise 
County  Medical  Society  in  1940. 

Dr.  Rogers  was  a member  of  the  Clay- 
Montague-Wise  County  Medical  Society. 
He  is  survived  by  two  daughters,  Mrs. 
Lanier  Voss,  and  Mrs.  Elaine  Dial,  both  of 
Dallas;  four  grandchildren,  and  three 
great  grandchildren. 

Dr.  R.  A.  Eads 

Long-time  Uvalde  physician.  Dr.  Ray  Allen 
Eads,  died  Oct  20, 1974  at  his  home.  He 


was  72  years  old. 

Born  in  Foster,  Okla,  Dr.  Eads  attended 
Thorp  Springs  Christian  College  and  The 
University  of  Texas  at  Austin.  He  received 
his  MD  degree  from  The  University  of  Tex- 
as Medical  Branch,  Galveston,  in  1927.  He 
began  his  medical  practice  in  Uvalde  in 
1929.  Except  for  service  during  World  War 
II  as  a medical  officer  in  the  Air  Force,  Dr. 
Eads  continued  his  practice  until  he  was 
forced  to  retire  in  1968  due  to  a painful  cir- 
culatory affliction  in  his  legs. 

He  was  a memberof  theTexas  Medical 
Association,  the  Nine  Counties  Medical 
Society  (Medina-Uvalde-Maverick-Val 
Verde- Edwards-Real- Kinney-Terrell- 
Zavala),  the  American  Medical  Association, 
and  the  American  Academy  of 
Family  Physicians. 

Survivingthe  physician  are  his  wife,  Ber- 
nice Dennison  Eads,  Uvalde;  three  daugh- 
ters, Mrs.  John  Shudde  and  Mrs.  Jerald 
Underwood,  both  of  Uvalde,  and  Mrs. 
Wooten  Brown,  Austin;  and 
1 1 grandchildren. 


Dr.  P.  M.  Nesbit 

Arlington  Memorial  Hospital's  first  chief  of 
staff.  Dr.  Preston  Monroe  Nesbit,  died  Aug 
22,  1974. 

The  71-year-old  general  practitioner  was  a 
native  of  Morning  Sun,  Iowa.  He  received 
his  MD  degree  in  1934  from  Indiana  Uni- 
versity School  of  Medicine.  Following  an 
internship  at  Indianapolis  City  Hospital,  he 
set  up  practice  in  Arlington  in  1935. 

Dr.  Nesbit  was  a past  president  of  the  Tar- 
rant County  Chapter  of  the  American  Can- 
cer Society.  He  was  also  a member  of  the 
Tarrant  County  Medical  Society  and 
American  Medical  Association. 
Survivingthe  physician  are  a son,  George 
Nesbit,  Arlington;  a daughter,  Latha  Lou 
Crane,  Arlington;  a brother.  Dr.  Leonard 
Nesbit,  Anderson,  Ind;  a sister,  Esther 
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Nesbit,  Winona  Lake,  Ind;  and 
one  grandchild. 


Dr.  J.  C.  Rude  II 

Dr.  Joe  Christopher  Rude  II,  chief  radiolo- 
gist at  Austin’s  Brackenridge  Hospital, 
died  Sept  9,  1974.  He  was  68  years  old. 
Born  in  1905  in  Granite  Greer  County, 
Okla,  Dr.  Rude  received  a BA  degree  in 
1926  from  the  University  of  Oklahoma, 
Oklahoma  City.  His  medical  education  was 
received  from  the  Oklahoma  University 
School  of  Medicine.  He  served  a rotating 
internship  at  Parkland  Hospital  in  Dallas 
fora  year  followed  by  a radiology  intern- 
ship at  Kings  County  Hospital,  Brooklyn. 
His  residencies  were  served  at  the  Univer- 
sity Hospital,  Ann  Arbor,  Mich,  and  New 
York  Hospital,  New  York  City.  He  was  also 
a Littauer  Fellow  in  Radiology  at  Harvard 
University.  Dr.  Rude  served  in  the  US  Army 
from  1942  to  1945.  In  1949  he  accepted 
the  chairmanship  of  radiology  at  The  Uni- 
versity of  Texas  Medical  Branch  at  Galves- 
ton. He  had  served  at  Brackenridge  for 
over  20  years  at  the  time  of  his  death. 

Dr.  Rude  was  a member  of  the  Texas  Medi- 
cal Association,  T ravis  County  Medical 
Society,  the  American  Medical  Association, 
the  Aerospace  Medical  Association,  a 
diplomate  of  the  American  Board  of  Radi- 
ology and  Nuclear  Medicine,  and  a fellow 
of  the  American  College  of  Radiology. 
Survivors  include  his  wife,  Eleanore  Wal- 
lenfels  Rude,  Austin;  two  sons.  Dr.  Franklin 
Joe  Rude,  Athens,  Ga,  and  Dr.  Joe  Christo- 
pher Rude  III,  Atlanta,  Ga;  two  daughters, 
Mrs.  Walter  F.  Buell,  San  Antonio,  and  Mrs. 
Lynwood  Kreneck,  Lubbock;  a sister,  Lilly 
Cross,  Mangum,  Okla;  and 
eight  grandchildren. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLIHIC 


PSYCHIATRY 
I N PATI ENT-OUTPATI  ENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 


A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua 
tion  and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay,  M.D. 


PSYCHOLOGY 


George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph.D. 


Fred  H.  Jordan,  M.D. 
John  T.  Holbrook,  M.D. 


Tom  I.  Payton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 
BUSINESS  MANAGER 

Daphne  Burrows 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 

O.T,  AND  R.T.  THERAPY 

COURTESY  STAFF  (Acting  Director) 

Jeanette  Boothe 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211 


214  331-8331 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  f 
and/or  severity  of  grand  malseiz 
require  increased  dosage  of  stanc 
convulsant  medication;  abrupt  wi 
may  be  associated  with  temporar 
crease  in  frequency  and/or  sever 
seizures.  Advise  against  simultan^ 
gestion  of  alcohol  and  other  CNS  ( 
sants.  Withdrawal  symptoms  (sirr 
those  with  barbiturates  and  alcoh 
occurred  following  abrupt  disconi 
(convulsions,  tremor,  abdominal , 
cle  cramps,  vomiting  and  sweatin 
addiction-prone  individuals  under 


According  to  her  major 
Dtoms,  she  is  a psychoneu- 
^ patient  with  severe 
ety.  But  according  to  the 
ription  she  gives  of  her 
ngs,  part  of  the  problem 
sound  like  depression, 
is  because  her  problem, 
3ugh  primarily  one  of  ex- 
ive  anxiety,  is  often  accom- 
ed  by  depressive  symptom- 
3gy.  Valium  (diazepam) 
provide  relief  for  both— as 
sxcessive  anxiety  is  re- 
;d,  the  depressive  symp- 
3 associated  with  it  are  also 
1 relieved. 

There  are  other  advan- 
s in  using  Valium  for  the 
lagement  of  psychoneu- 
: anxiety  with  secondary 
ressive symptoms:  the 
;hotherapeutic  effect  of 
um  is  pronounced  and 
d.  This  means  that  im- 
/ement  is  usually  apparent 


ill  me  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 

treatment  regimen  can  relieve  ^ a.  i ^ ^ 

the  excessive  anxiety  and  asso  /-mg,  J-ITlg,  lU"mg  taDlCtS 
ciated  depressive  symptoms 
and  thus  encourage  a more 

restful  night  s sleep.  • psychoneurotic 

anxiety  states 
with  associated 
depressive  symptoms 


/eillance  because  of  their  predisposi- 
f to  habituation  and  dependence.  In 
gnancy,  lactation  or  women  of  child- 
ring age,  weigh  potential  benefit 
inst  possible  hazard, 
cautions:  If  combined  with  other  psy- 
itropics  or  anticonvulsants,  consider 
efully  pharmacology  of  agents  em- 
yed;  drugs  such  as  phenothiazines, 
cotics,  barbiturates,  MAO  inhibitors 
I other  antidepressants  may  potentiate 
action.  Usual  precautions  indicated  in 
ients  severely  depressed,  or  with  latent 
iression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


A FULL  SERVLCE  PSYCHLA  TRLC  HOSPITAL 

With  separate  comprehensive  units  for  adults  and  adolescents 


COMPREHENSIVE  mental  health 
services  for  the  treatment  of  all  types 
of  emotional  disorders,  with  separate 
facilities  for  adults  and  adolescents. 


AN  OPEN  STAFF  42-bed  fully 
equipped  private  psychiatric  hospital. 


LICENSED  BY  Texas  State  Department 
of  Mental  Health  and  Mental  Retardation. 


ACCREDITED  BY  Joint  Commission  on 
Accreditation  of  Hospitals;  Medicare 
certified  and  CHAMPUS  approved 


OFFERING 

Biological  Treatments 
Psychopharmacotherapy 
Individual  and  Family  Therapy 
Drug  and  Alcohol  Rehabilitation 
Therapeutic  Community 
(Milieu  Therapy] 

Psychosomatic  and  Geriatric  Research 
Psychodrama  and  Movement  Therapy 
Psychological  Testing  and 
Neurological  Evaluations 
Job  Rehabilitation  and 
Vocational  Counseling 
Crisis  Intervention  and 

Psychiatric  Emergency  Services 
Group  Psychotherapy;  Including  Transac- 
tional Analysis  and  Gestalt  Techniques 


iotric  lr|Stitute  oj 


815  Eighth  Avenue  Fort  Worth,  Texas  76104 


[brt  Worth| 

Phone  817-335-1400 


J.  Paul  Smith 
Administrator 


Virgil  M.  Cox,  Jr.,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


James  D.  Malone,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


Blaine  E.  McLaughlin,  M.D. 
F.A.P.A.,  F.A.C.P.,  Diplomate, 
American  Board  of  Psychiatry 
and  Neurology 


Richard  D.  Yentis,  M.D. 
F.A.A.C.P.;  Diplomate, 
American  Board  of 
Psychiatry  and-  Neurology 
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^^Wliat^^xas  doctors 
need,  is  qp  ^gent 
who  specializes 
in^^prqetiee 

^iabilit^ 


Physician  Equipment  Floaters 

20 — 30%  Savings  on  Fire  Insurance 

One  of  the  largest  writers  of 

Malpractice  Liability  in  Texas! 
One  Million  Dollar  Umbrella  Limits 


CALL  US  PERSON-TO-PERSON 
COLLECT  OR  HAVE  YOUR  AGENT  CALL 


INSURANCE 


Russell  Grace,  C.P.C.U.  2304  West  Seventh  Street 

Ft.  Worth:  817/332-9268  Fort  Worth,  Texas  76107 

Dallas:  214/429-1500  Te\ex:  758258 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
W.  E.  Crump,  M.D..  F.A.C.S. 

James  T.  Lee.  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman.  M.D..  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D.,  F.A.C.P. 

I.  L.  Humphrey,  Jr.,  M.D. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D.,  A.B.F.P. 

Melvin  Horany,  M.D.,  A.B.F.P. 

James  T.  Cook,  M.D. 

UROLOGY 

Farid  G.  Khoury,  M.D. 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
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MAKE  YOUR  PLANS  NOW  TO  ATTEND  THE 

108th  ANNUAL  SESSION 

of  the 

TEXAS  MEDICAL  ASSOCIATION 

MAY  1-4,  1975 
SAN  ANTONIO 
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TEXAS  MEDICINE 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D..  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  1.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.*  ^ 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


• DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.A.C.R. 
Jack  G.  Brooks,  M.D.,  M.A.C.R. 

James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 


Preston  W.  Nash,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 
J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


Warren  L.  McFarland,  M.D. , M.A.C.R.  » xt  mr  TJAnminrY 

DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 

Offices* 

AArtn/r  J-  1 rp  * 800  Eighth  Avenue  — 336-8627 

100  Medical  Tower  Bldg,  3od-odo1  « t 'taoio  977  7fiRi 

900  W.  Randol  MiU  Rd.,  Arlin^on,  Texas  76010  --  277-7681 

2700  Tibbets,  Bedford,  Texas  7^21  -283-5363 
801  W.  Road  To  Six  Flags,  Arlington,  Texas  76012  — 274-3319  


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 


General  Surgery: 

L.  L.  Travis,  M.D. 

R.  K.  Willms,  M.D. 

R.  W.  Baggett.  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  J r.,  M.D. 

Urology: 

H.  F.  Rives,  M.D. 


S T A F 

Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 
J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 
Mary  A.  Bone,  M.D. 

J.  A.  Armstrong,  M.D. 
D.  B.  Turner,  M.D. 

G.  T.  Kimmel,  M.D. 


Pathology : 

Harbert  Davenport, 

Anesthesiology: 

W.  T.  Witt.  M.D. 


Jr.,  M.D. 


Obstetrics  and  Gynecology: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Pediatrics: 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Ralston.  M.D. 

J.  W.  Fischer.  M.D. 

J.  G.  Casey  _ _ . 

Business  Manager  of  Travis  Clinic 

S.  J.  Biltz 

Adm  of  Travis  Clinic  Foundation 
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lexas  Physicians’  Directory 


Allergy 


Clinics 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.O.,  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D. 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Lawrence  G.  Thorne,  M.D. 

Theodore  J.  Haywood,  M.D.  K.  Venugopalan,  M.D. 

Orville  C.  Thomas,  M.D.  Joel  T.  Appleton,  M.D. 

Joseph  T.  Queng,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  713  661-1444 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Corteil  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


HARRIS  HOSEN,  M.D.,  F.A.C.A. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.O.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 


Fellow  American  Association  for  Clinical  Immunology  and  Allersv 
Fellow  of  the  American  College  of  Allergists 


Allergic  Diseases 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  883-7411 


921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone;  336-1574  If  no  answer:  924-4231 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  PA 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

T.  L.  Glenn,  M.D. 

C.  L.  Vernor,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Phillip  Kassner,  M.D. 

OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S. 


ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

ADMINISTRATOR 

Gene  Hybner 

DIRECTOR  OF  NURSES 

Clinic — Pat  Parker 


CHARLES  A.  RUSH,  JR.,  M.D. 

Diplomate/ American  Board  of  Allergy  & Immunology 

Sunil'S?®*  Medical  & Surgical  Clinic  Association 
7601  Glenview  Drive,  Fort  Worth,  Texas  76118 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$10  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  in  which 
there  is  an  American  Medical  Association  recognized  specialty  board 
and/or  an  AMA  approved  residency  program.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or  cancellation 
should  be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month 
preceding  publication  month. 
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TEXAS  MEDICINE 


MEDICAL  AND  SURGICAL  CLINIC  ASSOCIATION 

1200  Summit  Avenue,  Fort  Worth,  Texas  817  338-4747 


3ENERAL  SURGERY 

Robert  C.  Barker,  M.D.  •Thomas  E.  Simons,  M.D. 

•Henry  V.  Birdwell,  Jr.,  M.D. 

•Diplomate  of  American  Board  of  Surgery 


INTERNAL  MEDICINE 


DIAGNOSIS 

•John  B.  Fershtand,  M.D. 
Edwin  B.  Wilson,  Jr.,  M.D. 

PULMONARY  DISEASE 


•James  W.  Tunstill,  M.D. 

Cornelius  C.  Davis,  M.D. 
•Nasim  Akhtar,  M.D. 


M.  Ebadat  All,  M.D. 

•Diplomate  of  American  Board  of  Medicine 


INDUSTRIAL  MEDICINE 
Mark  N.  Hattarki,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE  CONSULTANTS 
•Harry  W.  Banker,  M.D.  •Samuel  Jagoda,  Jr.,  M.D. 

•E.  E.  Holt,  M.D.  Samuel  Jagoda,  M.D. 

•Diplomate  of  American  Board  of  Radiology 


PROCEDURES; 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 

ADMINISTRATOR 
Bryan  Charles 


Duodenoscopy 
Colonoscopy 
Colonoscopic  Snare 
Polypectomy 
Arteriography 
Treadmill  Stress  Testing 


BEELER-MANSKE  CLINIC 
9th  Avenue  N.  at  5th  Street  N., 
Telephone  713  948-8521 

Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Texas  City,  Texas  77590 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 

901  Main  Street,  Big  Spring,  Texas  79720,  Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 


PEDIATRICS 

J.  M.  Woodall,  M.D. 
B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 


GENERAL  SURGERY 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
J.  E.  Mathews,  M.D.,  F.A.C.S. 


RADIOLOGY  & NUCLEAR  MEDICINE 

B.  Williams,  M.D. 

M.  L.  Bercier,  M.D. 


INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 


UROLOGY 

G.  F.  Dillon,  M.D. 


DERMATOLOGY 
H.  K.  Butler,  M.D. 


OBSTETRICS  AND  GYNECOLOGY 


M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charles  N.  Butts,  Asst.  Clinic  Manager 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 

Telephone  774-7671 

INTERNAL  MEDICINE 

GENERAL  SURGERY 

William  C.  Franklin,  M.D. 

Harvey  B.  Koch,  M.D. 

Arthur  B.  Conde,  M.D.,  F.A.C.A. 

UROLOGY 

OBSTETRICS  & GYNECOLOGY 

Glen  E.  Lewis,  M.D. 

Joy  L.  Deere,  M.D. 

DENTISTRY 

Loren  B.  Goss,  M.D. 

Burley  G.  Ingram,  D.D.S. 

PEDIATRICS 

RADIOLOGY 

John  R.  Dunn,  Jr.,  M.D. 

Richard  E.  Schuette,  M.D. 

Blanca  S.  Azios,  M.D. 

Fred  C.  Hodges,  M.D. 

PHYSICAL  THERAPY 

BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T. 

G.  G.  Fonville,  M.H.A. 

RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 

Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  “Ham"  Rugeley 

Malcolm  D.  Rugeley 

OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

V.  A.  Black,  M.D. 

GENERAL  PRACTICE 

C.  E.  Woodson,  M.D. 

OTOLARYNGOLOGY 

J.  L.  Holcomb,  M.D. 

PEDIATRICS 

ANESTHESIOLOGY 

F.  W.  Kolle,  M.D. 

C.  G.  Spears,  M.D. 

NEUROPSYCHIATRY 

DENTISTRY 

R.  R.  Gleason,  Jr.,  M.D. 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

GENERAL  SURGERY 

R.  B.  Caraway,  Jr.,  M.D. 

PATHOLOGY — CONSULTANT 

UROLOGY 

H.  M.  Perches,  M.D. 

H.  Z.  Fretz,  M.D. 

RADIOLOGY — CONSULTANT 

L.  D.  O'Gorman,  M.D. 

DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 

Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 

ALLERGY 

NEPHROLOGY 

Arthur  T.  Pedersen,  M.D. 

K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

NEUROLOGY 

Hugh  F.  Arnold,  M.D. 

Donald  J.  Russell,  M.D. 

Hugh  H.  Hanson,  M.D. 

George  Isaacs,  M.D. 

Michael  B.  Raine,  M.D. 

Ernesto  Infante,  M.D. 

Michael  A.  Modelski,  M.D. 

Sigmund  W.  Friedland,  M.D. 

ONCOLOGY 

DERMATOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 

Peter  Sullivan,  M.D. 

Samuel  F.  Bean,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 

Martin  J.  Hrgovic,  M.D. 

H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivier,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 

Ashok  M.  Balsaver,  M.D. 

Oscar  A.  Fonseca,  M.D. 

PULMONARY  DISEASE 

GERIATRICS 

William  M.  Donohue,  M.D. 

Joel  E.  Reed.  M.D. 

Frederick  G.  Dorsey,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

GASTROENTEROLOGY 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

RADIOLOGY  AND 

NUCLEAR  MEDICINE 

Belton  G.  Griffin,  M.D. 

William  L.  Hinds,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 

Charies  P.  Eldridge,  Jr.,  M.D. 

Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

David  D.  Lawrence,  M.D. 

Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

James  K.  Gordon,  M.  D. 

HEMATOLOGY 

Edmund  N.  Gouldin,  M.D. 

RHEUMATOLOGY 

John  E.  Norris,  M.D. 
ira  Doneson,  M.D. 

INFECTIOUS  DISEASES 

ADMINISTRATION 

Lewie  L.  Travis,  Jr.,  M.D. 

Robert  B.  Hall, 

Administrator 

INTERNAL  MEDICINE 

Richard  V.  Vanderslice 

Jeffrey  Zatorski,  M.D. 

Assistant  Administrator 
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Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


JOHN  C.  WILKINSON,  M.D.,  P.A. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 


GERALD  A.  CASID,  M.D. 

Dermatology  and  Hair  Transplantation 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  272-5451 


406  Hermann  Professional  Bldg.,  Houston,  Texas 


Eye,  Ear,  Nose,  Throat 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


SOMMAI  SEHAPAYAK  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 
Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


Dermatology 


DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  Mehdiabadi,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


Family  & General  Practice 


GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.’^ 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
'Diplomate  American  Board  of  Family  Practice 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 
Nederland,  Texas  77627 
Tel.  (713)  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.’^ 

'Diplomate  American  Board  of  Family  Practice 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 


MEMORIAL  LIBRARY 
TEXAS  MEDICAL  ASSOCIATION 
A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

. . . Another  service  of  your  association 


3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 
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TEXAS  MEDICINE 


Internal  Medicine 


Jastroenteroiogy 


I:ECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
iastroenterology,  Gastroscopy,  Esophagoscopy 

■04  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

HILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

onsultations  in  hospitals  only 

)RS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ISSOCIATION 

,434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

)iseases  of  the  Digestive  System 

ierbert  A.  Bailey,  MD. 

. Clark  Douglas,  M.D. 

Itorge  T.  DeVaney,  M.D. 

ISenerai  Surgery 

,1.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

|)urgery 

foOO  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


! 

isURT  B.  SMITH  M.D. 

Surgery 

imphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

128  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


IPAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 

I Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

I El  Paso,  Texas  79902 
Telephone  915  533-2508 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


PLAN  NOW  TO  AHEND  THESE  MEETINGS 
OF  THE  TEXAS  MEOICAL  ASSOCIATION; 

Conference  on  Practice  Management 
October  4, 1975  — Austin 
Conference  on  Legislation 
January  17, 1976  — Austin 
109th  Annual  Session 
May  5-9, 1976  — Dallas 

Watch  future  issues  for  details. 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 

STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


Neurological  Surgery 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CURK  WATTS,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805,  Dallas  Texas  75231,  363-8524 


Casey  E.  Patterson,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Tom  M.  Nash,  M.D.,  Deceased  Morris  Sanders,  M.D. 

Charles  W.  Simpson,  M.D.  Jack  Woolf,  M.D.,  Consultant 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology  and  Electrodiagnosis 

Allan  L.  Naarden,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676  
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Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

64H  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas.  Texas  75225 


BRUCE  C.  TAYLOR,  M.D. 
Diseases  & Surgery  of  the  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 


Nuclear  Medicine 
G.  L.  Black,  M.D. 

J.  E.  White,  M.D. 

F.  M.  Behike,  M.D. 
Diplomates,  American 


J.  L.  Reed,  M.D. 

W.  R.  Berry,  M.D. 

E.  D.  Seaman,  M.D. 

Board  of  Nuclear  Medicine 


Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 


Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Obstetrics  & Gynecology 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Wiliis,  M.D. 


6436  Fannin,  Suite  800,  Houston,  Texas  77025 
(713)  529-7321,  529-5828 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charies  A.  Sargent,  M.D. 

Aian  C.  Baum,  M.D. 

3838  Hiiicroft,  #415,  Houston,  Texas  77027,  713  781-2882 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853-7319 


HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

Diplomate  American  Board  of  Obstetrics  and  Gynecoiogy 

Gynecology 

Colposcopy 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  817  335-4393 

Orthopedic  Surgery 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

Ophthalmology 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D.,  F.A.C.S. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S 

Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 

Jeffrey  D.  Lanier,  M.D. 

Maple  L.  Avery,  M.D. 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 

DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 
WEINBERGER 

Ophthalmology 

B.  Currie,  M.D. 

J.  FrTnMi^^&i“?r^  M.D.  W«*"'’e--ger,  M.D. 

American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 

ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail 
Send  old  and  new  address  to  Texas  Medical  Association 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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DUSTON  ORTHOPEDIC  CLINIC 

jieph  Barnhart,  M.D. 

I nald  T.  Lazarz,  M.D. 

I ) C.  Detenbeck,  M.D. 
iimas  S.  Padgett,  M.D. 

t’O  Greenbriar,  Houston,  Texas  77005,  526.6262  and 
Irkway  Towers  Professional  Building,  150  West  Parker  Road, 
l.uston,  Texas  77022,  691-3905 

IJBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
ilhopedic  Surgery — Surgery  of  the  Hand 

lyce  C.  Lewis,  Jr.,  M.D. 
jnneth  C.  Scholz,  M.D. 
bert  O.  Bateman,  M.D. 

I Ted  Sisco,  M.D. 

:J2  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


, C.  HALLEY,  JR.,  M.D. 

IWID  R.  WEBB,  JR.,  M.D. 
irthopaedic  Surgery 

139  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 




HE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

larles  E.  Graham,  M.D. 

Gayle  Glidewell,  M.D. 

2 S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

rthopedic  Surgery 


LEE  LANKFORD,  M.D. 

iplomate  American  Board  of  Orthopaedic  Surgery 

and  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

liylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
jillas,  Texas  75246,  214  823-5351 


!hE  ARLINGTON  ORTHOPEDIC  GROUP 

W.  Bendel,  Jr.,  M.D. 
j E.  Rising,  Jr.,  M.D.* 

Poindexter,  M.D. 

I R.  Vavrin,  M.D. 

'iplomates  American  Board  of  Orthopaedic  Surgery 
imphasizing  Surgery  of  the  Hand 

)1  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


OSWELL-EVANS  ORTHOPAEDIC  CLINIC 

i49  West  Lawther  Drive 
alias,  Texas  75214 

Ieorge  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 
ractice  Limited  to  Consultation  and  Surgery 

imes  P.  Evans,  M.D. 

ractice  Limited  to  Sports  Medicine 


OUlS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

iplomate  American  Board  of  Orthopaedic  Surgery 

'ractice  Limited  to  Orthopaedic  Surgery 

300  N.  Stanton  Street,  El  Paso  79902 
elephone  915  544-3831 


ARTHUR  LORBER,  M.D. 

liplomate  American  Board  of  Orthopedic  Surgery 

i201  8th  Avenue 
ort  Worth,  Texas  76104 
eiephone  817  336-4019 


5P0RTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 


1849  W.  Lawther  Dr.,  Suite  101 
lallas,  Texas  75214 

lames  Pat  Evans,  M.D. 


Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


MEDICAL  CENTER  EAR,  NOSE  & THROAT 
ASSOCIATES 

W.  Leonard  Draper,  M.D.,  Otolaryngology,  Otology  and  Nasal  Allergy 
John  W.  Herndon,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 
Richard  M.  Turney,  M.D.,  Otolaryngology 

Jorge  A.  DeCardenas,  M.D.,  Otolaryngology  and  Micro-Laryngeal  Surgery 
Charles  A.  Van  Wart,  M.D.,  Otolaryngology,  Otology  and  Nasal  Plastic 
Surgery 

Melton  J.  Horwitz,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 

Diplomates  American  Board  of  Otolaryngology 

Olaf  Haug,  Ph.D. 

Paul  M.  Baccaro,  M.A. 

Joy  O'Neal,  M.F.A. 

Audiology,  Speech  Pathology,  Vestibular  Testing,  Hearing  Aid  Evaluation 

540  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77025,  713  524-8351 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 


John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


John  H.  Childers,  M.D.  E.  P.  Jenevein,  M.D. 

R.  R.  Rember,  M.D.  Garry  F.  Rust,  M.D. 

W.  L.  Crofford,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


I 
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PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Raul  M.  Gutierrez,  M.D. 

Eugenio  Hernandez,  M.D. 

Oiplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathoiogy 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

DIplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Ciinicai  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

Ei  Paso  Medicai  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue.  El  Paso,  Texas  79902,  (915)  533-4477 


ARTHUR  L RAINES,  M.D.  AND  ASSOCIATES, 
PATHOLOGISTS 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicoiegai  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 


Physical  Medicine  & Rehabiiitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreationai  Therapy,  Schooi  from  first  grade  through  tweifth  grade 
WILLIAM  E.  HISEY,  Administrator 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabiiitation 

Rehabilitation  Medicine  and  Electromyography 

Vilia  Rosa  Professional  Building 

2727  Babcock  Road,  Suite  F,  San  Antonio,  Texas  78229 


“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession’’ 
— Theodore  Roosevelt 


Take  an  active  role  in  TMA  and  your  county  society. 


Plastic  Surgery 


THOMAS  O.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

DIplomates  American  Board  of  Plastic  Surgery 
LAURENCE  E.  WOLF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Charles  W.  Bailey,  Jr.,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335*4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 
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Psychiatry  & Neurology 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Piastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Teiephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 


508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231 
369-6511 


Psychiatry 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 


Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 


First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

'Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

Wayne  F.  Keller,  M.D. 

*Len  Dan  Kerr,  Jr.,  M.D. 

Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Abe  Hauser,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomate  American  Board  of  Psychiatry  and  Neurology 


Radiology 


ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 


CHARLES  B.  COVERT,  M.D. 
Psychiatry 


San  Felipe  Green  Professional  Building 

1900  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


Do  your  Patients 
understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an 
invitation  for  patients  to  discuss  medical 
costs  with  you.  It  shows  you  care  and  helps 
prevent  doctor-patient  misunderstanding. 

Send  $2.40  to:  Order  Department,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  III.  60610. 


800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 

Fort  Worth.  Texas  76104 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D.,  D.A.B.R. 

Thomas  V.  Hinkle,  M.D.,  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 

Beaumont.  Texas  
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James  L Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.O. 

G.  L.  Black,  M.O.  J.  L.  Reed,  M.D. 

J.  E.  White,  M.D.  W.  R.  Berry,  M.D. 

Oiplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 


Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Rheumatology 


DON  E.  CHEATUM,  M.D. 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  823-4151 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue  3434  Swiss  Avenue 

Dallas,  Texas  75246  Dallas,  Texas  75204 


THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Grant  F.  Begley,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Richard  E.  Wood,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D.  Maruf  A.  Razzuk,  M.D. 

DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 
Thoracic  Surgery 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 


The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic,  Cardiac  and  Peripheral  Vascular  Surgery 

532  Medical  Plaza,  800  Eighth  Ave.,  Fort  Worth,  Texas  76104,  332-2720 


TMA  Physicians’  Placement  Service 

. . . Another  service  of  your  association 


DONALD  J.  NEESE,  M.D. 

DONALD  E.  FUERST,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713-521-9538 

400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713-332-2466 

VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 
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1  It  is  recognized  that  T4  and 
T3  content  in  desiccated 
thyroid  and  thyroglobulin 
varies  from  animal  to 
animal,  hy  animal  species, 
geography,  and  animal  diet. 

2  Of  therapeutic  concern: 
In  addition  to  varying  amounts 
of  T4,  desiccated  thyroid  may 
contain  varying  amounts  of  Ts,  a 
potent  compound  with  rapid 
onset  and  fleeting  action  that 
can  produce  metabolic  surges. 

3  Even  when  kept  under 

proper  storage  conditions, 
desiccated  thyroid 
deteriorates  more  rapidly 
than  the  synthetic  hormone. 

4  The  “usual  maintenance  dose” 

for  the  widely  prescribed 
desiccated  thyroid  is  “from 
1 grain  to  3 grains  per 
day,  but  it  may  vary,  in 
individual  patients  from  1/2 
grain  to  10  grains!’^  The  “usual 
maintenance  dose”  of  the  most 
widely  prescribed  thyroglobulin 
(which  is  also  a 
desiccated  thyroid 
product)  is 
“0.5  to  3.0  grains  daily.”2 


Desiccated  animal  gland 
can  vary  in  potency  from 

Because  iodine  content  rather  than  biological 
the  standard  of  many  desiccated  thyroid 
can  vary  from  batch  to  batch.  Even  when 
biologic  activity  can  only  be 


measure 


activity 
employed^ 


1 


1.  Armour  Thyroid  (Tablets).  1975  Physicians’  Desk  Reference,  p.  561. 

2.  Proloid*  (thyroglobulin).  1975  Physicians’  Desk  Reference,  p.  1575. 


Every  batch  of  Synthrq 
of  controlled  potency,  (sodium 


SYNTHROID  is  T4.  It  provides  your  t 


patients  with  everything  they  need  for 
complete  thyroid  replacement  therapy. 
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Sodium  levothyroxine  is 
not  derived  from  any  animal 
gland  source.  It  is  a synthetic 
and,  since  sodium  levothyroxine 
is  the  only  active  ingredient, 
its  weight  is  the  sole 
determinate  of  potency. 

2 SYNTHROID  (sodium 
levothyroxine)  is  T4  which  is 
converted  by  the  patient  to  Ts 
at  the  cellular  level,  thereby 
providing  a physiolc^c 
source  and  amount  of  Ts  to 
meet  metabolic  needs  for 
complete  thyroid  replacement 
therapy.  Because  the  onset  of 
effect  is  slower  and  more  steady,  the 
possibility  of  sudden  metabolic  surges 
is  reduced  with  SYNTHROID  therapy. 

3 SYNTHROID  (sodium  levothyroxine) 
products  have  a longer  and  more 
reliable  shelf  life  than  Thyroid  U.S.R 
when  kept  under  the  same  proper 
storage  conditions.  There  is  no  animal 
protein  present  in  SYNTHROID  products. 

4 A recent  study  of  44  patients  with 
hypothyroidism  imlicates  that 
89  percent  of  the  patients  were 
maintained  with  doses  of  L-thyroxine 
(SYNTHROID)  between  100  meg. and 
200  meg. (0.1  mg. and  0.2  mg.)  per  day.^ 


3.  Stock,  I.M.,  Surks,  M.I.,  and  Oppenheimer,  I.H.: 
Replacement  dosage  of  l-thyroxine  in  hypothyroidism. 
A re-evaluation.  New  Engl.  J.  Med.  290:529-33, 1974. 


Eliminates  many 
of  the  uncertainties  of 
desiccated  thyroid  therapy. 

Synthroid' 

ium  levothyroxine,  U.S.P)  FLINT 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC. 

Deerfield.  Illinois  60015 


See  reverse  side  for  full  prescribing  information. 


Synthroid 

(sodium  levothyroxine,  U.S.R‘)  FLINT 

Synthroid  Tablets— for  oral  administration 
Synthroid  for  Injection— for  parenteral  administration 


Description 

SYNTHROID  (sodium  levothyroxine)  Tablets  and  SYNTHROID  Injection  con- 
tain synthetic  crystalline  sodium  levothyroxine  (L-thyroxine).  L-thyroxine  is 
the  principal  hormone  secreted  by  the  normal  thyroid  gland. 


Actions 

SYNTHROID  (sodium  levothyroxine)  Tablets,  taken  oraiiy,  provide  hormone 
that  is  readily  absorbed  from  the  gastrointestinal  tract.  SYNTHROID  Injection 
is  effective  by  any  parenteral  route.  Followdng  absorption,  the  synthetic 
L-thyroxine  provided  by  SYNTHROID  products  cannot  be  distinguished  from 
L-thyroxine  that  is  endogenousiy  secreted.  Each  is  bound  to  the  same  serum 
proteins  and  each  exhibits  a six  to  seven  day  circulating  half-life  in  the 
euthyroid  individual. 

Both  SYNTHROID  products  will  provide  L-thyroxine  as  a substrate  for 
physiologic  deiodination  to  L-triiodothyronine.  Therefore,  patients  taking 
SYNTHROID  products  will  demonstrate  normal  blood  levels  of  L-triiodothyro- 
nine  even  when  the  thyroid  gland  has  been  surgically  removed  or  destroyed 
by  radioiodine.  Administration  of  levothyroxine  alone  will  result  in  complete 
physiologic  thyroid  replacement. 

Indications 

^NTHROID  (sodium  levothyroxine)  products  serve  as  specific  replacement 
therapy  for  reduced  or  absent  thyroid  function  of  any  etiology.  SYNTHROID 
Injection  can  be  used  intravenously  whenever  a rapid  onset  of  effect  is  criti- 
cal, and  either  intravenously  or  intramuscularly  in  hypothyroid  patients  when- 
ever the  oral  route  is  precluded  for  long  periods  of  time. 

Contraindications 

There  are  no  absolute  contraindications  to  SYNTHROID  (sodium  levothy- 
roxine) therapy.  Relative  contraindications  include  acute  myocardial  infarc- 
tion, uncorrected  adrenal  insufficiency  and  thyrotoxicosis.  (See  WARNINGS) 

Warnings 

Patients  with  cardiovascular  diseases  warrant  particularly  close  attention 
during  the  restoration  of  normal  thyroid  function  by  any  thyroid  drug.  In  such 
cases, _ low  initial  dosage  increased  slowly  by  small  increments  is  indicated. 
Occasionally,  the  cardiovascular  capacity  of  the  patient  is  so  compromised 
that  the  metabolic  demands  of  the  normal  thyroid  state  cannot  be  met.  Clinical 
judgment  will  then  dictate  either  a less-than-complete  restoration  of  thyroid 
status  or  reduction  in  thyroid  dosage. 

Endocrine  disorders  such  as  diabetes  mellitus,  adrenal  insufficiency  (Addi- 
son  s disease),  hypopituitarism  and  diabetes  insipidus  are  characterized  by 
signs  and^  symptoms  which  may  be  diminished  in  severity  or  obscured  by 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  therapy  for  such  patients 
may  aggravate  the  intensity  of  previously  obscured  symptoms  and  require 
appropriate  adjustment  of  therapeutic  measures  directed  at  these  concomitant 
disorders. 


Thyroid  replacement  may  potentiate  the  effects  of  anticoagulants.  Patients 
on  anticoagulant  therapy  should  have  frequent  prothrombin  determinations 
when  instituting  thyroid  replacement  to  gauge  the  need  to  reduce  anticoagu- 
lant dosage. 

Precautions 

Overdosage  with  any  thyroid  drug  may  produce  the  signs  and  symptoms  of 
thyrotoxicosis,  but  resistance  to  such  factitious  thyrotoxicosis  is  the  general 
rule.  With  SYNTHROID  (sodium  levothyroxine)  Tablets,  the  relatively  slow 
onset  of  action  minimizes  the  risk  of  overdose  but  close  observation  in  the 
weeks  following  institution  of  a dosage  regimen  is  advised.  Treatment  of 
thyroid  hyperactivity  induced  by  oral  medication  is  confined  to  interruption 
of  therapy  for  a week,  followed  by  reinstitution  of  daily  therapy  at  an  appro- 
priately reduced  dosage. 

Adverse  reactions 

Adverse  reactions  are  due  to  overdose  and  are  those  of  induced  hyperthy- 
roidism. 

Dosage  and  administration 

For  most  adults,  a final  dosage  of  100  meg  (0.1  mg)  to  200  meg  (0.2  mg)  of 
SYNTHROID  (sodium  levothyroxine)  Tablets  daily  will  restore  normal  thyroid 
function  and  only  occasionally  will  patients  require  larger  doses.  Failure  to 
respond  adequately  to  a daily  oral  intake  of  400  meg  (0.4  mg)  or  more  is  rare 
and  should  prompt  reconsideration  of  the  diagnosis  of  hypothyroidism,  spe- 
cial investigation  of  the  patient  in  terms  of  malabsorption  of  L-thyroxine  from 
the  gastrointestinal  tract  or  poor  adherence  to  therapy. 

The  concomitant  appearance  of  other  diseases,  especially  cardiovascular 
diseases,  usually  dictates  a replacement  regimen  with  initial  doses  smaller 
than  100  meg/day  (0.1  mg). 

In  otherwise  healthy  adults  with  relatively  recent  onset  of  hypothyroidism, 
fuil  replacement  dose  of  150  meg  (0.15  mg)  or  200  meg  (0.2  mg)  has  been 
instituted  immediately  without  untoward  effect  and  with  good  therapeutic 
response.  Generai  experience,  however,  favors  a more  cautious  approach  in 
view  of  the  possible  presence  of  subclinical  disorders  of  the  cardiovascular 
system  or  endocrinopathies. 

The  age  and  general  physical  condition  of  the  patient  as  well  as  the  severity 
and  duration  of  hypothyroid  symptoms  determine  the  starting  dosage  and  the 
rate  of  incremental  dosage  increase  ieading  to  a final  maintenance  dosage. 
In  the  elderly  patient  with  iong  standing  disease,  evidence  of  myxedematous 
infiltration  and  symptomatic,  functional  or  electrocardiographic  evidence  of 
cardiovascular  dysfunction,  the  starting  dose  may  be  as  littie  as  25  meg 
(0.025  mg)  per  day.  Further  incremental  increases  of  25  meg  (0.025  mg)  per 
day  may  be  instituted  at  three  to  four  week  intervals  depending  on  patient 
response.  Converseiy,  otherwise  heaithy  aduits  may  be  started  at  higher  daily 
dosage  and  raised  to  the  full  replacement  dosage  in  two  to  three  weeks. 
Clearly  it  is  the  physician’s  Judgment  of  the  severity  of  the  disease  and  close 
observation  of  patient  response  which  determines  the  rate  of  dosage  titration. 

Laboratory  tests  to  monitor  thyroid  replacement  therapy  are  of  limited  value. 
Although  measurement  of  normal  blood  levels  of  thyroxine  in  patients  on 
replacement  regimens  frequently  coincides  with  the  ciinical  impression  of 
normai  thyroid  status,  higher  than  normal  levels  on  oral  replacement  of  levo- 
thyroxine occasionally  occurs  and  should  not  be  considered  evidence  of 
overdosage  per  se. 

In  all  cases,  clinical  impression  of  the  well-being  of  the  patient  takes 
precedence  over  laboratory  determination  in  determining  the  appropriate 
individual  dosage. 

In  infants  and  children,  there  is  a great  urgency  to  achieve  full  thyroid 
replacement  because  of  the  critical  importance  of  thyroid  hormone  in  sustain- 
ing growth  and  maturation.  Despite  the  smaller  body  size,  the  dosage  needed 
to  sustain  a full  rate  of  growth,  development  and  general  thriving  is  higher  in 
the  child  than  in  the  adult,  as  much  as  300  meg  (0.3  mg)  to  400  meg  (0.4  mg) 
per  day. 

In  myxedema  coma  or  stupor,  without  concomitant  severe  heart  disease, 
200  to  500  meg  of  SYNTHROID  Injection  may  be  administered  intravenously 
as  a solution  containing  100  mcg/ml.  Although  the  patient  may  show  evidence 
of  increased  responsivity  within  six  to  eight  hours,  full  therapeutic  effect  may 
not  be  evident  until  the  following  day.  An  additional  100  to  300  meg  or  more 
may  be  given  on  the  second  day  if  evidence  of  significant  and  progressive 
improvement  has  not  occurred.  Like  the  orai  dosage  form,  SYNTHROID  Injec- 
tion produces  a predictable  increase  in  the  circuiating  level  of  hormone  with 
a long  half-time.  This  usuaily  preciudes  the  need  for  muitiple  injections  but 
continued  daily  administration  of  lesser  amounts  intravenously  should  be 
maintained  until  the  patient  is  fully  capable  of  accepting  a daily  oral  dose. 

In  the  presence  of  concomitant  heart  disease,  the  sudden  administration  of 
such  large  doses  of  L-thyroxine  intravenously  is  clearly  not  without  its  cardio- 
vascular risks.  Under  such  circumstances,  intravenous  therapy  should  not  be 
undertaken  without  weighing  the  alternative  risks  of  the  myxedema  coma  and 
the  cardiovascuiar  disease.  Ciinical  judgment  in  this  situation  may  dictate 
smaller  intravenous  doses  of  levothyroxine. 

SYNTHROID  Injection  by  intravenous  or  intramuscular  routes  can  be  sub- 
stituted for  the  oral  dosage  form  when  ingestion  of  SYNTHROID  Tablets  is 
precluded  for  long  periods  of  time. 

How  supplied 

SYNTHROID  (sodium  levothyroxine)  Tablets  are  supplied  as  scored,  color- 
coded  compressed  tablets  in  6 concentrations:  25  meg  (0.025  mg)— orange  . . . 
50  meg  (0.05  mg)-white  ...  100  meg  (0.1  mg)-yellow  ...  150  meg  (0.15  mg)- 
vioiet  . . . 200  meg  (0.2  mg)— pink  . . . 300  meg  (0.3  mg)— green.  Depending  on 
strength,  these  tablets  are  available  in  bottles  of  100,  500,  1000  and  5000. 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is  supplied  in  10  ml  vials 
containing  500  meg  of  lyophiiized  active  ingredient  and  10  mg  of  Mannitoi, 
U.S.P.  A separate  5 ml  vial  containing  Sodium  Chloride  Injection,  U.S.P.  is 
provided  as  a diluent. 

Directions  for  reconstitution 

Reconstitute  the  lyophiiized  sodium  levothyroxine  by  aseptically  adding  5 ml 
of  the  Sodium  Chioride  Injection,  U.S.P.  to  the  vial.  Shake  vial  to  insure  com- 
piete  mixing.  Use  immediately  after  reconstitution.  Discard  any  unused  portion. 
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Classified  Advertising 


Physicians  Wanted 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a four 
man  group  in  a 10.000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth.  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $36,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  All 
office  expenses  paid.  Visiting  & relocation  expenses  paid.  Please  reply 
to  Ad-301,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS:  Average  earn- 
ings $46,000  with  guarantee.  Fxdl  department  status.  Maintain  free  prac- 
tice of  medicine.  Work  for  patient  on  fee-for-service  basis.  Call  1-612-653- 
8221.  Apply  to  Ad-417,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
78i0i. 

WANTED:  PHYSICIAN  TO  JOIN  GENERAL  SURGEON  AND  GEN- 
ERAL  PRACTITIONER  in  small  town.  Privately  owned  clinic  and  hos- 
pital combination.  Guaranteed  salary.  Prefer  family  practice  specialist. 
For  additional  information,  please  contact  M.  A.  Childress,  M.D.,  P.O. 
Box  289.  Goldthwaite,  Texas  76844;  Phone  915-648-2212. 

FAMILY  PRACTICE,  with  two  other  family  practitioners.  Two  hospi- 
tals with  660  beds  within  fifteen  minute,  4 lane  drive.  Progressive  Cen- 
tral Texas  community  of  4,350  population.  Community  void  of  problems 
of  large  cities,  16  miles  to  Waco  (pop.  102,000);  100  miles  to  Dallas, 
Fort  Worth,  and  Austin.  Good  schools  (no  bussing),  churches,  country 
club  with  18  hole  golf  course,  three  nearby  lakes,  recreational  facilities. 
An  excellent  place  to  raise  a family.  New  associate  would  be  on  salary 
first  year;  partnership  in  association  later.  Exchange  calls  and  week- 
ends with  two  other  physicians.  Contact,  R.  Dean  Elliott,  Administrator. 
414  Johnson  Drive,  McGregor,  Texas  76657.  AC817-840-3281. 

A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  55,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3551,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 

TEXAS.  SAN  ANTONIO:  EMERGENCY  PHYSICIANS  NEEDED  for 
new  group  serving  three  hospitals;  65,000  ER  visits  a year.  Fee-for-serv- 
ice. Departmental  status.  Past  earning  history  $48,000  plus  additional 
income  for  optional  participation  in  employee  health  service.  Write  or 
call  George  Pruett,  M.D.,  P.O.  Box  6530,  San  Antonio.  Texas  78209. 
Telephone  612-653-5366  or  612-222-0746. 


ENNIS,  ELLIS  COUNTY:  OPPORTUNITY  for  family  practice  in 
community  of  12,000,  serving  a trade  area  of  20,000.  Five  physicians  in 
town,  one  hospital,  66  beds,  open  staff.  36  miles  from  Dallas.  No  week- 
end E.  R.  call,  covered  by  hospital  based  physicians.  City  of  Ennis  em- 
ploying physicians  on  contract  basis,  office  supplied,  nurse  supplied, 
billing  provided,  group  hospitalization,  paid  vacation,  etc.  Contact  Ron- 
ald Hudspeth,  Administrator,  Ennis  Municipal  Hospital,  803  West  Lam- 
pasas. Ennis,  Texas  76119. 


PEDIATRICIAN  TO  JOIN  three  board  certified  pediatric  group  in 
professional  association:  liberal  salary  and  fringe  benefits:  new  pediatric 
center  building  to  be  completed  in  October  is  located  next  to  teaching 
Children’s  Hospital;  beautiful  city  by  the  sea,  warm  year  round  climate, 
population  260,000.  For  details  write  Box  3164,  Corpus  Christi,  Texas 
78404. 

PHYSICIAN  OWNED  AND  MANAGED  HOSPITAL.  168  beds,  has 
immediate  opening  for  two  general  practitioners  who  are  interested  in 
practicing  in  a physician  oriented  community  with  guaranteed  success. 
These  are  private  practice  opportunities.  Only  two  offices  remaining  in  a 
new  and  beautiful  medical  complex  next  to  the  hospital.  The  hospital 
will  insure  your  medical  success  by  offering  a six  months  cash  guarantee 
of  $6,000_  per  month  in  addition  to  six  months  free  rent.  This  is  a rare 
opportunity  for  general  practice  physicians  who  would  like  to  work  in  a 
GP  community.  Pasadena,  Texas  is  a progressive  city  of  100,000  located 
as  a suburb  of  Houston,  Texas,  near  the  Manned  Space  Craft  Center; 
medical  community  enjoys  high  per  capita  earnings,  open  staff  policies, 
and  unlimited  medical  opportunities.  For  additional  information  write  or 
call  Richard  Fly,  Pasadena  General  Hospital,  1004  Seymour,  Pasadena. 
Texas  77606.  Phone  713-473-1771. 


FP  OR  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
594-3595  for  Barnes,  Colwell  or  Cook. 

NEEDED  IMMEDIATELY:  FAMILY  PRACTITIONER.  The  communi- 
ty has  three  family  practitioners,  one  will  retire  shortly.  The  communi- 
ty and  surrounding  counties  serve  over  16,000.  The  hospital  has  77  beds 
and  JCAH  approved.  The  medical  community  is  harmonious  and  stable. 
Contact:  Edward  G.  Clark,  713-348-2631,  Madison  County  Hospital,  Box 
698,  Madisonville,  Texas  77864. 

PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $22,600  to  $29,600  with  usual 
state  benefits.  Texas  license  or  reciprocity  required.  Contact  the  Recruit- 
ing Specialist,  Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol 
Station,  Austin,  Texas  78711.  612-464-3761.  An  equal  opportunity/affir- 
mative  action  employer. 

PSYCHIATRIC  RESIDENCY  in  approved  3-year  program.  Effective 
connections  with  universities,  medical  schools,  private  clinics,  and  com- 
munity centers.  Outstanding  faculty  and  programs.  Stipends  with  Texas 
license  are  $13,000,  $14,000,  and  $16,000  per  year.  In  addition,  now 
offering  residency  in  child  psychiatry.  For  full  information  write  to; 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  & Research,  Austin 
State  Hospital,  4110  Guadalupe  Street,  Austin.  Texas  78751. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
adult  psychiatry  training.  Academic  program  in  child  development,  fami- 
ly therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psycho-pharmacology  and  ethology.  Basic  clinical  orientation  in 
child  development  with  intensive  individual  supervision  in  psychoanalytic 
and  eclectic  modalities,  and  pediatric  neurology.  Research  opportunities 
in  genetic  and  metabolic  disorders,  child  development,  linguistic  anthro- 
pology, community  services  and  other  fields.  Excellent  opportunities  in 
teaching,  administration,  inpatient  and  outpatient  clinical  programs. 
New  60-bed  inpatient  unit  for  children.  Liaison  with  graduate  schools, 
medical  school,  and  community  programs.  Stipends:  First  year,  $13,000; 
second  year,  $14,000;  third  year,  $16,000;  fourth  year,  $16,000.  Contact 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  & Research,  Austin 
State  Hospital,  4110  Guadalupe,  Austin.  Texas  78761. 

INTERNIST-GENERAL  PRACTITIONER:  Clinic,  including  lab  and 
x-ray.  Join  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  subsequent  partnership  offered.  Contact  Ribelles 
Clinic  Association,  9801  Katy  Freeway,  Houston,  Texas  77024. 

GENERAL  SURGERY,  FAMILY  PRACTICE  affluent  county  seat  farm 
community.  Good  schools,  churches,  hunting,  fishing,  unique  private 
country  club,  all  facilities.  Avoid  complexities  of  city.  Be  kind  to  yourself 
and  family.  Rear  children  in  peaceful,  small  town  atmosphere.  Enjoy 
being  part  of  total  community  activities.  28  bed  JCAH  hospital.  Please 
reply  to  Ad-541,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texaa 
78701  or  phone  806-447-2521  collect. 

PHYSICIANS  WANTED  for  care  of  mentally  retarded  at  Travis  State 

School,  Austin,  Texas  78767.  Salary  attractive.  Write  or  phone  the  Super- 
intendent or  Medical  Director,  P.O.  Box  430,  Austin,  Texas  78767;  Phone 
612-926-2410.  An  equal  opportunity  employer. 

GENERAL  PRACTITIONER  WANTED  in  Poteet,  Texas,  26  minutes 
south  of  San  Antonio,  Texas.  Ten  minutes  to  the  nearest  hospital.  Area 
population  over  7,600.  Fully  equipped  clinic  for  two  doctors.  Rental 
$160  per  month,  per  doctor.  Sanctioned  by  county  medical  society. 
Phone  A.  A.  Hollub,  742-3316,  Poteet,  Te.xas,  or  Zola  Price,  742-3296, 
Poteet,  Texas  78066. 

TEXAS— E.D.  PHYSICIANS— IMMEDIATE  POSITIONS:  Golden  Gulf 
Coast  area.  $66,000  minimum.  Malpractice,  life,  major-medical,  dis- 
ability. Sportsman’s  paradise!  Enjoy  year-round  outdoor  activities 
(fresh,  salt  water).  Educational,  cultural  opportunities.  Astrodome, 
NASA  nearby,  Houston  metropolitan  facilities.  Submit  resume:  GCEP, 
3325  Plainview,  Suite  7,  Pasadena,  Texas  77604.  713-943-1918. 

OPHTHALMOLOGIST  TO  ASSOCIATE  in  clinical  general  eye  practice 
vpith  variety  of  case  material.  Desire  person  interested  in  phacoemulsifica- 
tion and  photocongulation  although  other  subspecialty  helpful.  Opportuni- 
ties for  fulfilling  interests  in  a variety  of  activities  in  and  out  of  medical 
field  in  this  geographical  area.  Send  curriculum  vitae  first  letter.  Please 
reply  to  Ad-664,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

GENERAL  PRACTITIONER  NEEDED  for  solo  practice.  30  bed  hospi- 
tal: free  office  space  provided:  one  other  physician  on  staff.  Minimum 
annual  salary  guaranteed.  Excellent  public  school  system;  good  hunting 
and  fishing.  60  bed  rest  home  in  immediate  area.  Contact  Administrator. 
Throckmorton  County  Memorial  Hospital.  Box  487,  Throckmorton,  Texas 
76083;  817-849-2161  or  817-345-3206. 

URGENTLY  NEEDED  ONE  BOARD  ELIGIBLE  INTERNIST  and  two 
general  practitioners  or  family  practice  physicians  for  staff  positions  in 
a 336-bed  fully  accredited  general  medical  and  surgical  hospital  located  in 
the  beautiful  Texas  Hill  Country  only  65  miles  from  San  Antonio;  start- 
ing salary  determined  by  training  and  experience:  excellent  vacation  and 
sick  leave  benefits,  insurance,  retirement,  and  other  fringe  benefits. 
Please  write  or  call  Chief  of  Staff.  VA  Hospital,  Kerrville,  Texas  78028; 
telephone  number  612-896-2020,  ext.  112.  An  equal  opportunity  employer. 

GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $18,000  to  $24,000  per  year  negotiable. 
City  has  population  of  6,000  with  trade  area  of  20,000  to  25,000.  Contact 
Chris  S.  Cruzcosa,  M.D..  300  South  5th  Street,  Carrizo  Springs,  Texas 
78834.  512-876-5236. 

FAMILY  PRACTICE  TO  JOIN  two-man  family  practice  partnership. 

Salary  first  year  with  partnership  thereafter  if  mutually  agreeable. 
Friendly  community  of  6,000  within  17  minutes  of  two  hospitals  in  city 
of  100,000.  Please  reply  to  Erwin  F.  Soell,  M.D.  or  Earl  F.  Watson,  M.D., 
P.O.  Box  578,  Iowa  Park,  Texas  76367. 

INTERNISTS  AND  FAMILY  PRACTICE  PHYSICIANS  WANTED  for 
East  Texas  city  of  25,000.  Excellent  facilities  available.  Best  recreational 
facilities  in  Texas  available  within  20  minute  drive.  Please  contact  Ad- 
667,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS  to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  J.  E.  Hogan,  M.D.,  Medical  Director, 
Malone  and  Hogan  Clinic.  901  Main  Street,  Big  Spring,  Texas  79720;  tele- 
phone  915-267-6361. 

WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 

with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  J.  E.  Hogan,  M.D..  Medical  Director,  Ma- 
lone and  Hogan  Clinic,  901  Main  Street.  Big  Spring,  Texas  79720;  tele- 
phone 915-267-6361. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
in  the  department  with  ail  new  facilities  in  hospital  and  clinic.  J.  E. 
Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  901  Main 
Street,  Big  Spring,  Texas  79710;  telephone  916-267-6361. 

LOCUM  TENENS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  300 
South  6th  Street,  Carrizo  Springs,  Texas  78834.  612-876-5236. 

WANTED:  PHYSICIAN  INTERESTED  IN  FAMILY  PRACTICE.  To 
establish  practice  in  a city  with  a population  of  4,200  located  in  Central 
West  Texas,  near  Abilene  and  San  Angelo.  Immediate  work  available.  36 
bed  open  staff  self-supporting  hospital  and  two  extended  care  facilities. 
Economy  of  farming,  ranching,  oil  producing,  and  industries.  Contact 
Ballinger  Chamber  of  Commerce,  803  Hutchings  Avenue,  Ballinger, 
Texas  76821. 

PHYSICIANS  WANTED — Progressive  East  Texas.  Located  near  East 
Texas  metroplex.  Known  as  one  of  the  most  outstanding  recreation  areas 
in  southwest.  Medical  staff  and  community  very  cooperative  in  helping  to 
establish  your  practice.  Call  214-845-2281  or  write  Milton  Bolgiano,  Ad- 
ministrator, Gladewater  Municipal  Hospital,  Box  632,  Gladewater,  Texas 
75647. 

FAMILY  PRACTITIONER  for  town  7,000,  west  central  Texas.  Well 
equipped  office  available  across  street  from  60  bed  open  staff  excellent 
hospital.  Solo  or  in  association  with  another  family  practitioner.  Lucra- 
tive opportunity.  Reply  to  Ad-660,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

PHYSICIANS  WANTED:  FAMILY  PHYSICIAN  AND/OR  INTERN- 

IST,  with  interest  in  cardiology,  to  join  two  family  physicians.  New  open 
staff  hospital  being  built.  Three  ophthalmologists  and  one  ear,  nose  and 
throat  specialist  in  community.  Desire  to  build  specialty  group.  Oil  and 
gravel  industries,  Houston  shopping  centers  within  60  miles.  C.  I.  Shult, 
M.D.,  1220  Bowie,  Columbus.  Texas  78934.  

BOARD  OR  BOARD  ELIGIBLE  FAMILY  PRACTITIONER  to  associ- 

ate  with  a two  doctor  group.  West  Texas  city  of  20,000  located  in  the  cen- 
ter of  a prosperous  irrigated  agriculture  area.  45  minutes  from  new  Texas 
Tech  School  of  Medicine.  Sunshine;  excellent  schools;  friendly  people. 
Office  in  new  27  bed  JCAH  specialty  hospital-clinic  with  staff  member- 
ship in  new  160  bed  general  hospital.  Financial  arrangement  open  with 
unlimited  future.  Contact  E.  O.  Nichols,  Jr,,  M.D,,  E.  O.  Nichols  Hospi- 
tal, Inc.,  715  Houston  Street,  Plainview,  Texas  79072.  Phone  806-296-7425. 

PHYSICIANS — 716  bed  hospital  with  active  medical,  surgical,  psychi- 

atric  services,  is  in  need  of  an  internist,  urologist,  and  psychiatrist,  pref- 
erably with  certification.  Excellent  consultation,  library,  and  continuing 
medical  education.  Close  affiliation  with  Scott  and  White  Hospital  in  edu- 
cation of  house  staff.  New  site  for  medical  school.  Salary  competitive, 
ample  vacation  and  sick  leave,  and  fringe  benefits.  Equal  employment 
opportunity  agency.  Apply  Chief  of  Staff,  VA  Center,  Temple,  Texas 
76501. 

WANTED:  TWO  PHYSICIANS.  One  internal  medicine  and  one  family 

practice  in  well  equipped  and  established  North  Dallas  Clinic,  prime  loca- 
tion. Clinic  has  both  heavy  private  practice  and  moderate  industrial  medi- 
cine practice.  All  ancillary  services  provided.  Guaranteed  take  home  in- 
come at  least  $40,000  per  year.  Please  reply  to  Ad-669,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

THE  UNIVERSITY  OF  TEXAS  HEALTH  SCIENCE  CENTER  AT  SAN 

ANTONIO,  TEXAS.  The  Department  of  Family  Practice  has  two  (2)  fac- 
ulty positions  open  for  immediate  occupancy  by  qualified  family  physi- 
cians. The  opportunities  include  participation  in  an  accredited  residency 
program,  teaching  responsibilities  in  the  undergraduate  curriculum  and 
involvement  in  direct  patient  care.  We  are  seeking  experienced  family 
practitioners  who  are  board  certified  or  eligible.  Salary  ranges  and  aca- 
demic rank  are  dependent  on  credentials  and  background.  Fringe  bene- 
fits are  liberal.  The  forty  (40)  hour  week  provides  the  opportunity  for 
an  excellent  family  life  style  in  a beautiful  city  and  teaching  institution. 
Write  or  call:  Herschel  L.  Douglas,  M.D.,  Chairman/Professor,  Depart- 
ment of  Family  Practice,  7703  Floyd  Curl  Drive,  San  Antonio,  Texas 
78284.  An  equal  opportunity /affirmative  action  employer. 

WANTED:  OB/GYN  PHYSICIANS  to  join  established  practice,  multi- 
specialty  group.  Salary  Open.  If  compatible  association,  partnership  avail- 
able for  two  physicians  of  this  specialty.  Please  reply  to  Ad-668,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GP— BEFORE  YOU  DECIDE  ON  A LOCATION  to  practice,  invest  five 
minutes  of  your  time  in  a collect  phone  call  to  Gerald  Moore,  Adminis- 
trator, Lynn  County  Hospital  District,  Tahoka,  Texas;  806-998-4633.  We 
are  only  28  miles  from  Lubbock,  Texas. 

PHYSICIAN  OWNED,  MANAGED  HOSPITAL  HAS  IMMEDIATE 

private  practice  opportunities  because  of  expansion  in  the  following 
specialties:  anesthesiology,  internal  medicine,  orthopedic  surgery,  general 
surgery.  Success  in  your  practice  guaranteed  by  the  hospital  through  a 
guarantee  of  $6,000  per  month,  cash  collected  for  a period  of  six  months 
in  addition  to  six  months  free  rent  in  one  of  two  of^  our  new  prof^- 
sional  buildings.  We  invite  inquiries  from  those  physicians  who  desire 
immediate  success  in  a private  fee-for-service  environment  and  who  have 
the  qualifications  in  any  of  these  specialties.  Please  write  Richard  Fly, 
Pasadena  General  Hospital,  1004  Seymour,  Pasadena,  Texas  77606  or 
call  collect  a^713-473-1771^  _ 

WANTED  INTERNIST  WITH  SUBSPECIALTY  in  either  cardiology, 
gastroenterology,  pulmonary  diseases  or  rheumatology  in  1975  or  1976. 
New  clinic  building  and  new  hospital.  J.  E.  Hogan,  M.D.,  Medical  Direc- 
tor, Malone  and  Hogan  Clinic,  901  Main  Street,  Big  Spring,  Texas 
79720;  Telephone  916-267-6361. 

PEDIATRICIAN  NEEDED  FOR~BROWNSVILLE  to  join  growing 
well-organized  pediatric  practice.  Beautiful  city  on  the  border  by  the 
sea,  year  round  warm  climate,  unspoiled  ocean  beaches.  36-hour  week, 
excellent  salary,  liberal  vacation  and  corporate  fringe  benefits.  Integral 
lab  with  full-time  bacteriologist,  interesting  pathology.  Large,  new 
custom  offices  with  picture  windows  opening  onto  patio  garden;  adja- 
cent to  other  specialists  and  165-bed  hospital  with  busy  obstetrical  serv- 
ice and  full-time  MD  emergency  room  coverage.  Live  where  others  only 
vacation.  Write  Adele  Bromiley,  M.D.,  1214  Poplar  Drive,  Brownsville, 
Texas  78620,  or  telephone  collect  612-642-0866  after  7 p.m. 

FAMILY  PRACTITIONER  WANTED:  Farwell,  Texas,  area  serving 
2,000  population.  Stable  economy:  agricultural  and  cattle  feeding  area. 
Clinic  available  early  May;  nursing  home  in  progress.  Nine  miles  from 
hospital  facilities  in  Clovis,  New  Mexico.  For  further  information  con- 
tact Claude  Rose,  Jr.,  P.O.  Box  226,  Farwell,  Texas  79326,  (806) 

481-3281;  Bob  Anderson,  (806)  481-3327;  or  Don  Williams,  (806) 

481-3638. 


MD — GP  or  FP  urgently  needed  in  Groesbeck,  Texas  to  eventually 
enter  partnership  with  two  older  MDs,  one  who  plans  to  retire  shortly. 
Progressive  county  seat,  town  of  2,600  people  with  large  trade  territory. 
Multiple  medium  size  industries,  bank  assets  over  13  million  dollars, 
cattle  and  gas  country.  New  38  bed  hospital.  Excellent  easily  available 
consultants,  only  40  minutes  from  Waco,  Texas.  Adequate  time  for 
recreation,  rest  and  vacation.  Contact  Groesbeck  Clinic,  P.O.  Box  470, 
Groesbeck,  Texas  76642. 

OPHTHALMOLOGIST:  Developer  of  34,000  sq.  ft.  medical  building 
located  300  feet  from  main  entrance  of  200-bed  hospital  in  town  of 
100,000  without  an  ophthalmologist  is  offering  a unique  opportunity. 
Financing  available  if  desired.  Please  reply  to  Dallas  Factors,  Inc., 
2030  Republic  National  Bank  Tower,  Dallas,  Texas  76201. 

PEDIATRICIANS  AND  INTER*NISTSl  Developer  of  34,000  sq.  ft. 
medical  building  located  300  feet  from  main  entrance  of  200-bed  hos- 
pital in  town  of  100,000  is  offering  a unique  opportunity.  Financing 
available  if  desired.  Please  reply  to  Dallas  Factors,  Inc.,  2030  Republic 
National  Bank  Tower,  Dallas,  Texas  75201. 

WANTED:  Young,  general  surgeon  willing  to  do  some  GP.  Solo  prac- 
tice but  trade  out  on  assisting  with  surgery,  calls,  vacation,  etc.  Excel- 
lent office  sites.  Two  hospitals  with  recent  large  expansion  of  both. 
Good  area  for  living  with  many  recreational  facilities.  Please  reply  to 
Ad-663,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  NEUROSURGEON  for  locum  tenens  for  4 to  5 weeks  in 
July  and  August,  1975.  Salary  — $1750  per  week.  Good  opportunity  for 
resident,  finishing  trainee,  or  for  other  interested  physician.  Excellent 
medical  facilities  available.  Please  reply  to  Ad-664,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

^GASTROENTEROLOGIST  “aND“ INTERNISTS  WANTED:  Five  man 
internist  group  in  Abilene,  Texas,  population  100,000.  Democratic  pro- 
fessional association,  two  hospital  endoscopy  labs,  ideal  office  set-up. 
Quick  full  association,  good  salary  first  year.  Excellent  recreation,  three 
colleges.  General  internists,  chest  physician,  endocrinologist  and  rheu- 
matologist needed.  Contact  business  manager,  Abilene  Diagnostic  Clinic, 
642  East  Highway  80,  Abilene,  Texas  79601,  916-673-6201. 

WANTED:  PHYSICIAN  GROUP  TO  COVER  EMERGENCY  ROOM 
at  Cook  Memorial  Hospital,  Levelland,  Texas  and  University  Hospital, 
Lubbock,  Texas.  Contact  Weldon  Chamberlin,  Administrator,  University 
Hospital,  806-792-7112;  write  1900  South  College,  Levelland,  Texas. 


Situations  Wanted 


OB-GYN,  30  board  eligible,  university  training.  Solo,  associate  or  group 
will  be  considered.  Please  reply  to  Ad-542,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

DIAGNOSTIC  RADIOLOGIST:  32,  certified  American  Board  of  Radio- 
logy, trained  in  vascular  angiography,  neuroradiology  and  ultrasound: 
seek  solo  or  associate  practice  for  July  1976,  consider  all  locations; 
FLEX  license.  Please  reply  to  Ad-647,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

CARDIOVASCULAI^HORACIC  AND  GENERAL  SURGEON,  W, 
bilingual  (Spanish)  seeks  association  with  group,  institution  or  another 
surgeon.  Available  any  time.  Please  reply  to  Ad-662,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ANESTHESIOLOGIST,  board  certified,  age  41,  would  like  to  relocate 
from  Midwest.  Texas  license.  Prefer  small  city.  Please  reply  to  Ad-655, 
^xas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PSYCHIATRIST,  37,  board  certified,  bilingual.  Seeks  solo,  partnership 
or  group  private  practice.  Part  time  CMH  center  consultation  possible. 
Texas  licensed.  C.V.  on  request.  Please  reply  to  Ad-662,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

MD  SEEKS  either  San  Antonio  or  Austin  general  practice  (or  with 
pathology).  Experienced.  Contact  612-828-3647,  or  write  Ad-666,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN:  Female,  30,  board  eligible,  available  July  or  August 
1975.  Desires  association,  solo,  group  practice  or  full  time  hospital  staff 
in  or  near  Houston  Metro  area.  University  trained,  Pennsylvania  license, 
FLEX.  Please  reply  to  Heena  N.  Thakkar,  M.D.,  c/o  Bipin  R.  Kapadia, 
906  Autumn  Oaks,  Houston,  Texas  77024. 

BOARD  CERTIFIED  INTERNIST,  30,  desires  locum  tenens  (1-2 
weeks)  and/or  weekend  coverage  work.  Will  do  general  medicine  or 
internal  medicine  and  will  travel  within  State  of  Texas.  Please  reply  to 
Ad-666,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas,  Texas  75218. 

FOR  SALE:  Nicely  furnished  office  and  equipment  of  Dr.  A.  G. 
Arrant  (deceased)  and  his  medical  practice  to  some  doctor  wishing  to 
relocate.  Is  in  good  location  on  Hickory  .Street  in  Abilene,  Texas.  If 
interested  call  Mrs.  A.  G.  Arrant,  800  iSayles  Blvd.,  Abilene,  Texas 
79605  or  call  673-8400. 

CLINIC  AVAILABLE,  Texas  Gulf  Coast,  need  surgeon  and  primary 
physicians;  will  introduce.  Remain  active  as  desired.  Please  reply  to 
Ad-661,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

FOR  RENT:  Waterfront  beach  house  with  beautiful  view  of  Gulf  of 
Mexico  at  Freeport.  Air-conditioned,  electric  range,  refrigerator,  sleeps  8. 
Cooking  utensils  provided,  renter  need  only  bring  linens  and  food.  Fish- 
ing, swimming,  beachcombing,  good  restaurants  nearby.  Now  taking  sum- 
mer reservations  from  responsible  families  at  $250  a week.  Reduced  off 
season  rates  available.  J.  C.  DeWitt,  M.D.,  109  Timberlane,  Alvin,  Texas 
77511.  Telephone:  office  713-765-2166;  home  713-331-5153. 

FOR  LEASE — Centrally  located  office:  in  building  with  two  other  doc- 
tors in  general  practice.  Close  to  hospital.  Laboratory  and  x-ray  facilities 
available.  Contact  S.  O.  Baggett.  M.D.,  or  H.  L.  Williams,  M.D.,  No. 
7 Medical  Arts  Square,  Austin,  Texas  78706.  Telephone  512-472-0223. 

OPHTHALMOLOGY  PRACTICE — active  practice  in  West  Texas  city  of 
90,000.  Reasonable  terms.  Will  introduce.  Please  reply  to  Ad-666,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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FOR  LEASE:  Mid-northside  San  Antonio — office  space  in  established 
medical  complex:  560  square  feet;  includes  waiting  room,  two  examin- 
ing rooms,  receptionist-business  office,  physicians  office.  Laboratory  and 
x-ray  facilities  available.  Please  reply  to  Ad-661,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

LEASES  AVAILABLE — Luxurious  garden  medical  office  suites  in 
Richardson’s  three  finest  medical  centers.  Cottonwood  Plaza — Belle  Grove 
Plaza — University  Plaza.  214-231-2664.  Blanchard-Scherer  Company, 
Builders,  Owners.  Management. 

~UNIVERSITY“PR0FESSI0NAL“  plaza,  Richardson.  A luxurious 
garden  medical  office  center.  Now  leasing.  Ownerships  available.  214- 
231-2664.  Occupancy  November  1976.  A Blanchard-Scherer  Property. 

FOR  SALE;  Examining  equipment  and  surgical  instruments  for  eye, 
ear,  nose  and  throat  practice:  Keratometer:  Thorpe  Slit  Lamp:  A-O 
Projectochart;  A-O  EENT  chair,  foot  pedal,  hydraulic:  Vistamatic 
Ophthalmoscope:  Zeiss  M-1  Operating  Microscope.  Please  reply  to  Frank 
B.  Duncan,  M.D.,  Amarillo  Building,  Amarillo,  Texas  79101;  phone 
office  806-373-2232;  home  806-376-7976. 


Miscellaneous 

ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78706.  Phone  612-472-9261. 


STAFF  PHYSICIAN 

The  Corporate  Medical  Department  of  Shell  Oil  Com- 
pany, Houston,  Texas,  has  a new  opening  for  a physician 
strongly  oriented  to  clinical,  occupational  and  preven- 
tive medicine.  Previous  industrial  experience  desirable, 
but  not  mandatory.  Salary  competitive  and  commen- 
surate with  qualifications.  Please  send  resume,  in  con- 
fidence, to:  R.  E.  Joyner,  M.D.,  Corporate  Medical  Di- 
rector, Shell  Oil  Company,  P.  O.  Box  2463,  Houston, 
Texas  77001.  Phone  713  220-6359. 
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Ayerst  Laboratories 

Barry  Laboratories 

Beverly  Hills  Hospital  and  Clinic 

Blue  Cross-Blue  Shield  of  Texas 

Boehringer  Ingelheim  Ltd. 

Burroughs-Wellcome  Company 

Comatic  Laboratories,  Inc. 

Dallas  Medical  & Surgical  Clinic 
and  Hospital 

The  Diagnostic  Clinic  of  San  Antonio,  P.A. 
Dorsey  Laboratories 

Flint  Laboratories  101 

Russell  Grace  Insurance 

Ives  Laboratories 

Mead  Johnson 

Kelsey-Seybold  Clinic 

Lederle  Laboratories 

Eli  Lilly  and  Company 

Medical  Arts  Clinic  of  Corsicana 

The  Medical  Protective  Company 

Merck,  Sharp  & Dohme 

The  Pharmaceutical  Manufacturers  Association 
Poythress 

The  Prudential  Insurance  Company  of  America 

Psychiatric  Institute  of  Fort  Worth 

A.  H.  Robins  Company 

Radiology  Associates  of  Fort  Worth 

Reed  & Carnrick 

Roche  Laboratories  1-2,  34-36,  38-39,  108- 

Roerig 

Scott  and  White  Clinic 
G.  D.  Searle  & Co. 

Seaview  Hospital 
Shell  Oil  Company 
Smith  Kline  & French 
Starlite  Village  Hospital 
Surgical  Mechanical  Research,  Inc. 

Texas  Medical  Association 

Annual  Session 
Automobile  Leasing  Program 
Balkan  Adventure 
Memorial  Library  Fund 

Timberlawn  Psychiatric  Hospital 

Torbett,  Hutchings,  Smith  Memorial  Hospital 

Travis  Clinic  Foundation  and 
Travis  Clinic  Association 

Wallace  Laboratories 
Warren-Teed  Pharmaceuticals 
Wichita  Falls  Clinic 
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Editorials 


MORE  MEDICAL  SCHOOLS,  YES  OR  NO? 

Editor’s  note:  Divided  loyalties  plague  physici- 
ans on  many  levels.  Currently  at  issue  is  whether 
or  not  Texas  needs  more  medical  schools. 

The  agency  for  the  state,  the  Coordinating 
Board,  Texas  College  and  University  System, 
has  made  its  own  exhaustive  review  of  develop- 
ment of  medical  schools,  and  it  supports  fund- 
ing the  present  schools  to  the  maximum — as 
many  students  as  they  can  educate,  even  if  it 
means  expandingthe  enrollment  goals — before 
building  additional  schools. 

The  Texas  Medical  Association’s  House  of 
Delegates  has  stated  that  existing  schools 
should  be  adequately  funded  before  any  new 
schools  are  approved. 

Dr.  John  Q.  Citizen  probably  would  agree — if 
the  proposed  new  schools  would  be  elsewhere. 
On  the  other  hand,  “a  medical  school  for  our 
city”  has  mighty  civic  and  professional  appeals. 
If  community  leaders  want  a new  medical  school, 
local  physicians  will  become  involved  whether 
they  want  to  be  or  not.  Each  one  likely  will  have 
to  takea  stand  and,  for  better  or  worse, 
defend  it. 

This  is  precisely  the  situation  facing  physi- 
cians in  the  Denton-Fort  Worth-Dallas  area.  The 
followingeditorial,  first  published  in  the  Febru- 
ary issue  of  the  Bulletin  of  the  Tarrant  County 
Medical  Society,  is  a forthright  statement  by  the 
society’s  president. 


Medical  doctors  in  Tarrant  County  face  some- 
thing of  a dilemma,  in  knowing  what  attitude  to 
take  about  new  medical  schools  proposed  for 
the  Fort  Worth  area.  Notone,  but  two*  univer- 
sities in  Texas  are  seeking  state  tax  dollars  to 
add  facilities  and  curricula  fortraining  physi- 
cians here. 

The  Texas  College  Coordinating  Board,  ad- 
visory to  the  Legislature,  has  approved  a merger 
of  privately  endowed  Texas  College  of  Osteo- 
pathic Medicine  with  North  Texas  University. 
TCOM  graduated  18  last  year,  has  60  in  its 
freshman  class,  and  plans  expansion  to  100 
graduates  per  year  if  the  Legislature  will  grant 
funds. 

The  Coordinating  Board  has  rejected  the  plan 
of  Texas  Woman’s  University  to  form  a medical 
school  at  a privately  donated  60-acre  site  on 
N Loop  820  near  1-35-W.  The  Board  based  its 
decision  on  a two-year  study  by  an  independent 
advisory  committee,  which  recommended  no 
new  medical  ordental  schools  forTexas  at  this 
time. 

TWU  officials  intend  to  go  directly  to  the  Leg- 
islature this  session,  over  the  head  of  the  Coor- 
dinating Board.  Sympathetic  drum-beating 
among  loyal  and  influential  Fort  Worth  boosters 
has  arisen. 

Where  does  Tarrant  County  Medical  Society 
stand  in  the  midst  of  all  this? 

The  House  of  Delegates  of  our  Texas  Medical 
Association  has  reaffirmed  its  policy  (and  ours): 
‘TMA  strongly  believes  that  existing  schools 

*Since  this  article  was  prepared,  bills  have  been  intro- 
duced into  the  Legislature  relating  to  the  establishment 
of  The  University  of  Texas  Medical  School  at  Corpus 
Christi,  and  The  University  of  Texas  Medical  School  of 
the  Rio  Grande  Valley. 
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for  doctors  of  medicine  and  allied  professions 
should  be  adequately  funded  prior  to  approval 
of  any  new  schools.”  Tarrant  delegates,  elected 
byTCMS,  helped  make  this  policy  decision. 

How  can  we  convince  our  local  friends  that 
what  is  wise  forTexas  isalsowise  forTarrant 
County?  All  of  us,  laymen  and  doctors  alike,  have 
never  become  quite  inured  to  living  in  the  sha- 
dow of  Big  D’s  regional  offices  and  high-rises. 
We  still  sting  because  Love  Field’s  unexpected 
longevity  endangers  D-FW  Airport.  There  is 
rightful  indignation  that  our  city  must  be  about 
the  largest  in  the  US  without  a medical  school  of 
its  own. 

Let’s  consider  some  of  the  ploys  that  have 
been  going  around: 

“We  can  start  a new  medical  school  for  as  little 
as  $38  million.”  Medical  educators  tell  us  that 
$125  million  is  more  realistic.  TCU  abandoned 
consideration  of  a medical  college  many  pre- 
inflation years  ago,  I am  told,  because  it  found 
$60  million  to  be  required  then. 

“But  if  the  new  school  had  smaller  classes,  and 
used  new  techniques , eg  schools  without  walls,  it 
would  cost  less,  right?”  Wrong.  How  many  Fort 
Worth  business  men  would  agree  that  50  air- 
planes can  be  built  at  one-fourth  the  cost  of 
200?  There  is  no  way  the  unit  cost  can  remain 
the  same.  As  for  abandoning  proved  teaching 
techniques  for  new  methods,  we  are  in  danger 
of  “advancing”  right  back  to  the  pre-Flexner 
(1905)  era  of  education,  when  a city  of  any  size 
might  have  its  own  “medical  school.”  It  was  a 
bitter  lesson  we  should  not  have  to  re-learn. 

“But  there  is  such  a need  for  doctors — so  many 
Texas  counties  without  a doctor — need  more 
family  practitioners — more  from  minority  groups 
— Foreign  Medical  Graduates  (FMGs)  filling  the 
vacuum  . . .”  Flooding  the  nation  with  doctors 
has  never  solved  the  rural  distribution  problem 
in  any  other  country.  Phillipines  hasa  surfeit 
of  doctors;  yet,  ratherthan  live  on  small  islands 
or  in  villages,  the  excess  graduates  prefer  to 
clerk  in  Manila  stores.  Even  Russia — which 


specifies  where  each  person  shall  live,  and  re- 
quires a visa  for  travel  even  outside  one’s  own 
home  town — has  a rural  doctor  shortage.  Bond- 
ed servitude  in  rural  US,  featured  in  bills  by 
Sen.  Kennedy  and  others,  would  not  succeed 
here  any  better  than  in  Soviet  Russia. 

Influx  of  FMGs  is  an  irrelevant  situation  en- 
tirely, which  must  be  handled  separately.  FMGs 
stay  in  cities  and  medical  centers,  do  not  fill 
rural  or  ghetto  vacuums,  and  would  come  here 
even  if  domestic  doctors  were  increased  ten- 
fold. Problems  of  family  practitioner  ratios  and 
minority  imbalance  are  due  to  bias  in  all  schools, 
not  to  be  corrected  by  new  ones  with  reverse 
bias. 

“No  profession  has  ever  favored  a large  increase 
in  its  own  numbers.”  That’s  the  sneaky  one,  that 
hurts  most.  Without  a shred  of  justification,  it 
insinuates  that  doctors  want  to  discourage  more 
schools  in  order  to  keeptheir  fees  up  and  com- 
petition down. 

Over  ten  years  ago  a shortage  of  doctors  in 
Texas  was  recognized.  TMA  favored  augmented 
medical  school  output  by  doubling  graduating 
classes  at  UTMB  and  Southwestern,  plus  adding 
Baylor  and  San  Antonio  to  the  tax-funded  sys- 
tem, for  a quick  increase  to  800  graduates 
yearly.  New  schools  at  Lubbock  and  Houston  are 
being  added  for  a total  of  six  institutions  which 
will  turn  out  well-qualified  doctors  in  sufficient 
numbers  to  overtake  and  well  outdistance  the 
population  growth  rate.  This  goal  has  been  ac- 
complished, at  a lower  unit  tax  cost  than  would 
a rash  of  smaller  schools  all  around  the  state. 

These  are  answers  which  I feel  we  should 
present  to  our  lay  friends.  All  citizens,  proud  as 
weare of  ourfair community,  should  also  be 
proud  of  beingTexans.  We  should  be  willingto 
wait  until  it  is  possible  to  work  within  the  system 
forthe  kind  of  medical  school  that  will  bring 
most  credit  to  Fort  Worth  and  Tarrant  County. 

Val  F.  Borum,  MD,  Ft.  Worth, 

President,  Tarrant  County  Medical  Society. 


Volume  71,  May,  1975 


143 


THERE  IS  A CRISIS 
IN  MEDICAL  CARE  . . . 

IT  AFFECTS  YOU-THE  PATIENT 
AS  WELL  AS  YOUR  DOCTOR 


Many  physicians  cannot  get  professional 
liability  (malpractice)  Insurance.  Those  who 
can  get  It  are  paying  premiums  which  have 
gone  as  high  as  $40,000  a year— yet  only  16e 
ot  that  premium  dollar  is  received  by  the  In- 
jured patient. 

Even  physicians  never  threatened  with  a suit 
cannot  get  their  policies  renewed,  and  new 
physicians  have  great  difficulty  In  getting 
coverage. 

HOW  WILL  IT  AFFECT  YOU? 

* Some  surgery  and  emergency  rooms  could  be 

closed. 

’ Spiraling  premiums  will  Increase  the  cost  of 
your  care. 

Y Your  doctor  may  be  forced  to  order  many 
additional  tests  that  he  wouldn’t  ordinarily 
request  to  protect  himself  against  suit. 

* Doctors  may  move  to  other  areas  where  they 

can  get  coverage. 

* Some  doctors  will  retire  early  or  no  longer 

provide  a full  range  of  medical  care  if  In- 
surance Isn’t  available  or  Is  too  expensive. 


TEXAS  MEDICAL  ASSOCIATION 


YOU  CAN  HELPI 

As  your  doctor.  I am  asking  that  you  write  your 
State  Representative  and  Senator  In  the  Texas 
Legislature.  Urge  them  to  support  the  “Pa- 
tients’ Insurance  Compensation  Act  of  Texas.” 
This  act  will  help  guarantee  Injured  patients 
a fair  amount  and  keep  your  doctor  In  the 
practice  of  medicine. 

DO  rr  TODAYI  SUPPORT  HB  1129  BY  POWERS  AND 
SB  635  BY  FARABEE— "THE  PATIENTS’  INSURANCE 
ACT  OF  TEXAS  ” 


9*5X12*5  Poster 


YOU  CAN  BRING  ABOUT  A SOLUTION  TO  THE 
MALPRAaKE  INSURANCE  SITUATION  IN  TEXAS 


With  your  help,  a solution  to  the  critical  professional  liability 
insurance  situation  in  Texas  is  attainable.  TMA  has  had  intro- 
duced into  the  Texas  Legislature  House  and  Senate  bills  known 
as  the  "Patients’  Insurance  Compensation  Act  of  Texas.”  This 
act  would  establish  a special  board  composed  of  doctors,  at- 
torneys, and  laymen.  This  board  would  review  claims  of  injured 
patients  and  determine  whether  or  not  there  had  been  negli- 
gence and,  if  proved,  the  injured  patient  would  be  compen- 


sated under  terms  of  the  act.  An  appeal  to  the  courts  would 
be  allowed  if  a patient  or  doctor  is  not  satisfied  with  the  pay- 
ment. Reasonable  attorney’s  fees  would  be  allowed. 

The  bills  (HB  1129  and  SB  635)  need  broad  public  sup- 
port— which  you  can  encourage.  A small  (SVixe^i)  brochure 
has  been  prepared  for  distribution  to  your  patients  and  friends, 
plus  a 9x12  poster  for  your  reception  area.  Order  them  today. 
There  is  no  charge. 


Send  to: 

Public  Relations  Division 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Please  send  the  following  (give  quantity): 

"Crisis  in  Medical  Care”  brochure 

"There  is  a Crisis  in  Medical  Care”  poster 


PLEASE  TYPE  OR  PRINT 


Name 


Address 


City 


State 


Zip 
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TEXAS  MEDICINE 


Drive  a brand  new, 
1975 tax  deduction. 
Lincoln,  Cadillac, 
Mercury  or  pickup. 


r 


Lease  at  fleet  discounts  through 
TMA’s  auto  lease  program 


Declare  the  new  car  you  lease  from  us  as  your 
business  car.  Couple  this  with  the  fact  any  car 
you  lease  from  us  is  at  the  same  low  discount 
large  businesses  enjoy  and  you’ve  got 
yourself  a beautiful,  1975  tax  deduction  you 
can  actually  drive  and  enjoy. 

Your  association  makes  it  possible  for  you 
to  participate  in  low  discount  leasing  rates  on 
brand  new  1 975  luxury  cars  and  trucks  with 
wide  flexibility:  any  vehicle  you  desire;  custom- 
tailored  leasing  program. 


Features 

• Low  lease  cost 

• Save  taxes 

• Keep  your  cash  working 

• Recordkeeping  is  done  for  you 

• All  types  of  vehicles  and  equipment  available 

• Lease  tailored  to  your  requirements 

Through  TMA’s  discount  lease  program, 
you  can  also  dispose  of  your  present  vehicle, 
obtaining  its  value  in  cash  for  investment  else- 
where or  lowering  your  monthly  lease  payment. 

This  same  group  discount  program  may  be 
applied  to  ranch  or  other  business  vehicles. 

Let  us  show  you  how  the  TMA  Automobile 
Lease  Program  can  put  you  in  a 1 975  Lincoln, 
Cadillac,  Mercury,  pickup  or  vehicle  of  your 
choice  right  now  and  at  the  same  time  save  you 
tax  dollars.  Send  in  the  coupon  today  for  full 
details. 


Texas  Medical  Association 
AutomobUe  Lease  Program 


To:  Texas  Medical  Association  Automobile  Lease  Program 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

I am  interested  in  receiving  more  information  regarding  vehicle  leasing  through  my  TMA  membership. 


Name 


Phone_ 


State_ 


-Zip 


Best  time  to  call:. 


\ Type  of  vehicle(s)  I'm  interested  i 


in. 


/ 


It  has  been  an  eventful  year 


It  seems  only  a few  short  weeks  since 
I wrote  my  first  president’s  page  in 
1974.  The  past  year  has  passed  quick- 
ly, and  a great  many  events  have  oc- 
curred in  the  realm  of  American 
medicine.  While  we  were  debating  the 
merits  and  disadvantages  of  PSRO, 
one  of  the  most  significant  and  far 
reaching  problems  ever  to  confront 
the  medical  profession  appeared  on 
the  scene:  Suddenly,  for  several  rea- 
sons, professional  liability  insurance 
became  unavailable  to  many  physi- 
cians, and  those  who  could  obtain  cov- 
erage were  faced  with  prohibitively 
excessive  premiums.  The  problem  was 
brought  to  state  legislatures  for  solu- 
tions. The  officers  and  legal  counsel  of 
the  Texas  Medical  Association,  in  con- 
j unction  with  the  Task  Force  on  Pro- 
fessional Liability,  prepared  for  the 
Texas  legislature  a number  of  pro- 
posed bills  designed  to  attack  the 
problem  on  several  fronts. 

In  order  to  secure  a better  relation- 
ship with  allied  medical  personnel,  the 
Executive  Board  met  during  the  past 
year  with  representatives  of  the  Tex- 
as Nurses  Association,  Texas  Veteri- 
nary Medical  Association,  Texas 
Pharmaceutical  Association,  Texas 
Hospital  Association,  Texas  Osteo- 
pathic Medical  Association,  and  Blue 
Cross-Blue  Shield. 

These  meetings  helped  to  develop 
better  understanding  of  common 
problems,  and  to  insure  a continuing 
dialogue  with  these  several  groups. 

As  if  we  were  not  sufficiently  be- 
leaguered, the  93rd  Congress  passed — 
in  its  final  hasty  hours — a bill  which 
was  vigorously  opposed  by  the  medical 
profession:  the  infamous  HB  16204, 
which  has  become  PL  93-641.  This  is 
a planning  and  development  law 
which  will  affect  every  United  States 
citizen  as  well  as  the  entire  health  care 
establishment.  It  embodies  almost  all 


of  the  goals  of  the  socialist  planners 
who  have  been  active  in  the  American 
government  during  the  past  40  years. 
The  proponents  of  this  legislation 
really  did  not  hope  to  have  it  enacted 
this  soon,  nor  did  they  believe  Presi- 
dent Ford  would  sign  it  into  law.  It 
will  have  far  reaching  effects. 

It  has  been  a distinct  honor  and  a 
great  privilege  to  serve  as  your  presi- 
dent this  year;  the  period  has  been 
filled  with  all  manner  of  experiences. 
The  greatest  reward  has  been  to  be- 
come better  acquainted  with  many 
Texas  physicians  and  to  find  numer- 
ous new  friends  among  the  dedicated 
physicians  of  Texas.  I shall  be  forever 
grateful  for  the  opportunity  you  pro- 
vided me. 


E.  W.  Schmidt,  President, 
Texas  Medical  Association. 
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TEXAS  MEDICINE 


Simple  pain  and  fever 


Available  in  three  sizes 


125 

300 

600 


mg. 


mg. 


mg. 


Brief  summary 

Each  suppository  contains  Acetaminophen  N.F. 
125  mg.,  300  mg.,  or  600  mg.  in  a Polyethylene 
Glycol  base.  For  the  temporary  relief  of  simple 
pain  and  fever  due  to  colds. 

Dosage:  Adults  — one  300  mg.  suppository  4 to 
8 times  daily  or  one  600  mg.  suppository  3 or  4 
times  daily.  Children  — one  125  mg.  suppository 
3 or  4 times  daily.  Insert  suppository  well  up  Into 
the  rectum. 

Warning:  Do  not  give  to  children  under  three 
years  of  age  or  use  for  more  than  10  days  unless 
directed  by  physician. 

Supply:  Boxes  of  12  foil-wrapped  suppositories 
in  125  mg.,  300  mg.  and  600  mg.  strengths. 
CAUTION:  Federal  law  prohibits  dispensing 
without  prescription. 

Listed  in  your  1975  PDR 


Comatic  Laboratonea,  Inc. 


P.  O.  BOX  42300 


HOUSTON.  TEXAS  77042 


Scott  and  White  Clinic 


AN  ASSOCIATION  AFFILIATED  WITH  SCOTT  AND  WHITE  MEMORIAL  HOSPITAL 
AND  SCOTT,  SHERWOOD  AND  BRINDLEY  FOUNDATION. 

TEMPLE,  TEXAS  76501  AC  817  778-4451 


Senior  Consultant 

Perry  C.  Talkington,  M.D. 
Psychiatrist-in-Chief 

Howard  M.  Burkett,  M.D. 
Medical  Director 

James  K.  Peden,  M.D. 
Director  of  Professional 
Education 

Jerry  M.  Lewis,  M.D. 
Associate  Psychiatrists 
Claude  L.  Jackson,  M.D. 
Dode  Mae  Hanke,  M.D. 
Doyle  I.  Carson,  M.D. 
Larrie  W.  Arnold,  M.D. 


Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Linda  R.  Hughes,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King,  M.D. 

Claude  R.  Nichols.  M.D. 
Larry  E.  Tripp,  M.D. 

Donald  N.  Offutt,  M.D. 
Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 

Carol  A.  Lewis,  M.D. 

Sandra  Steinbach,  M.D. 
Marianne  Seidel,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 
Dale  R.  Turner,  Ph.D. 
Robert  W.  Hagebak,  Ph.D. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Therapy 

Edward  R.  Supina,  M.Ed., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  Jr. 


Social  Work 

Robert  P.  Stewart,  M.S.S.W. 
Donald  H.  Cawley,  M.S.S.W. 
Peggy  B.  Nash,  M.S.W. 
Connie  D.  Bennett,  M.S.S.W. 
Sally  McCall,  M.S.S.W. 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  HOSPITAL 


AC  214  381-7181  P.  0.  Box  11288  Dallas,  Texas  75223 


icine 


Hpgraphy 
BRery  hypertension 
^6urnal  is  a bargain 
gates’  actions 


□.0.  8AN  FRANCI800 

JUN  1 7 1975 


®0rbptt-2|utrijtn0B-^mitI|  iM^moriai  Sfoopital 

anJJ  SEarbett-l^iclrfnQB'^miti;  Clinic 


322  Coleman  Street 
Post  Office  Box  60 

GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland.  M.D..  F.A.C.S. 
Howard  L.  Smith,  M.  D.,  F.A.C.S. 
Cecil  A.  McRee,  M.D. 

INTERNAL  MEDICINE 

W.  F.  McKinley.  Jr..  M.D. 

James  S.  Bussell.  M.  D. 

C.  G.  Brown,  M.D. 

VASCULAR  SURGEY 
Cecil  A.  McRee,  M.D. 

EYE,  EAR.  NOSE  AND  THROAT 
S.  W.  Huphes.  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland.  M.D.,  F.A.C.S. 


fHarltn,  Slexas  76661 


ALLERGY 
S.  W.  Hughes,  M.D. 

CARDIOLOGY 
W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese.  M.D.,F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart.  M.D. 

S.  M.  Bunn.  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


Telephone;  936-3561 


NEUROPSYCHIATRY 

S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Director-Coordinator,  Nursing  Service: 

T.  G.  Newton,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  Smith  M.D  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 

which  opened  January,  1963.  The  original  hospital  was 

founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 

other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAT 


41U5  Live  Oak  Street 


DALLAS,  TEXAS  75211 


Telephone  823-4151 


INTERNAL  MEDICINE 
Edwin  M.  Cleveland,  M.D. 

John  B.  Allen,  M.D.,  D.A.B.I.M. 

Morris  E.  Magers,  M.D., D.A.B.I.M. 

Channing  Woods,  M.D. 

Richard  C.  Stone.  M.D.,  Gastroenterology 
Landon  W.  Stewart,  M.D.,  D.A.B.I.M. 

Cloyce  L.  Stetson,  Jr..  M.D.,  D.A.B.I.M. 

David  S.  Sowell.  HI.  M.D..  D.A.B.I.M.,  Cardiology 
Don  E.  Cheatum,  M.D.,  D.A.B.I.M.,  and  D.A.B.  Rhu. 
(Arthritis  and  Connective  Tissue  Diseases) 
ORTHOPEDIC  SURGERY 
George  S.  Phalen,  M.D.,  D.A.B.O.S.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Bourland.  M.D.,  D.A.B.O.G. 

John  B.  Miller,  HI,  M.D. 

PEDIATRICS 

Halcuit  Moore,  M.D.,  D.A.B. P.,  F.A.A  P 
P.  E.  Luecke,  Jr.,  M.D.,  D.A.B. P..  F.A  A P 
Larry  Gray,  M.D.,  D.A.B.P.,  F,A.A.P.' 

GENERAL  SURGERY 

Henry  G.  Montgomery,  M.D.,  D.A.B. S.,  F.A.C.S 
George  P.  Fosmire,  M.D.,  D.A.B.S.  F.A  C S ' ' 
Miller  S.  Bell,  M.D.,  D.A.B.S.,  D.A.b!t.'s.' 
UROLOGY 

Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S. 

William  H.  Hoffman,  M.D.,  D.A.B.U.,  F.A  C S 
Richard  B.  Dulany,  M.D.,  D.A.B.U.,  KA.C.S.  ' 

RADIOLOGY 

Raymond  W.  Burford,  M.D.,  D.A.B.R. 

Joe  B.  Caldwell,  M.D.,  D.A.B.R.  ' 

James  B.  Evans,  M.D. 


DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A. D.,  F.A.C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W.  Shuster,  M.D.,  D.A.B.O. 

James  P,  Albrite,  M.D.,  D.A.B.O. 

OPHTHALMOLOGY 
R.  M.  Burnside.  M.D.,  D.A.B.O. 

James  M.  Copps,  M.D.,  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
J.  Boyd  Hollabaugh,  D.D.S. 

William  F.  Walton,  D.D.S. 

George  D.  Blake,  D.D.S. 

Larry  L.  Cowsert.  D.D.S. 

ADMINISTRATION 
C.  H.  Rosamond,  Administrator 
Jack  Green,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Biliye  J.  Norris,  R.N. 

INACTIVE  STATUS 

George  M.  Underwood.  M.D.,  D.A.B.I.M..  F.A.C.P. 

Gastroenterology  

P.  E.  Luecke,  Sr.,  M.D.,  D.A.B. P.  F A A P 
Willi:^  H Potts,  M.D.,  F.A.C.P..  Internal  Medicine 
Woods.  M.D.,  Surgery  Emphasizing  Tumors 
J.  Wilbur  Bourland,  Jr..  M.D.,  Obstetrics  and  Gynecology 
Adam  D.  Green,  M.D.,  Surgery  viuey 

B.  Celia  Slaughter,  M.D.,  D.A.B. P..  F.A.A.P. 


In  patients  with  chronic  or 
frequently  recurrent  urinary 
tract  infections 


Bactrim 

outperforms 

ampicillin. 

In  new  multicenter  studies  a higher  percentage 
of  Bactrim-treated  patients  maintained  clear  cultures 
for  four,  six  and  eight  weeks. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows; 

INDICATIONS:  Chronic  urinary  tract  infections  evidenced 
by  persistent  bacteriuria  (symptomatic  or  asymptomatic), 
frequently  recurrent  infections  (relapse  or  reinfection), 
or  infections  associated  with  urinary  tract  complications, 
such  as  obstruction.  Primarily  for  cystitis,  pyelonephri- 
tis or  pyelitis  due  to  susceptible  strains  of  E.  coli, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  Proteus 
vulgaris  and  Proteus  morganii. 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
these  urinary  tract  infections. 

The  recommended  quantitative  disc  susceptibility 
method  (Federal  Register  37:20527-20529,  1972) 
may  be  used  to  estimate  bacterial  susceptibility  to 
Bactrim.  A laboratory  report  of  “Susceptible  to  tri- 
methoprim-sulfamethoxazole” indicates  an  infection 
likely  to  respond  to  Bactrim  therapy,  “Intermediate 
susceptibility”  also  indicates  a likely  response  and 
“Resistant”  that  response  is  unlikely. 

Contraindications;  Hypersensitivity  to  trimethoprim  or 
sulfonamides;  pregnancy;  nursing  mothers. 

Warnings:  Deathsfrom  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias 
have  been  associated  with  sulfonamides.  Experience 
with  trimethoprim  is  much  more  limited  but  occa- 
sional interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombo- 
penia  in  elderly  patients  on  certain  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaun- 
dice may  be  early  signs  of  serious  blood  disorders. 
Frequent  CBC's  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted.  Data  are  insufficient 
to  recommend  use  in  infants  and  children  under  12. 


See  charts  on  following  page  for  details  of  studies. 


For  chronic  cystitis  or  pyelonephritis 
evidenced  by  persistent  bacteriuria, 
frequently  recurrent  infections  or  infections 
associated  with  urinary  tract 
complications,  when  infection  is  due 
to  susceptible  organisms. 


Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
severe  allergy  or  bronchial  asthma.  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  he- 
molysis, frequently  dose-related,  may  occur.  During 
therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  exami- 
nation, and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported 
with  Bactrim.  Blood  dyscrasias:  Agranulocytosis, 
aplastic  anemia,  megaloblastic  anemia,  thrombopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  re- 
actions: Erythema  multiforme,  Stevens-Johnson 
syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photosen- 
sitization, arthralgia  and  allergic  myocarditis.  Gastro- 
intestinal reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuri- 
tis, mental  depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo,  insomnia,  apathy,  fatigue, 
muscle  weakness  and  nervousness.  Miscellaneous 
reactions:  Drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E. 
phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia  in  patients;  cross-sensitivity  with 
these  agents  may  exist.  In  rats,  long-term  therapy 
with  sulfonamides  has  produced  thyroid  malignancies. 


DOSAGE:  Not  recommended  for  children  under  12. 

Usual  adult  dosage:  2 tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 
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Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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In  new  multicenter  studies 
of  patients  with  chronic  or  frequently 
recurrent  urinary  tract  infections 


Bactrim 

(80  mg  trimethoprim/400  mg  sulfamethoxazole) 

outperforms  ampicillm 


Bactrim  vs  ampicillin.  10-day  therapy.  157  patients. 


Bactrim  vs  ampicillin.  28-day  therapy.*  53  patients. 


Criterion  for  clear  culture:  1000  or  fewer  organisms/ml  of  urine. 
Numbers  in  parentheses:  No.  of  patients  evaluated  for  this  time  period. 

17. 5% The  Bactrim  plus. 

Patients  maintaining  clear  cultures  for8  weeks 

Bactrim:  70.3% 
ampicillin:  52.8% 


Criterion  for  clear  culture:  1000  or  fewer  organisms/ml  of  urine. 
Numbers  in  parentheses:  No.  of  patients  evaluated  for  this  time  period. 

37.1%  The  Bactrim  plus. 

Patients  maintaining  clear  cultures  for8  weeks 

Bactrim:  76.0% 
ampicillin:  38.9% 


In  two  multiclinic,  double-blind  studies  of  pa- 
tients with  chronic  or  frequently  recurrent  urinary 
tract  infections,  Bactrim  maintained  a higher  rate  of 
clear  cultures  than  ampicillin.  All  patients  had  "sig- 
nificant bacteriuria"  (100,000  or  more  organisms/ml 
of  urine)  on  two  consecutive  pretreatment  cultures; 
many  had  previously  undergone  multiple  treatment 
programs  and/or  surgery.  Organisms  were  E.  coli  and 
Proteus  mirabilis. 

Side  effects  were  relatively  mild  (e.g.,  nausea. 


vomiting,  rash),  but  more  serious  side  effects  can 
occur  with  the  agents  studied.  Please  consult  the 
manufacturers'  product  information  for  all  warnings, 
precautions,  contraindications  and  adverse  reactions. 

*While  the  usual  therapy  regimen  for  Bactrim  is  10  to  14  days,  patients 
with  chronic  urinary  tract  infections  can  be  and  are  treated  for  sub- 
stantially longer  periods  with  standard  agents  such  as  ampicillin. 
These  studies,  therefore,  include  both  10-day  and  28-day  courses  of 
therapy.  In  both  studies  dosage  was  one  500-mg  ampicillin  capsule 
q.i.d.  or  two  Bactrim  tablets  b.i.d.  plus  placebos  to  make  each  drug 
regimen  appear  identical. 
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Please  see  preceding  page  for  summary 
of  product  information. 


TEXAS  MEDICINE 


Texas  Medicine 

VOL  71  JUNE  1975 

Devoted  to  the  Interest  of  the  medical 
profession  and  public  health  In  Texas 

BOARD  OF  PUBLICATION 

John  M.  Smith,  Jr.,  MD,  San  Antonio 

Chairman 

Don  G.  Harrel,  MD,  Dallas 
Vice-Chairman 

Sam  N.  Key,  Jr.,  MD,  Austin 
R.  Harvey  Bell,  MD,  Palestine 
C.  W.  Yates,  MD,  Rosenberg 
Paul  R.  Meyer,  MD,  Port  Arthur 
Joe  T.  Nelson,  MD,  Weatherford 

TMA  OFFICERS 

Ed  W.  Schmidt,  MD,  Pecos 
President 

Donald  M.  Gready,  MD,  Houston 

Vice-President 

N.  L.  Barker,  MD,  Paris 

President-Elect 

James  G.  Morris,  MD,  Lubbock 
Secretary 

Ben  R.  Keller,  MD,  Arlington 
Treasurer 

C.  Lincoln  Williston,  Austin, 

Executive  Director 

EDITORIAL  AND  BUSINESS  OFFICES 
1801  N Lamar  Blvd,  Austin  78701 
Telephone:  512477-6704 
Marilyn  Baker,  Managing  Editor 
Rae  Vajgert,  Assistant  Managing  Editor 
Pat  Baldwin,  Assistant  Editor 
Sharon  Walker,  Editorial  Assistant 
Donna  Billie,  Editorial  Assistant 
Mary  Shelley,  Secretary 
E.  Maxwell  Jones,  Business  Manager 
Jon  R.  Hornaday,  Advertising  Director 
Anne  Shelnutt,  Advertising  Manager 

SCIENTIFIC  PUBLICATION 
COMMITTEE 

Joseph  M.  Abell,  Jr.,  MD,  Austin 
Chairman 

Robert  Askew,  MD,  Austin 
Vice-Chairman 

Ronald  P.  Boren,  MD,  Austin 
Ernest  C.  Butler,  MD,  Austin 
Jesse  D.  Cone,  MD,  Odessa 
C.  W.  Daeschner,  MD,  Galveston 
George  A.  Gates,  MD,  San  Antonio 
Stanton  W.  Glazener,  MD,  Austin 
Tracy  R.  Gordy,  MD,  Austin 
R.  Maurice  Hood,  MD,  Austin 
Paxton  H.  Howard,  Jr.,  MD,  Temple 
Joseph  Lancaster,  MD,  Austin 
Paul  C.  Peters,  MD,  Dallas 
Richard  S.  Ruiz,  MD,  Houston 
H.  Irving  Schweppe,  Jr.,  MD,  Houston 
Theodore  P.  Votteler,  MD,  Dallas 

PRINTING  OFFICES 

c/o  Stafford-Lowdon  Company 

1114  West  Daggett,  Fort  Worth  76104 

SUBSCRIPTIONS 
$3  per  year  for  members;  $6  for 
nonmembers;  $8  for  foreign;  $5  for 
libraries,  hospitals,  and  universities; 
$3  for  medical  students.  Single  copy: 
$1. 

Copyright  1975  by  The  Texas  Medical 
Association.  Owned  and  issued  monthly 
by  the  Association. 

Second  Class  Postage  paid  at 
Fort  Worth,  Texas,  under  act  of 
March  3,  1879. 


Volume  71,  June,  1975 


Contents 

SCIENTIFIC  ARTICLES 

45  Xeroradiography:  A 
widening  spectrum  of 
usefulness 

Dr.  Charles  W.  Yates,  Jr. 

50  Diagnosing  bronchial 
carcinoid  tumors  by 
electron  microscopy 

Dr.  S.  Donald  Greenberg: 
Margie  K.  Harness; 

Moise  L.  Levy;  and 
Dr.  Robert  E.  Fechner 

55  Assessing  patients’ 
sarcoma-specific  immune 
responses  during 
immunotherapy 

Dr.  Daniel  E.  Williams; 
Jimmy  J.  Romero; 

Dr.  Joseph  G.  Sinkovics; 
and  Dr.  Luis  T.  Campos 

65  Cancer  of  the  colon  and 
rectum:  Experience  at  a 
small-town  community 
hospital 

Dr.  John  Thomas  West 

73  Renal  artery 
hypertension:  Current 
diagnosis  and  treatment 
Drs.  Walter  M.  Kirkendall 
and  Merrill  Overturf 

EDITORIALS 

122  Let’s  all  have  a safe 
summer 

Dr.  Paxton  H.  Howard,  Jr. 

122  T exas  Medicine:  A 
bargain  package 

126  We  stand  up  for  our 
beliefs 

Dr.  Nym  L.  Barker 
FEATURE 

83  Variety  marks  1975 
Annual  Session 


NEWS 

6 House  of  Delegates’ 
actions 

11  New  officers,  honorees 

11  Assessment  report 

12  Advertising  survey 
12  Health  care  spending 

12  TMA  student  loan 
funds 

13  Tighter  student  rules 
in  Mexico 

13  Philosophy  committee 

14  Suicide  causes 

14  Neuromuscular 
disease 

14  Liability  data  system 

15  Medicare  claims 
15  AMA-ERF  monies 

EPARTMENTS 

21  Capital  Comments 

23  Information  for 
Authors 

27  Coming  Meetings 
37  Continuing  Education 
97  Medicine  in  Literature 
100  Medical  Newsmakers 
102  Recent  Deaths 


ON  THE  OVER 

Xeroradiography  is  useful  in 
many  clinical  situations. 

The  cover  illustration  shows 
osteogenic  sarcoma  of  the 
right  maxilla;  other  clinical 
uses  of  xeroradiography  are 
covered  in  the  article  begin- 
ning on  page  45. 

NEXT  MONTH 

Articles  scheduled  for  July 
are  on  anaerobic  infections 
in  obstetrics  and  gyneco- 
logy, informed  consent  for 
vasectomy,  child  abuse,  a 
case  of  bilateral  tubal 
ectopic  pregnancy,  renal 
transplantation,  and  man- 
agement of  high-risk  preg- 
nancy. Also,  there  will  be 
information  about  actions 
of  the  64th  legislature,  and 
a new  column  of  letters  to 
the  editor. 
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of  colic,  diarrhea 
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Use  i-Soyalac. 
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its  value  in  promoting  growth  and  development 
as  shown  by  extensive  clinical  data. 

Available  in  four  forms:  i-Soyalac  Concentrated, 
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Accepted  Concepts  in  AnginaTherapy* 
Nitrates  are  the  first  line  of  defense 
against  angina  pectoris 

The  therapeutic  goal  of  oral  nitrate  therapy 
is  an  angina-free  patient 


Because  higher  dosage  often  is  necessary 

to  achieve  this  goaL.JVES  LABORATORIES  INTRODUCES 


ISORDIt 

{isoswMdeMtrale) 

20  mg. 

Scored,  oral  tablets 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg. /day) 


• To  provide  prophylaxis  against  anginal  attacks  often  caused  by 
unavoidable  everyday  stress. 

•To  reduce  the  frequency  and  severity  of  angina  pectoris  attacks. 
(Not  intended  to  abort  the  acute  episode.) 

★ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences — National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

"Possibly”  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 

Contraindication;  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 
Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 


Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Fleadache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/  or  professional  samples? 

IVES  UBORATORIES  INC. 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE, 
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House  of  Delegates  evaluates  current  TMA  policies; 
adopts  positions  on  education,  public  health,  ethics 

The  extent  of  government  involvement  in  the  practice  of  medicine 
was  reflected  in  topics  before  the  Texas  Medical  Association’s  House 
of  Delegates  in  sessions  from  May  1-3. 

Meeting  in  San  Antonio  duringthe  108th  Annual  Session  of  TMA,  the 
250-member  house  evaluated  current  positions  on  utilization  review 
and  PSRO,  state  implementation  of  the  federal  health  planning  law, 
discrimination  in  reimbursement formulasfor  Medicareand  Med- 
icaid, professional  liability  measures,  and  the  gamut  of  state  and 
national  legislation  which  could  affect  the  practice  of 
medicine. 

Delegates  also  considered  and  adopted  positions  on  continuing 
education,  public  health  matters,  organizational  structure  of  the  as- 
sociation, and  subjects  of  ethical  concern  to  physicians  in  their  local 
communities.  New  officers  were  selected  by  the  delegates,  and  a 
physician  was  chosen  to  receive  the  Association’s  Distinguished 
Service  Award.  Items  not  covered  in  this  summary  will  be  included 
in  the  Transactions  to  be  published  in  the  near  future. 


PSRO,  utilization  review 


The  House  of  Delegates  adopted  a policy  position  to  oppose  imple- 
mentation of  the  utilization  review  regulations  calling  for  24-hour 
review  of  Medicare  and  Medicaid  patients,  and  reaffirmed  its  opposi- 
tion to  PSRO.  The  secretary  of  the  Department  of  Health,  Education 
and  Welfareoriginally  announced  that  the  regulations  would  go  into 
effect  on  Feb  1, 1975.  However,  implementation  now  has  been 
rescheduled  for  July  1, 1975.  The  house  will  lend  support  to  the 
federal  suit  filed  by  the  American  Medical  Association  which  charges 
that  the  regulations  violate  the  constitutional  rights  of  both  patients 
and  physicians,  and  that  they  exceed  the  authority  granted  by  law 
to  the  HEW  secretary. 

In  addition  to  opposing  the  regulations  and  supporting  the  AMA  suit, 
the  House  also  adopted  a policy  position  on  payment  for  physicians’ 
services. 

6 Dr.  Ed  Schmidt,  in  his  final  presidential  address  to  the  delegates 
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said  that  “TMA  has  gone  on  record  to  insist  that  the  expenses  of  con- 
ducting utilization  review  shall  be  borne  by  the  agency  which  re- 
quires review,  and  that  physicians  who  work  regularly  in  a utilization 
review  capacity  shall  be  compensated  for  their  services.  HEW  an- 
nounced recently  that  when  utilization  review  covers  only  Medicare 
beneficiaries,  and  not  all  hospital  patients,  payments  to  physicians 
for  their  services  on  review  committees  will  not  be  allowed.”  Dr. 
Schmidt  declared,  “This  unwarranted  imposition  of  a ruling  upon 
hospitals  and  physicians  is  utterly  unacceptable.  This  maneuver  is 
interpreted  as  a means  to  avoid  payment  for  services  forced  upon 
doctors  by  the  government.  No  citizen  should  be  subjected  to  such 
coercion!”  The  following  policy  statement  was  adopted. 

It  shall  be  the  policy  of  the  Texas  Medical  Association  that  the 
expenses  of  conducting  a utilization  review  program  shall  be 
borne  bythecompany  or  agency  which  requires  the  review. 

It  shall  be  the  policy  of  the  Texas  Medical  Association  that 
physicians  and  nonphysician  professionals  who  work  regularly 
in  a utilization  review  capacity  shall  be  appropriately  compen- 
sated for  their  services. 

It  shall  be  the  policy  of  the  Texas  Medical  Association  that 
nonphysician  professionals  who  work  in  a review  capacity  shall 
be  responsible  to  and  shall  be  directed  by  physicians. 

The  Texas  Medical  Association  feels  that  it  will  best  serve  the 
interests  of  the  public,  the  patients,  and  the  medical  profession 
if  physicians  will  lend  their  experience  and  their  expertise  to 
the  development  and  management  of  the  systems  design  into 
which  medical  statistical  data  will  be  fed. 

TheTexas  Medical  Association  recognizes  that  utilization  review 
isan  institution-basedactivity  in  which  lawand  regulations 
require  that  certain  conditions  must  be  met  before  reimburse- 
ments may  be  paid,  and  that  the  responsibility  for  meeting  the 
requirements  rests  with  the  individual  hospital  or  nursing  home 
facility. 

It  shall  be  the  policy  of  theTexas  Medical  Association  that  all 
administrative  costs  of  utilization  review  be  accounted  for 
separately  and  be  available  for  review  whenever  indicated. 
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Delegates  cited  limitations  on  pay- 
ments for  services  to  newly  located 
physicians  and  restrictions  on  up- 
dates of  profiles  under  the  Medicaid 
program.  Limitations  on  newly  located 
physicians  whose  profiles  are  estab- 
lished have  been  removed  and  the 
Texas  State  Department  of  Public 
Welfare  has  asked  TMAfor  help  in 
updating  profiles,  which  are  based  on 
1970  data  and  depend  on  legislative 
appropriations.  Delegates  favored  up- 
datingallowable  Medicaid  levels  to 
prevent  further  discrimination  against 
physicians  who  provide  medical 
service  to  Medicaid  recipients  and 
called  fortreating  newly  located  phy- 
sicians the  same  as  others  with  re- 
spect to  allowable  fees.  A resolution 
expressing  concern  about  geographi- 
cal discrimination  for  Medicareand 
Medicaid  fees  was  referred  to  the 
Council  on  Tax-Financed  Health  Care 
Programs  which  has  the  matter  under 
consideration. 

Health  planning  law 

New  information  from  the  governor’s 
office  and  the  Texas  Legislature  in 
regard  to  implementingthe  federal 
health  planning  law  (PL  93-641)  in 
Texas  indicated  that  an  enlarged 
State  Department  of  Health  would  be 
designated  as  the  state  agency  for 
health  planning  in  Texas.  Previously 
it  had  been  announced  that  the  gover- 
nor would  create  a new  state  commis- 
sion to  oversee  the  program  in  Texas, 
and  that  persons  actively  engaged  as 
health  providers  would  be  excluded 
from  appointmenttothe  commission. 
Delegates  adopted  a statement  sup- 
porting the  proposed  legislative  com- 
promise. Traditionally,  TMA  has 
opposed  legislation  creating  bureauc- 
racies which  would  erect  barriers  be- 
tween the  physician  and  patient  or 
which  would  establish  second  class 
medical  care  for  the  disadvantaged. 
The  house  noted,  “Physicians,  by 
virtue  of  their  training,  experience 
and  expertise,  are  qualified  and  will- 
ing to  provide  assistance  and  consul- 
tation in  the  area  of  health  planning. 


To  exclude  or  limit  physician  partici- 
pation in  this  vital  function  has  no 
more  logic  than  to  exclude  lawyers  in 
planning  for  improvements  in  the 
administration  of  justice,  orto  ex- 
clude engineers  from  planning  in 
transportation  or  pollution  control 
improvements.’’ 

Medical  education 

The  House  of  Delegates  considered  a 
number  of  matters  related  to  under- 
graduate, graduate,  and  continuing 
medical  education.  The  house  en- 
dorsed in  principle  the  concept  of 
state  funding  for  the  educational 
aspects  of  residency  programs  in 
primary  teaching  hospitals,  asking 
that  the  Coordinating  Board,  Texas 
College  and  University  System,  serve 
as  the  mechanism  for  funding  pro- 
grams. The  house  also  urged  support 
of  residencies  in  the  several  areas  of 
primary  care. 

Also  adopted  by  the  house  was  a reso- 
lution callingfortheTexas  Legisla- 
ture to  adequately  fund  the  State 
Rural  Medical  Education  Board  in  its 
original  form  as  authorized  by  HB  683 
(V.A.C.S.  Art  4498c)  passed  during 
the  63rd  Session  of  the  Texas  Legisla- 
ture. 

Delegates  strongly  opposed  legisla- 
tion which  would  control  federally  the 
numberand  location  of  medical  resi- 
dencies and  which  would  require  that 
all  medical  students  repay  the  gov- 
ernment for  federal  aid  to  medical 
schools.  The  delegates  declared  that 
“these  requirements  are  discrimina- 
tory to  the  health  profession  students 
and  are  not  imposed  on  students  in 
otherfields,  nor  should  they  be.’’  The 
house  supports  the  AMA  in  opposing 
these  sections  of  HR  5546. 

Inthearea  of  continuing  education, 
the  house  cited  several  significant 
developments  and  recommended  that 
a decision  on  requiring  continuing 
education  credit  for  membership  in 
the  association  be  deferred  until 
implementation  is  feasible. 

The  accomplishments  to  date  include: 
1.  The  1975  Continuing  Education 
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Directory  containing  150  courses  for 
Texas  physicians  has  been  mailed  to 
all  members  of  TMA. 

2.  The  AMA  has  accredited  TMA’s 
annual  session,  offering  physicians 
the  oportunity  to  earn  Category  I 
credit  on  an  hour  for  hour  basis  at 
most  programs  held  during  the 
annual  session. 

3.  The  AMA  has  approved  TMA’s 
request  to  conduct  a pilot  feasibility 
survey  for  accreditation  of  local  con- 
tinuing education  programs  in  Texas 
and  TMA’s  proposed  basic  principles 
for  a local  accreditation  program.  A 
screening  questionnaire  for  all  insti- 
tutions interested  in  partcipating  in 
the  pilot  study  is  near  completion. 
Texas  organizations  and  hospitals  will 
be  informed  through  official  publica- 
tions that  the  study  is  to  be  con- 
ducted, and  one  or  two  institutions 
will  be  selected  for  the  study  prior  to 
the  end  of  1975. 

It  was  recognized  that  there  is  consid- 
erable continuing  education  activity 
in  the  state,  and  that  most  physicians 
voluntarily  participate  in  many  such 
activities.  The  delegates,  however, 
agreed  that  before  establishing  a 
specific  membership  requirement, 
the  geographic  availability  of  continu- 
ing education  courses  should  be  doc- 
umented further.  The  Committee  on 
Continuing  Education  believes  that 
the  pilot  study  may  yield  some  of  this 
information. 

Public  health  measures 

Topics  of  direct  concern  to  patients 
and  the  public  were  also  reviewed  at 
length. 

An  immunization  consent  form  for  use 
in  public  health  clinics  was  approved 
by  the  house  upon  recommendation 
of  the  Committee  on  Public  Health 
and  advice  of  TMA  legal  counsel. 
Approval  was  given  for  submission  of 
articles  on  venereal  disease  education 
programs,  swimming  safety  and 
bicycle  safety  for  Texas  State  Teach- 
ers Association  and  TMA  publica- 
tions; endorsement  of  a statewide 
poison  control  program  under  the 


jurisdiction  of  theTexas  State  Depart- 
ment of  Health;  study  of  the  problems 
of  alcoholism  by  the  Committee  on 
Public  Health;  endorsement  of  the 
Heimlich  procedure fordislodging 
food  from  a person’s  throat  as  an 
emergency  first  aid  procedure  and 
dissemination  of  articles  on  the  sub- 
ject to  the  Texas  Restaurant  Associa- 
tion and  the  TMA  membership;  and 
support  of  a communications  pro- 
gram to  the  public  and  TMA  members 
regardingthe  amended  Texas  Insur- 
ance Code  which  calls  for  all  new- 
borns to  be  covered  under  health  and 
accident  insurance  policies  issued 
after  Jan  1,  1974,  pointingoutthat 
policies  issued  prior  to  that  date  may 
need  to  be  renegotiated  to  ensure 
coverage. 

Ethics 

Several  opinionsof  the  AMAJudicial 
Council  were  reported  to  the  dele- 
gates, who  recommended  dissemina- 
tion to  the  membership.  These 
included  recommendations  in  regard 
to  interest  charges  on  delinquent 
accounts,  payments  and  bonuses 
under  health  plans,  advertising  in 
connection  with  prepaid  medical  care 
plans,  and  billingfor  laboratory 
services. 

The  house  adopted  an  AMA  statement 
on  prolonging  life  of  a dying  patient: 
“The  intentional  termination  of  life 
of  one  human  being  by  another — 
mercy  killing — is  contrary  to  that  for 
which  the  medical  profession  stands 
and  is  contrary  to  the  policy  of  the 
American  Medical  Association.  The 
cessation  of  the  employment  of  extra- 
ordinary means  to  prolong  the  life  of 
the  body  when  there  is  irrefutable  evi- 
dence that  biological  death  is  immi- 
nent is  the  decision  of  the  patient 
and/or  his  immediate  family.  The  ad- 
vice and  judgment  of  the  physician 
should  be  freely  available  to  the 
patient  and/or  his  immediate 
family.’’ 

Future  issues  of  Texas  Medcine  will 
carry  more  details  on  these  and  other 
opinions  of  the  AMA  Judicial  Council 
and  the  TMA  Board  of  Councilors. 
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Delegates  receive 
assessment  reports 

The  Texas  Medical  Association  Board 
of  T rustees  and  the  Executive  Board 
have  provided  detailed  reports  to  the 
House  of  Delegates  regarding  expen- 
ditures from  assessment  funds  ap- 
proved at  the  May  1974  meetings  of 
the  delegates. 

It  was  noted  that  98%  of  the  regular 
and  provisional  members  who  were 
billed  had  paid  the  special  $100  as- 
sessment. Assessment  monies  have 
been  used  for  legal  action,  specific- 
ally on  the  suit  challenging  the  con- 
stitutionality of  professional  stand- 
ards review  organizations  and  the 
rules  and  regulations  promulgated  by 
the  US  Department  of  Health,  Educa- 
tion and  Welfare.  Further  they  have 
been  used  to  support  monitoring  an 
almost  infinite  number  of  state  and 
national  legislative  issues  such  as 
national  health  insurance,  health 
insurance forthe  unemployed,  and 
professional  liability. 
Particularemphasis  has  been  placed 
on  activities  in  the  Texas  Legislature 
where  the  Council  on  Medical  Legisla- 
tion has  been  instrumental  in  causing 
14  proposals  to  be  drafted  relating  to 
malpractice  insurance  problems,  and 
has  been  engaged  in  testifying  before 
committees  on  many  proposals. 

In  addition,  assessment  expendi- 
tures have  gone  toward  public  and 
professional  education  in  many  areas 
including  pamphlets  and  factual  in- 
formation on  PSRO  and  professional 
liability.  Funds  have  also  gone 
toward  development  of  a single  uni- 
fied approach  to  review  under  the 
control  of  physicians  at  the  local 
level. 

Officers  elected,  honorees  named 

Dr.  Nym  L.  Barker  of  Paris  assumed 
the  presidency  of  the  Texas  Medical 
Association  duringthe  recent  Annual 
Session.  In  addition,  several  new 
officers  were  elected  by  the  House  of 
Delegates,  and  the  association’s 


highest  honors  were  bestowed  upon 
two  physicians. 

Dr.  L.  S.  Thompson,  Jr.,  of  Dallas  was 
named  president-elect;  Dr.  Travis 
Smith  of  Abilene,  speaker  of  the 
House  of  Delegates:  and  Dr.  Milton 
Davis  of  Dallas,  vice  speaker.  Dr. 
Eugene  Slataper  of  Houston  was 
elected  and  Dr.  Carlos  Godinez  of 
McAllen  was  reelected  as  members  at 
large  of  the  Executive  Board. 

Dr.  Braswell  Locker  of  Brownwood 
was  chosen  as  delegate  to  the  Ameri- 
can Medical  Association.  Fillingthree 
open  alternate  delegate  positions 
were  Dr.  C.  B.  Jackson  of  San  Antonio, 
Dr,  L.  Rodney  Rodgers  of  Houston, 
and  Dr.  Ed  W.  Schmidt  of  Pecos. 

Dr.  Don  G.  Harrel  of  Dallas  was  re- 
elected by  theTMA  House  to  the 
Board  of  T rustees.  The  trustees 
announced  that  Dr.  John  M.  Smith, 

Jr.,  of  San  Antonio,  had  been  named 
again  as  chairman;  Dr.  Don  G.  Harrel 
of  Dallas,  vice  chairman;  and  Dr. 

Paul  R.  Meyer  of  Port  Arthur, 
secretary. 

Chosen  as  officers  for  the  Board  of 
Councilors  were  Dr.  Haden  E.  McKay 
of  Humble,  chairman;  Dr.  Drue  0.  D. 
Ware  of  Fort  Worth,  vice  chairman; 
and  Dr.  John  C.  Hundley  of  Fort 
Stockton,  secretary.  Drs.  McKay  and 
Ware  were  incumbents  in  the 
positions. 

Dr.  Byron  P.  York,  Sr.,  of  Houston  was 
selected  to  receive  the  association’s 
Distinguished  Service  Award,  which 
will  be  presented  at  the  fall  meetingof 
TMA.  From  1956-1968,  Dr.  York 
rendered  distinguished  service  to 
TMA  as  a member  of  the  Board  of 
Trustees,  includingfouryears  as  its 
chairman.  He  has  also  held  numerous 
offices  and  appointments. 

Dr.  Howard  0.  Smith  of  Marlin  was 
named  to  member  emeritus  status  by 
the  delegates.  Dr.  Smith  has  served 
the  medical  profession  for  more  than 
50  years.  Included  in  his  many  mem- 
berships and  honors  is  his  service  as 
a TMA  president.  Dr.  Smith  received 
the  association’s  Distinguished  Serv- 
ice Award  in  1973. 
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Survey  respondents 
feel  advertising  useful 

In  a recent  survey  of  Texas  Medicine 
consultants  and  members  of  the 
Scientific  Publication  Committee, 
more  than  two  out  of  three  respon- 
dents felt  that  journal  advertising 
served  an  educational  function. 

The  survey  also  sought  attitudes  on 
where  or  how  information  of  this  na- 
ture should  be  provided.  The  major 
portion  of  respondents  in  this  cate- 
gory (48%),  felt  that  pharmaceuti- 
cal information  should  be  provided 
both  through  medical  journals  and 
through  other  media,  such  as  direct 
mail  or  personal  contact.  The  gen- 
eral feeling  of  the  respondents 
seemed  to  be  that  physicians  recog- 
nize that  advertising  reflects  view- 
points of  the  advertisers.  However, 
they  believe  that  medical  journal  ad- 
vertising is  monitored,  having  more 
faith  in  this  medium  compared  to 
others. 


Health  care  spending 
tops  $100  billion 

Health  care  spending  in  the  United 
States  climbed  over  $100  billion  for 
the  first  time  in  fiscal  1974,  which 
ended  last  July  1.  Public  spending  in- 
creased twice  as  fast  as  private 
spending. 

A study.  National  Health  Expendi- 
tures, published  in  a recent  edition  of 
the  Social  Security  Bulletin,  noted 
thatthe  $104.2  billion  health  care 
bill  represented  a 10.6%  increase 
overthe  $94.2  billion  spent  in  fiscal 
1973. 

Public  spending  amounted  to  $41.3 
billion,  or39.6%  of  the  1974  total, 
an  increase  of  15.3%,  or$5.5  bil- 
lion. Private  spending — mainly  pri- 
vate insurance  and  out-of-pocket 
payments — accounted  for  $62.9  bil- 
lion, or  60.4%  of  the  total  health 
care  expenditures  for  1974.  This 
was  up  7.7%,  or  $4.5  billion,  over 
fiscal  1973. 


Despite  the  dollar  increases,  health 
spending  remained  at  the  1973  pro- 
portion of  gross  national  product — 
7.7%. 

Health  spending  averaged  $485  per 
person. 

Hospital  care  was  the  largest  ex- 
penditure category,  amounting  to 
$40.9  billion,  or  39%  of  the  total. 
Physicians’  services  accounted  for 
$19  billion,  or  18%. 

Expenditures  for  nursing  home  care 
reached  an  estimated  $7.5  billion. 
Of  all  personal  health  care  spending 
in  1974,  the  government  accounted 
for  38%;  private  health  insurance, 
26%;  and  philanthropic  organiza- 
tions, 1 % . Out-of-pocket  spending 
accounted  forthe  remaining35%. 
Increases  in  Medicare  and  Medicaid 
expenditures  accounted  for  most  of 
the  increase  in  the  public  share  of 
health  care  expenditures. 


Four  TMA  funds 
provide  student  loans 

The  Texas  Medical  Association 
Board  of  Trustees  has  made  avail- 
able an  estimated  $165,000  for  stu- 
dent loan  funds  this  year. 

Sources  of  funds  which  contribute  to 
availability  are  income  from  invest- 
ments, interest  on  loans  outstanding, 
repayments  of  loans,  and  monies 
available  in  checking  and  savings  ac- 
counts, along  with  certificates  of 
deposit. 

The  trustees  of  the  Dr.  S.  E.  Thomp- 
son Fund  approved  201  loans  in 
thetotal  amount  of  $117,900during 
1974.  The  number  of  loans  exceeded 
the  previous  high  of  191  approved  in 
1967,  as  well  as  the  amount  of 
money,  $94,200,  awarded  that  year. 
Seventeen  loans  in  the  total  amount 
of  $9,500  were  approved  by  trustees 
of  the  Dr.  May  Owen  T rust  this  past 
year.  Anticipated  income  from  in- 
vestments, from  the  payment  of  in- 
terest on  loans,  and  loan  repayments 
should  provide  an  estimated  $9,000 
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for  loans  during  1975. 

The  Student  Loan  Fund  of  the 
Woman’s  Auxiliary  and  the  George 
Plunkett  Red  Fund  are  also  sources 
of  monies  for  awarding  loans  to 
medical  students.  Monies  available 
for  these  loan  funds  will  be  limited  in 
1975.  However,  approximately 
$5,500  should  be  available  to  lend 
during  the  year  from  the  Student 
Loan  fund.  The  Red  Fund  will  be 
handling  requests  for  emergency 
loans. 


Tighter  rules  imposed 
on  US  students  in  Mexico 

According  to  a recenX  American 
Medical  article,  tighter  con- 
trols over  American  students  have 
been  adopted  by  the  Universidad 
Autonoma  de  Guadalajara. 

The  school  has  decreed  that  its 
American  students  cannot  take  ex- 
aminationsforadmission  to  Ameri- 
can schools  until  they  have  com- 
pleted six  semesters  at  Guadalajara. 
Previously,  students  were  allowed  to 
take  the  examinations  after  four  se- 
mesters. About  1,700  Americans 
are  currently  enrolled  in  the  univer- 
sity’s Spanish  language  courses. 


Committee  to  focus 
on  philosophy,  medicine 

The  American  Philosophical  Associa- 
tion has  established  a Committee  on 
Philosophy  and  Medicine  which  will 
develop  special  programs  at  meet- 
ings of  the  association. 

In  addition,  the  committee  will  dis- 
tribute a newsletter  including  biblio- 
graphical and  pedagogical  informa- 
tion, lists  of  persons  actively  inter- 
ested in  philosophy  and  medicine, 
announcements  of  conferences,  and 
other  materials. 

Persons  wishingto  be  on  the  com- 
mittee’s mailing  list  should  write 
providingthe  following  information: 
name,  address,  institutional  affilia- 
tion, professional  field,  primary 
interests  in  philosophy  and  medi- 
cine, and  any  relevant  teaching  ex- 
perience or  plans.  Enclose  $2  to 
cover  mailing  costs. 

Send  request  to  Prof  John  Ladd, 
Committee  on  Philosophy  and  Medi- 
cine, Department  of  Philosophy, 
Brown  University,  Providence,  Rl 
02912. 

The  six-member  national  committee 
includes  Dr.  H.  Tristram  Engel- 
hardt,  Jr.,  of  The  University  of  Texas 
Medical  Branch  at  Galveston. 


Dr.  David  Lee  of  Fort  Worth,  one  of  approximately  83  "Physicians  for  a Day”  serving  the  64th  Texas 
Legislature,  goes  over  clinic  supplies  with  Lyla  Hayward,  RN.  13 
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Fight  with  spouse 
heads  suicide  causes 

What  stressful  life  events  are  most 
likely  to  cause  an  individual  to  at- 
tempt suicide? 

At  the  head  of  the  list  is  a serious 
argument  with  spouse,  followed 
closely  by  a serious  illness  in  the  im- 
mediate family.  Serious  personal  ill- 
ness, moving  to  a new  residence,  a 
court  appearance  for  an  offense, 
and  a new  person  in  the  home  also 
are  high  on  the  list  of  situations  that 
sometimes  precede  a suicide  at- 
tempt. 

But  it  is  a combination  of  more  than 
three  of  these  events  within  six 
months  that  is  most  likely  to  lead  to 
an  attempt  to  take  one’s  own  life,  says 
a report  in  the  March  issue  of  Ar- 
chives of  General  Psychiatry,  a pub- 
lication of  the  American  Medical  As- 
sociation. 

The  researchers  catalogued  53  indi- 
viduals who  had  attempted  suicide, 
interviewing  each  to  determine  the 
stressful  events  that  had  occurred 
prior  to  the  attempt.  These  indi- 
viduals also  were  compared  to  two 
control  groups,  one  of  individuals 
suffering  from  depression,  the 
other  a group  of  normal  individuals. 


Clinic  to  treat,  diagnose 
neuromuscular  disease 

The  Muscular  Dystrophy  Association 
opened  in  April  its  ninth  of  a network 
of  Texas  neuromuscular  disease 
clinics  to  treat  and  diagnose  pa- 
tients. 

The  clinic  will  operate  year  round  in 
conjunction  with  the  Department  of 
Neurology  of  The  University  of 
Texas  Medical  Branch  at  John  Sealy 
Hospital  in  Galveston. 

Dr.  John  R.  Calverley,  who  heads  the 
clinic  and  the  medical  branch’s 
neurology  department,  said,  “We  are 
interested  in  seeing  patients  and  giv- 
ing service.  We  feel  an  obligation  to 


those  persons  who  cannot  afford  ex- 
pensive diagnostic  testing.  It  is  a 
matter  of  case  finding.  We  hope  to 
have  patients  referred  to  the  clinic 
by  theirfamily  physicians.  People 
are  becoming  more  aware  of  muscu- 
lar dystrophy  in  its  many  forms.  We 
anticipate  seeing  and  examining 
10-15  new  cases  of  the  manyforms 
of  muscular  disease  each  month.’’ 


Liability  data  system 
to  be  established 

A central  data  collection  system  on 
medical  liability  insurance  will  be 
established  by  the  National  Associa- 
tion of  Insurance  Commissioners. 
The  decision  resulted  from  an  April 
meeting  attended  by  representatives 
of  the  American  Medical  Associa- 
tion’s Task  Force  on  Professional 
Liability. 

Insurance  carriers  will  be  required 
to  provide  the  data  in  standardized 
form  in  their  annual  reports  to  state 
insurance  commissioners,  who  will 
forward  the  information  to  the  NAIC 
headquarters  in  Milwaukee  for  tabu- 
lation. Funding  is  expected  to  be  pro- 
vided by  the  Department  of  Health, 
Education  and  Welfare. 
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Medicare  claims 
total  $150  million 

The  dollar  volume  for  Medicare, 

Part  B claims  paid  in  Texas  in  1974 
totaled  $150  million.  Approximately 
75%  of  this  figure  is  for  physicians' 
services,  according  to  Blue 
Cross-Blue  Shield  sources. 

Medicaid  claims  paid  (physicians’ 
services  only)  totaled  $52  million. 
Claims  volume  included  4,000,000 
claims  for  Medicare,  Part  B and 
1,800,000  for  Medicaid. 

Any  attempt  to  obtain  average  claim 
costs  from  the  gross  figures  \would 
be  seriously  misleading  because  of 
co-insurance,  deductibles,  and  sev- 
eral other  factors. 

Tobacco  research  continuing 

The  Council  forTobacco  Research — 
USA,  Inc,  in  its  recently  released 
1974  annual  report,  said  that  the 
interaction  of  genetic  and  external 
influences  in  lung  cancer  and  other 
diseases  can  now  be  better  under 
studied  because  of  recently  devel- 
oped techniques. 

According  to  the  report,  new  studies 
using  “smoke  exposure’’  devices  with 
mice  and  employing  improved  tech- 
niques are  planned  for  the  coming 
year.  It  is  anticipated  that  the  test 
systems  also  can  be  applied  to  re- 
search bearing  on  heart  disease, 
chronic  pulmonary  ailments,  and 
other  questions. 


Spanish  courses 
applied  to  job  areas 

University  of  Texas  students  major- 
ing in  the  medical  professions,  busi- 
ness, or  communication  can  now 
make  the  most  of  their  fourth  and 
final  required  semester  of  Spanish 
through  courses  applicable  in  their 
particularfields. 

The  Department  of  Spanish-Portu- 
guese  is  offering  courses  to  show 
how  grammar  and  vocabulary  can 
be  put  to  use,  particularly  in  job 
areas  that  have  a bilingual-bicultural 
heritage.  One  of  the  most  popular 
courses  is  “Spanish  forthe  Medical 
Professions.”  The  course  professors 
provide  the  students  with  handouts 
compiled  from  information  supplied 
by  various  health  organizations.  The 
material  is  discussed  in  Spanish.  The 
class  also  translates  conversation 
between  a patient  and  a physician  or 
nurse. 

AMA-ERF  monies 
to  medical  schools 

The  Texas  Medical  Association  has 
presented  AMA-ERF  checks  totaling 
$24,377.59  to  Texas  medical  schools. 
The  funds  were  part  of  $1,016,- 
392.74  distributed  this  year  by  state 
medical  societies  to  medical  schools. 
Since  1951  the  American  Medical  As- 
sociation-Education and  Research 
Foundation  has  granted  over  $26 
million  to  approved  medical  schools. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute 
values  on  mutual  funds.) 


Investment  Media* 

1975 

Through 

4/30/75 

3 Years 
Ended 
12/31/74 

5 Years 
Ended 
12/31/74 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

-127.4% 

-35.1% 

-26.6% 

1.4% 

Loomis-Sayles  Mutual  Fund 

+19.4% 

-29.7% 

-21.1% 

3.8% 

Mercantile  Bank  Equity  Fund 

+29.1% 

-46.9% 

-36.1% 

4.2% 

Mercantile  Bank  Fixed  Income  Fund 

+ 0.9% 

-17.2% 

- 8.5% 

8.3% 

T Rowe  Price  Growth  Stock  Fund 

+36.1% 

-43.3% 

-33.5% 

2.1% 

Stein  Roe  & Farnham  Balanced  Fund 

+26.0% 

-29.6% 

-20.8% 

3.3% 

Standard  & Poor  500  Stock  Average 

+27.3% 

-32.8% 

-25.5% 

Dow  Jones  Industrial  Average 

+33.3% 

-30.7% 

-22.9% 

’Includes  reinvested  capital  gains  distributions. 
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the  we^of  scientific  opinion: 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 


k DRUG 

BIOEQUIVAL.ENCE. 


OrFICC  or  T«CMWOiXM>V  A«0«eMlM«(«T 
omro  •tovourvAt.niMCB  btuov 


. If  the  pharmacist  substituted  a 
I chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
I patient— could  you  be  certain  of  that 
I product’s  safety  and  effectiveness 
: simply  because  the  chemical  content 
I was  the  same? 

I 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 

The  pharmaceutical  industry  and 
many  scientists  have  maintained  this  / 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study  * “While  these  therapeutic  fail- 

Here  are  a few  definitive  state-  ^^^s  resulting  from  problems  of  bio- 
ments  in  the  O.TA.  report:  availability  were  recognized  and 

“. . . the  problem  of  bioinequiva-  documented,  it  is  entirely  possi- 
lency  in  chemically  equivalent  prod-  therapeutic  failures 

ucts  is  a real  one.  Since  the  studies  in  and/or  instances  of  toxicity  that  had 
which  lack  of  bioequivalence  was  ^ similar  basis  have  escaped 
demonstrated  involved  marketed  attention. 

products  that  met  current  compen-  The  Pharmaceutical  Manufac- 

dial  standards,  these  documented  in-  turers  Association  supports  federal 

legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


stances  constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription . . . 

Pharmaceutical  Manufaaurers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.C.  20005 

*Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


protecting  the 
ml^tyof.  . 
lioiir  prescription 


If  severe  contact  dermatitis 
does  not  respond 
to  conventional  therapy... 


Medrol  4 mg  Dosepak... 

(methy  Iprednisolone , Upjohn) 
short-term,  tapered, 
corticosteroid  therapy 


Dosage  Directions 


To  remove  tablet,  press  from  this  side 


1st  day 


Take  2 tablets  before  breakfast.  1 tablet  after  lunch  and  after  supper,  tnd  2 tablets  at  bedtime. 


2nd  day 


^ > 


Take  1 tablet  before  breakfast.  1 tablet  after  lunch  and  after  supper,  and  2 tablets  at  bedtime. 


3rd  day 


> 


Take  1 tablet  befo<e  breakfast  and  1 tablet  after  lunch,  after  supper,  and  at  bedtime. 


4th  day 


Take  1 tablet  before  breakfast,  after  lunch,  and  at  bedtime. 


Stb  day 


Take  1 tablet  before  breakfast  and  at  bedtime. 


•tkday 


Take  1 tablet  before  breakfast. 


P Unless  otherwise  directed 

by  your  physician,  all  sii  (6) 
edtime.  tablets  in  the  row  labeled  1st 

day  should  he  taken  the  day  you 
receive  your  prescription,  even 
though  you  may  not  receive  it  until 
late  in  the  day.  All  six  (6)  tablets  may 
be  taken  immediately  as  a single  dose, 
OT  may  be  divided  into  two  or  three  doses 
and  taken  at  intervals  between  the  time  you 
receive  the  medicine  and  your  regular  bedtime. 


A.r.  I 1070 


The  explicit  printed  dosage  instructions  that 
accompany,  each  Dosepak  make  it  easy  for  the  patient 
to  understand  and  follow  the  dosage  regimen. 


Poison  ivy  and  other  severe  allergic  states 
intractable  to  adequate  trials  of  conventional 
treatment  will  often  respond  to  a short, 
intensive,  adjunctive  course  of  Medrol. 

Medrol  Dosepak  is  designed  to  provide  a tapered, 
six-day  course  of  methylprednisolone  tablets. 

On  occasion,  a six-day  course  of  Medrol  therapy 
may  not  be  sufficient  and  therapy  may  need 
to  be  extended.  If  there  is  continued  contact 
with  the  sensitizing  agent,  corticosteroids 
will  not  completely  suppress  the  inflammatory 
response.  A further  caution : If  lesions  become 
infected  during  Medrol  therapy,  it  should 
be  remembered  that  steroids  may  decrease 
resistance  to  infection  and  hinder  the  body's 
ability  to  localize  an  infection. 

MEDROL  COMPRESSED  TABLETS— 2,  4 & 16  MG 
(METHYLPREDNISOLONE  TABLETS,  N.F.,  UPJOHN) 

DESCRIPTION  AND  ACTIONS:  Medrol  (methylprednisolone)  is  a synthetic  glucocor- 
ticoid with  potent  anti-inflammatory  effects.  It  is  readily  absorbed  from  the  Gl  tract, 
Glucocorlicoids  cause  profound  and  varied  metabolic  effects  and  modify  the  body’s  im- 
mune responses  to  diverse  stimuli 

INDICATIONS:  1 Endocrine  Disorders:  Primary  or  secondary  adrenocortical  insuf- 
ficiency (hydrocortisone  or  cortisone  is  the  first  choice,  synthetic  analogs  may  be  used 
in  con|unction  with  mineralocorticoids  where  applicable:  in  infancy,  mineralocorticoid 
supplementation  is  of  particular  importance).  Congenital  adrenal  hyperplasia,  nonsup- 
purative thyroiditis;  hypercalcemia  associated  with  cancer.  2.  Rheumatic  Disorders:  As 
adjunctive  therapy  for  short-term  administration  (to  tide  the  patient  over  an  acute  epi- 
sode or  exacerbation)  in,  psoriatic  arthritis;  rheumatoid  arthritis  (selected  cases  may 
require  low-dose  maintenance  therapy),  ankylosing  spondylitis,  acute  and  subacute 
bursitis;  acute  nonspecific  tenosynovitis,  acute  gouty  arthritis.  3 Collagen  Diseases: 
During  an  exacerbation  or  as  maintenance  therapy  in  selected  cases  of— Systemic 
lupus  erythematosus;  acute  rheumatic  carditis.  4 Dermatologic  Diseases: 
Pemphigus;  bullous  dermatitis  herpetiformis,  severe  erythema  multiforme  (Stevens- 
Johnson  syndrome),  exfoliative  dermatitis,  mycosis  fungoides;  severe  psoriasis,  5, 
Allergic  Slates:  Control  of  severe  or  incapacitating  allergic  conditions  intractable  to 
adequate  trials  of  conventional  treatment  Seasonal  or  perennial  allergic  rhinitis,  bron- 
chial asthma;  contact  dermatitis;  atopic  dermatitis,  serum  sickness,  6.  Ophthalmic 
Diseases:  Severe  acute  and  chronic  allergic  and  inflammatory  processes  involving  the 
eye  and  its  adnexa  such  as— allergic  corneal  marginal  ulcers,  herpes  zoster  ophthal- 
micus; anterior  segment  inflammation;  diffuse  posterior  uveitis  and  choroiditis;  sympa- 
thetic ophthalmia,  allergic  conjunctivitis;  keratitis:  chorioretinitis;  optic  neuritis;  iritis 
and  iridocyclitis,  7 Respiratory  Diseases:  Symptomatic  sarcoidosis;  Loeffler's  syn- 
drome not  manageable  by  other  means;  berylliosis;  fulminating  or  disseminated  pulmo- 
nary tuberculosis  when  concurrently  accompanied  by  appropriate  antituberculous 
chemotherapy  8 Hematologic  Disorders:  Idiopathic  and  secondary  thrombocytopenia 
in  adults;  acquired  (autoimmune)  hemolytic  anemia,  erythroblastopenia  (RBC  anemia); 
congenital  (erythroid)  hyperplastic  anemia,  9 Neoplastic  Diseases:  For  palliative  man- 
agement of;  leukemias  and  lymphomas  in  adults;  acute  leukemia  of  childhood.  10. 
Edematous  States:  To  induce  a diuresis  or  remission  of  proteinuria  m the  nephrotic 
syndrome,  without  uremia,  of  the  idiopathic  type  or  that  due  to  lupus  erythematosus. 

11.  Miscellaneous:  Tuberculous  meningitis  with  subarachnoid  block  or  impending 
block  when  concurrently  accompanied  by  appropriate  antituberculous  chemotherapy 
Systemic  dermatomyositis  (polymyositis) 

CDNTRAINDICATIONS:  Systemic  fungal  infections. 

WARNINGS:  In  patients  on  corticosteroid  therapy  subjected  to  unusual  stress,  in- 
creased dosage  of  rapidly  acting  corticosteroids  before,  during,  and  after  the  stressful 
situation  is  indicated. 

Corticosteroids  may  mask  some  signs  of  infection  and  new  infections  may  appear 
during  their  use.  There  may  also  be  decreased  resistance  and  inability  to  localize  infec- 
tion Prolonged  use  may  enhance  the  establishment  of  secondary  ocular  infections  due 
to  fungi  or  viruses. 

Since  adequafe  human  reproductive  studies  have  not  been  done,  the  use  in  preg- 
nancy, nursing  mothers  or  women  of  childbearing  potential  requires  that  the  possible 
benefits  be  weighed  against  the  potential  hazards  to  the  mother  and  the  embryo  or 
fetus.  Infants  should  be  observed  tor  signs  of  hypoadrenalism. 

Average  and  large  doses  of  hydrocortisone  or  cortisone  can  cause  elevation  of  blood 
pressure,  salt  and  water  retention,  and  increased  excretion  of  potassium.  These  effects 
are  less  likely  to  occur  with  the  synthetic  derivatives  except  when  used  in  large  doses. 
Dietary  salt  restriction  and  potassium  supplementation  may  be  necessary  All  corticos- 
teroids increase  calcium  excretion. 

While  on  corticosteroid  therapy,  patients  should  not  be  vaccinated  against  small- 
pox. Other  Immunization  procedures  should  not  be  uoderlaken  In  patients  who  are 
on  corticosteroids,  especially  on  high  dose,  because  of  possible  hazards  of  neuro- 
logical complications  and  a lack  of  antibody  response. 

The  use  of  corticosteroids  in  active  tuberculosis  should  be  restricted  to  those  cases 
of  fulminating  or  disseminated  tuberculosis  in  which  the  corticosteroid  is  used  for  the 
management  of  the  disease  in  conjunction  with  an  appropriate  antituberculous  regi- 
men. 


If  corticosteroids  are  indicated  in  patients  with  latent  tuberculosis  or  tuberculin  reac- 
tivity, close  observation  is  necessary  as  reactivation  of  the  disease  may  occur.  During 
prolonged  corticosteroid  therapy,  these  patients  should  receive  chemoprophylaxis 
PRECAUTIDNS:  Hormone  therapy  is  an  adjunct  to,  and  not  a replacement  tor.  conven- 
tional therapy. 

Dosage  should  be  individualized  according  to  the  severity  of  the  disease  and  the 
response  of  the  patient.  As  soon  as  a satisfactory  clinical  response  is  obtained,  the 
daily  dose  should  be  reduced,  either  to  termination  of  treatment  or  to  the  minimal  effec- 
tive maintenance  dose  level.  The  lowest  possible  dose  should  be  used  and  when  reduc- 
tion in  dosage  is  possible,  the  reduction  should  be  gradual  if  the  drug  has  been 
administered  for  more  than  a tew  days.  If  a period  of  spontaneous  rem-ission  occurs  in 
a chronic  condition,  treatment  should  be  discontinued. 

Drug-induced  secondary  adrenocortical  insufficiency  may  be  minimized  by  gradual 
reduction  of  dosage.  This  type  of  relative  insufficiency  may  persist  for  months  after  dis- 
continuation of  therapy;  therefore,  in  any  situation  of  stress  occurring  during  that 
period,  hormone  therapy  should  be  reinstituted.  Since  mineralocorticoid  secretion  may 
be  impaired,  salt  and/or  a mineralocorticoid  should  be  administered  concurrently. 

There  is  an  enhanced  effect  of  corticosteroids  on  patients  with  hypothyroidism  and  in 
those  with  cirrhosis. 

Corticosteroids  should  be  used  cautiously  in  patients  with  ocular  herpes  simplex 
because  of  possible  corneal  peitoration. 

Psychic  derangements  may  appear  or  existing  emotional  instability  or  psychotic  ten- 
dencies may  be  aggravated  by  corticosteroids. 

Aspirin  should  be  used  cautiously  m conjunction  with  corticosteroids  In  hypo- 
prothrombinemia.. 

Steroids  should  be  used  with  caution  in  nonspecific  ulcerative  colitis,  if  there  is  a 
probability  of  impending  perforation,  abscess  or  other  pyogenic  infection;  diverticulitis: 
fresh  intestinal  anastomoses:  active  or  latent  peptic  ulcer,  renal  insutficiency,  hyperten- 
sion: osteoporosis:  and  myasthenia  gravis. 

Growth  and  development  of  infants  and  children  on  prolonged  corticosteroid  therapy 
should  be  carefully  observed 

Blood  pressure,  body  weight,  routine  laboratory  studies,  including  2-hour  postpran- 
dial blood  glucose  and  serum  potassium,  and  a chest  X-ray  should  be  obtained  at  regu- 
lar intervals  during  prolonged  therapy.  Upper  Gl  X-rays  are  desirable  in  patients  with 
known  or  suspected  peptic  ulcer  disease 

ADVERSE  REACTIONS:  Fluid  and  Electrolyte  Disturbances.  Sodium  retention,  fluid  re- 
tention: congestive  heart  failure  in  susceptible  patients,  potassium  loss:  hypokalemic 
alkalosis,  hypertension  Musculoskeletal.  Muscle  weakness:  steroid  myopathy,  loss  of 
muscle  mass,  osteoporosis:  vertebral  compression  fractures:  aseptic  necrosis  of 
femoral  and  humeral  heads,  pathologic  fracture  of  long  bones.  Gastrointestinal.  Peptic 
ulcer  with  possible  perforation  and  hemorrhage:  pancreatitis:  abdominal  distention:  ul- 
cerative esophagitis  Dermatologic.  Impaired  wound  healing:  thin  fragile  skin:  pe- 
techiae  and  ecchymoses,  facial  erythema:  increased  sweating  May  suppress  reactions 
to  skin  tests  Neurological.  Increased  intracranial  pressure  with  papilledema  (pseudo- 
tumor cerebri)  usually  after  treatment.  Convulsions:  vertigo:  headache  Endocrine. 
Development  of  Cushingoid  state,  suppression  of  growth  in  children:  secondary  adren- 
ocortical and  pituitary  unresponsiveness,  particularly  in  times  of  stress,  as  in  trauma, 
surgery  or  illness:  menstrual  irregularities,  decreased  carbohydrate  tolerance:  manifes- 
tations of  latent  diabetes  mellitus:  increased  requirements  for  insulin  or  oral  hypoglyce- 
mic agents  in  diabetics.  Ophthalmic.  Posterior  subcapsular  cataracts:  increased 
intraocular  pressure:  glaucoma,  exophthalmos  Metabolic.  Negative  nitrogen  balance 
due  to  protein  catabolism. 

DOSAGE  AND  ADMINISTRATION:  The  initial  dosage  may  vary  from  4 to  48  mg  per  day. 
Requirements  are  variable  and  must  be  individualized  on  the  basis  of  the  disease 
under  treatment  and  the  response  of  the  patient.  The  proper  maintenance  dosage 
should  be  determined  by  decreasing  the  initial  dosage  in  small  decrements  at  appropri- 
ate time  intervals  until  the  lowest  dosage  which  will  maintain  an  adequate  clinical 
response  is  reached  If  after  long-term  therapy  the  drug  is  to  be  stopped,  it  is  recom- 
mended that  It  be  withdrawn  gradually  rather  than  abruptly 

ALTERNATE-DAY  THERAPY  (ADT):  ADT  is  a corticosteroid  dosing  regimen  in  which 
twice  the  usual  daily  dose  of  corticold  is  administered  every  other  morning  The  pur- 
pose of  this  mode  of  therapy  is  to  provide  the  patient  requiring  long-term  phar- 
macologic dose  treatment  with  the  beneficial  effects  of  corticoids  while  minimizing 
certain  undesirable  effects  including  pituitary-adrenal  suppression,  the  Cushingoid 
slate,  corticoid  withdrawal  symptoms,  and  growth  suppression  in  children. 

Medrol  (methylprednisolone)  or  other  short-acting  (producing  adrenocortical  sup- 
pression tor  I'g  to  Vh  days  following  a single  dose)  corticoids  are  recommended  for 
ADT,  Complete  control  of  symptoms  will  not  be  possible  in  all  patients  When  consider- 
ing this  mode  of  therapy,  keep  in  mind  the  basic  principles  and  indications  tor  cortico- 
steroid therapy  The  benefits  of  ADT  should  not  encourage  the  indiscriminate  use  of 
steroids 

SUPPLIED:  2 mg— in  bottles  of  30  and  100  scored  tablets;  4 mg— in  bottles  of  30,  100 
and  500  scored  tablets  and  in  21  scored  tablet  Dosepak"  , 16  mg— in  bottles  of  50 
scored  tablets  and  in  14  scored  tablet  ADT  Pak®  (formerly  Alternate  Daypak®). 

MED  B-3-S  (MAG) 

FOR  ADDITIONAL  PRODUCT  INFORMATION,  CONSULT  THE  PACKAGE  INSERT  OR 
SEE  YOUR  UPJOHN  REPRESENTATIVE.  J.3748-4  July,  1974 


Short-term,  adjunctive, 
corticosteroid  therapy 

Medrol  4 mg  Dosepak" 

(methylprednisolone ) ®1974  The  Upiohn  Company 
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4647  MEDICAL  DRIVE  SAN  ANTONIO,  TEXAS  78284 
INTERNAL  MEDICINE 


JIM  0.  BAUER,  M.D. 
Gastroenterology 

RAYMOND  S.  BORSHEIM,  M.D. 
Internal  Medicine 

JAMES  I.  COUGHLIN,  M.D. 
Nephrology 

JAMES  M.  DUNCAN,  M.D. 
Gastroenterology 

DERMATOLOGY 

ARTHUR  VJ.  RICHARDSON,  M.D. 

RADIOLOGY 
JOSE  M.  CHAO,  M.D. 


BERNARD  T.  FEIN,  M.D. 

Allergy  • Immunology 

LEOPOLDO  LAPUERTA,  M.D. 
Chest  Diseases 

CHARLES  J.  LERNER,  M.D. 
Infectious  Diseases 

CHARLES  H.  MIMS,  M.D. 
Oncology 

NEUROLOGY 

MORRIS  H.  LAMPERT,  M.D. 
MICHAEL  ZUFLACHT,  M.D. 


JAMES  D.  O’KEEFE,  M.D. 
Cardiology 

JAMES  R.  O’NEILL,  M.D. 
Cardiology 

BARRY  A.  PORTNOY,  M.D. 
Hematology 

SYDNEY  SCHIFFER,  M.D. 

Diabetes  - Endocrinology 

PSYCHIATRY 

WILLIAM  B.  DONOVAN,  M.D. 
WILLIARD  C.  SCHWARTZ,  M.D. 

WHEELER  E.  LAIRD,  Administrator 
(512)  696-5420 


BRUCE  MARSHALL 

LIMITED  EDITION  PRINT 

Texas  Rangers  rollicking  in  Mexico,  1847,  dur- 
ing the  Mexican  War.  From  a contemporary  de- 
scription. By  the  recognized  master  of  the  his- 
torical painting.  23"  x 20"  in  full  color. 

Judges’  Selection,  Southwestern  Watercolor  So- 
ciety annual  Exhibition,  1974.  Chosen  by  the 
Texas  State  Historical  Society  as  the  first  1975 
cover  for  the  Southwestern  Historical  Quarterly. 

A Texana  masterpiece  to  compare  with  the  rich 
humor  of  Frans  Hals,  Hogarth  and  Pieter  Brue- 
ghel the  elder. 

**I  stood  before  this  painting  with  an  excitement 
seldom  felt  for  an  artist's  work." 

— Margaret  Taylor  Dry, 
Austin  American-Statesman 

ONLY  2500 


WESTfiBT  Dept.  TM6,  P.O.  Box  5512,  Austin,  Texas  78763 


1000  signed  and  numbered  $50 
1500  signed  $35 

(plus  $2.50  postage  & handling. 
Texas  residents  add  5%  sales  tax) 


Enclosed  is  $ for (Quantity)  of  The  Margaritas. 

Send  to  

Street  ._  

City State Zip 


20 


TEXAS  MEDICINE 


CAPITAL  COMMENTS 


AUSTIN:  GOVERNOR  RECOMMENDS  HEALTH  SERVICE  AREAS.  Gov  Dolph 
Briscoe  has  submitted  his  recommendations  for  12  health  service  areas  in 
Texas  to  Caspar  W.  Weinberger,  secretary  of  HEW.  This  action  was  in  accord- 
ance with  the  May  4 dead  line  for  such  regulations  as  specified  in  the  federal 

health  planning  law,  PL  93-641.  The 
recommendations  are  in  a volume  of 
about  175  pages.  Four  of  these  areas 
(1,  2,  3,  12)  have  been  designated 
with  a request  for  a population  waiver. 
The  map  at  left  illustrates  the 
designations. 


AUSTIN:  LEGISLATURE  TO  WRAP-UP 
64th  SESSION.  TheTexas  Legislature 
will  adjourn  June  2.  Because  of  press 
deadlines  and  the  rapidly  changing 
situations  in  the  Legislature,  it  is 
impossible  atthis  time  to  anticipate 
what  will  transpire  in  the  last  few  remaining  days  of  the  session.  A full  report 
on  the  64th  Texas  Legislature  and  its  accomplishments  will  be  carried  next 
month  in  Texas  Medicine. 

WASHINGTON:  AMA  INTRODUCES  NHI  PROPOSAL.  The  American  Medical 
Association’s  Comprehensive  Health  Care  Insurance  Act,  HR  6222,  was  intro- 
duced into  Congress  the  last  week  in  April  with  bipartisan  support  in  the  princi- 
pal committees  of  the  House  of  Representatives.  Sponsoring  the  bill  were  Reps 
Richard  H.  Fulton  (D-Tenn)  and  John  J.  Duncan  (R-Tenn)  of  the  Ways  and 
Means  Comittee  and  Reps  John  M.  Murphy  (D-NY)  and  Tim  Lee  Carter  (R-Ky) 
of  the  Interstate  and  Foreign  Commerce  Committee.  Rep  Carter  is  also  a physi- 
cian. The  AMA  proposal  builds  on  the  structure  of  the  present  system  of  em- 
ployer-employee group  health  insurance  plans,  mandating  each  employerto 
provide  comprehensive  and  catastrophic  benefit  coverage  with  the  employer 
picking  up  at  least  65%  of  the  cost.  Employees  would  not  be  compelled  to 
participate.  The  self-employed  as  well  as  the  non-employed  could  purchase 
qualified  private  health  insurance,  through  pools  if  needed,  at  a cost  not  more 
than  125%  of  the  cost  of  group  plans.  They  would  have  all  or  part  of  the  pre- 
mium paid  by  the  federal  government  depending  upon  their  income  tax  liability. 
Federal  assistance  is  also  provided  for  small  businesses.  Medicare  beneficiaries 
could  purchase  supplemental  insurance  to  bring  Medicare  benefits  to  a par  with 
those  offered  elsewhere,  with  the  government  assisting  people  with  limited  re- 
sources. Medicaid  would  be  eliminated  under  the  program.  After  a certain  level 
of  co-insurance  is  reached,  depending  upon  income,  insurance  covers  all  remain- 
ing costs  as  a complete  protection  against  catastrophic  costs.  The  absolute  max- 
imum that  any  individual  would  have  to  pay  would  be  $1,500;  the  absolute 
maximum  for  any  family  would  be  $2,000  in  any  given  year. 


Editor’s  note: 

"Capital  Com- 
ments” is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 
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WASHINGTON:  AMA  TESTIFIES  ON  PROFESSIONAL  LIABILITY  CRISIS.  The  AMA 
has  told  Congress  that  federal  legislative  remedies  for  the  professional  liability 
crisis  could  create  a worse  situation  and  in  some  cases  result  in  even  higher 
liability  costs.  The  Ford  Administration  has  joined  the  AMA,  the  American  Hospi- 
tal Association,  and  the  American  Trial  Lawyers  Association  in  urgingthatthe 
federal  government  keep  out  of  the  liability  picture,  at  least  for  the  time  being, 
in  favor  of  state  actions. 

INDIANAPOLIS:  INDIANA  ESTABLISHES  CONTROLS  ON  MALPRACTICE  CLAIMS. 
Indiana  has  become  the  second  state  to  establish  legal  controls  on  medical  mal- 
practice claims.  Linder  the  bill  signed  in  late  April  by  Gov  Otis  R.  Bowen,  a state- 
wide screening  panel  for  both  malpractice  awards  and  attorneys’  fees  will  be 
established.  The  legislation  was  sponsored  by  the  Indiana  State  Medical  Associa- 
tion and  backed  by  the  state  bar  association.  Idaho  has  passed  a limitation  of 
liability  of  $150,000  for  any  one  physician  or  hospital. 

WASHINGTON:  HEALTH  NOMINATIONS.  President  Ford  has  nominated  Dr. 
Theodore  Cooper  as  assistant  secretary  for  health  at  the  Department  of  Health, 
Education  and  Welfare.  Dr.  Cooper  succeeds  Dr.  Charles  C.  Edwards  who  resign- 
ed in  January.  A native  of  Trenton,  NJ,  Dr.  Cooper,  46,  has  been  serving  as  act- 
ing assistant  secretary.  Ford  also  nominated  Dr.  Donald  S.  Frederickson  as 
director  of  the  National  Institutes  of  Health.  Dr.  Frederickson,  50,  replaces 
Robert  S.  Stone  who  also  resigned  in  January. 

AUSTIN:  REASONABLE  CHARGE  REGULATIONS.  The  TMA,  in  a letter  to  HEW 
Commissioner  of  Social  Security,  James  B.  Cardwell,  has  called  for  an  extension 
of  time  for  comments  upon  proposed  rules  for  the  determination  of  reasonable 
charges  under  Medicare  published  in  Vr\e  Federal  Register  fK'^rW  14.  In  addition 
TMA  requested  more  information  on  the  data  base,  the  methodology  behind  the 
regulations,  and  the  index  components. 

WASHINGTON:  HEALTH  INSURANCE  FOR  UNEMPLOYED.  After  two  days  of 
deliberations,  the  House  Interstate  and  Foreign  Commerce  Committee  has  con- 
cluded its  review  of  HR  5970,  a proposal  to  provide  health  insurance  for  the 
unemployed.  The  bill  was  referred  to  the  Commerce  Committee  after  the  Ways 
and  Means  Committee  had  reported  the  measure  favorably.  In  an  increasing 
jurisdictional  battle,  the  commerce  committee  nowordered  the  bill  reported 
unfavorably.  The  committee  recommended  an  amendment  to  HR  5970  in  the 
nature  of  a substitute  bill,  and  if  the  Rules  Committee  provides  for  open  debate 
on  the  original  measure,  the  Commerce  Committee  will  offer  its  substitute 
amendment  on  the  floor  during  debate.  Neither  bill  calls  for  Social  Security 
involvement.  The  significance  of  the  rivalry  between  the  two  bills  has  been  ex- 
pressed by  Ways  and  Means  member  Rep  James  Hastings  (R-NY)  who  says  the 
outcome  “. . . will  decide  in  this  House  who  is  goingto  write  national  health 
insurance  legislation”  for  everybody. 
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Measuring  cause  and  effect 

Cause:  High  levels  of  anxiety 

Effect:  Exacerbation  of  irritable  bowel  syndrome 


When  barium  fills  the  whole  colon,  there 
is  also  a reflux  through  the  ileum  so  that 
ileum  is  superimposed  on  colonic  shadows. 
The  tube-type  descending  colon  revealed 
is  normally  associated  with  the  diarrheal 
phase  of  the  irritable  bowel  syndrome. 


Case  History:*  27-year-old  female 

Before  treatment 

Chief  Complaint:  Abdominal  pain  and  diarrhea. 

Present  Illness:  Intermittent,  left-sided,  lower  abdominal 
pain  for  over  a year;  pain,  unassociated  with  men- 
strual periods  or  eating,  lasted  several  hours.  Abdomi- 
nal symptoms  occurred  in  attacks  lasting  1-2  days 
with  remissions  of  3-4  days.  Diarrhea  accompanied 
attacks.  No  weight  loss,  nausea  or  vomiting. 

Personal  History:  Married,  2 children.  Somewhat  rest- 
less, tense  and  anxious. 

Physical  Examination:  8/16/73.  System  review  within 
normal  limits.  Weight  95  lbs.  Petite,  pleasant,  coop- 
erative patient  with  no  obvious  signs  of  illness. 

Abdomen:  Spastic,  tender  sigmoid  colon.  Otherwise 
normal. 

Rectal:  Normal  mucosa  and  stool.  No  rectal  bleeding  or 
excess  mucus  or  fat  in  stools. 

Sigmoidoscopy:'Normal  sigmoid  mucosa. 

Laboratory  tests:  Within  normal  range.  No  occult 
blood  in  3 successive  stool  examinations. 

Impression:  Irritable  bowel  syndrome.  X-rays  7/25/73 
showed  tube-type  descending  colon.  Librax,  one 
capsule  q.i.d.,  prescribed  as  adjunctive  therapy  on 
8/23/73.  Symptoms  of  anxiety  evaluated  with 
Hamilton  Anxiety  Scale  on  same  date. 

*Data  on  file.  Medical  Department,  HofTmann-La  Roche  Inc., 

Nutley,  N.J.  07110. 

Although  this  is  an  actual  case  history,  not  all  cases  of  irritable  bowel 

syndrome  can  be  expected  to  respond  this  rapidly  to  therapy. 


Undue  anxiety— often  a forerunner 
of  irritable  bowel  syndrome 

Irritable  colon  is  a disorder  commonly  seen  in  the 
average  physician’s  daily  practice.  Expressed  as  diar- 
rhea and/ or  constipation,  the  disorder  affects  mainly 
the  colon’s  tonicity.  Usually  spasms  are  produced, 
mediated  through  the  autonomic  nervous  system. 
Such  abnormal  activity  can  easily  derive  from  emo- 
tional stress,  which  causes  parasympathetic  stimula- 
tion. Hence  the  direct  relationship  between  anxiety 
and  irritable  bowel  syndrome.  Reducing  anxiety,  one 


of  the  causative  factors,  can  be  expected  to  counter 
the  effect,  exacerbation  of  irritable  bowel  syndrome. 

Librax  is  the  logical  adjunct  in 
treating  irritable  bowel  syndrome 

□ Dual  action  of  Librax  helps  relieve  both  anxiety 
and  somatic  symptoms. 

□ Librax  alone  provides  both  the  antianxiety  action 
of  Librium®  (chlordiazepoxide  HCl)  and  the  anti- 
secretory-antispasmodic  action  of  Quarzan'^'^  (clidi- 
nium  Br). 


Relief  of  symptoms 
linked  to  relief  of  anxiety 


inilton  Anxiety  Scale 

Parameters 

After 

Evaluation 

|:ious  Mood 

0 12  3 4 

sion 

0 12  3 4 

rs 

1 

0 12  3 4 

dlectual 

0 12  3 4 

pressed  Mood 

0 12  3 4 

omnia 

0 12  3 4 

1 

natic  (muscular) 

0 12  3 4 

natic  (sensoiy) 

0 12  3 4 

diovascular  Symptoms 

0 12  3 4 

ipiratory  Symptoms 

0 12  3 4 

i.  Symptoms 

0 12  3 4 

LJ.  Symptoms 

0 12  3 4 

itonomic  Symptoms 

0 12  3 4 

havior  at  Interview 

0 12  3 4 

icnt's  first  evaluation  was  made 

3/73  prior  to  treatment.  The  second 
luation,  made  10/4/73,  shows 
icurrent  drop  in  anxiety  and 
natized  symptoms. 

Posttreatment 
Total  Score  4 

Anxiety  1 

Somatized  Anxiety  3 

After  treatment 

Abdominal  pain  and  discomfort  less  troublesome  al- 
though still  some  frequency  and  looseness  of  the  bowels. 
Patient  felt  significantly  better  and  less  anxious.  Bowel 
movements  returned  to  regular  pattern  when  therapy 
diseontinued  on  10/4/73. 

10/4/73:  Second  Hamilton  Anxiety  Scale  completed. 
Follow-up  (2  months  later):  Patient  off  all  therapy,  nor- 
mal bowel  function,  no  abdominal  pain,  no  significant 
anxiety  feelings  or  undue  tension  or  nervousness. 


Charted  at  left,  the  Hamilton  Anxiety  Scale  ratings 
show  how  somatized  anxiety  symptoms— especially 
gastrointestinal,  the  complaint  rated  highest-dimin- 
ished along  with  anxiety  symptoms.  The  first  six 
parameters  plus  “behavior  at  interview”  measure  anx- 
iety and  the  remaining  seven,  somatized  anxiety. 
Between  the  first  and  second  evaluations,  the  sum  of 
the  anxiety  and  the  sum  of  the  somatized  symptoms 
each  decreased  by  4 points  on  the  rating  scale. 


] Both  components  are  conveniently  contained  in  a 
ngle  capsule. 

] Dosage  is  adjustable  within  the  range  of  1 or  2 
apsules  3 or  4 times  daily;  up  to  8 capsules  daily  in 
ivided  doses. 

] One  capsule  before  each  meal  and  two  at  bedtime 
sually  prescribed. 


lease  see  summary  of  product  information 
n following  page. 


Dual-action 

adjunctive 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2,5  mg  clidinium  Br. 

for  the  anxiety- related  symptoms 
of  irritable  bowel  syndrome 
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Dual-action 
adjunctive 

Lihrax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Initial 

The  initial  prescription  permits  evaluation 
of  patient  response  to  therapy 


Follow-up 


Follow-up  therapy  with  a prescription  for 
2 to  3 weeks’  medication  usually  helps 
maintain  patient  gains. 


for  the  anxiety-related  symptoms  of  irritable  bowel  syndrome  • 
duodenal  ulcer  • upper  functional  gastrointestinal  disorders 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 

Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  {e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 


sion; suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established  clinically. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  consti- 
pation, extrapyramidal  symptoms,  increased  and  decreased  libido 
—all  infrequent  and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported  with  Librax  are 
typical  of  anticholinergic  agents,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (Quarzan'^  ''  ) — bottles  of  100  and  500;  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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AMERICAN  COLLEGE  OF  PHYSICIANS 

The  American  College  of  Physicians  will  sponsor  a three-day 
postgraduate  course  entitled  A Review  of  Internal  Medicine — 
1975  on  Jun  5-7,  1975,  in  Houston.  The  course,  held  in  conjunc- 
tion with  Baylor  College  of  Medicine  and  The  Methodist  Hos- 
pital, wall  take  place  at  the  Jesse  Jones  Library  Auditorium, 
Texas  Medical  Center.  The  course  is  planned  for  practicing 
internists.  It  will  cover  some  of  the  important  developments  in 
the  various  fields  of  internal  medicine,  such  as  infectious  dis- 
ease, rheumatology,  and  hematology.  Members,  Fellows  of  the 
ACP,  and  Research  Fellows  will  be  charged  a fee  of  $100;  non- 
members, $150;  ACP  Associates,  $50.  The  program  is  accredited 
for  18%  hours  tow'ard  the  AMA  Physician’s  Recognition  Award. 

Contact:  Ms.  M H Jackson,  Registrar,  ACP,  4200  Pine  St,  Phil- 
adelphia 19104. 

AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE 

The  American  Heart  Association  will  present  Problems  in 
Cardiology,  1975,  at  the  St.  Anthony  Hotel,  San  Antonio,  Fri- 
day, Jun  20,  1975.  The  program  comprises  discussions  of  four 
patient  case  studies  which  have  been  selected  for  their  teaching 
value,  and  which  cover  common  cardiologic  problems  seen  in 
the  practice  of  most  physicians.  All  registrants  will  receive  the 
patient  case  studies  in  advance  to  allow  time  for  evaluation. 
Later,  in  general  session,  Dr.  Willis  Hurst,  professor  and  chair- 
man, Emory  University  School  of  Medicine,  Atlanta,  will  dis- 
cuss the  patients’  problems.  The  program  is  limited  to  150  par- 
ticipants. The  fee  for  physician  members  of  AHA  is  $30;  and 
for  physician  non-members  of  AHA,  $35.  The  American  Aca- 
demy of  Family  Physicians  has  approved  Problems  in  Cardiology, 
1975  for  seven  elective  hours  credit. 

Contact:  Dr.  Robert  Talley,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio  78284. 

CHILDREN’S  MEDICAL  CENTER 

Children’s  Medical  Center  of  Dallas  in  cooperation  with  the  De- 
partment of  Pediatrics,  The  University  of  Texas  Health  Science 
Center  at  Dallas,  Southwestern  Medical  School  will  present  the 
Kenneth  C Haltalin  Pediatrics  Seminar  (Ninth  Annual  Post- 
graduate Symposium)  Jun  6-7,  1975,  in  the  auditorium  of  the 
Center.  The  following  guest  speakers  will  discuss  infectious 
diseases  in  children:  Dr.  Charles  A Alford,  Jr,  Meyer  professor 
of  pediatric  research  and  professor  of  microbiology,  The  Uni- 
versity of  Alabama  in  Birmingham,  Ala;  Dr.  Ralph  D Feigin, 
professor  of  pediatrics,  Washington  University  School  of  Medi- 
cine, St.  Louis;  Dr.  Saul  Krugman,  professor  of  pediatrics.  New 
York  University  Medical  Center,  New  York;  Dr.  Leonardo  J 
Mata,  PhD,  facultad  de  medicina,  Universidad  de  Costa  Rica, 
San  Pedro,  Costa  Rica;  and  Dr.  Margaret  H D Smith,  professor 
of  pediatrics.  College  of  Medicine  and  Dentistry  of  New  Jersey, 
Newark,  NJ. 

Contact:  Dr.  Peggy  A Sartain,  Assoc  Prof  of  Pediatrics,  Semi- 
nar Dir,  Children’s  Medical  Center,  1935  Amelia  St,  Dallas 
75235. 


COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 

COASTAL  BEND  HEALTH  SCIENCE 
CONSORTIUM,  workshop  on  current  con- 
cepts in  respiratory  care,  Master  Hosts 
Inn,  3200  Surfside,  Corpus  Christi,  Jun 
12-13,  1975.  Cosponsored  by  Nueces  Coun- 
ty Medical  Society,  Texas  Society  for  Re- 
spiratory Therapy,  Area  Health  Education 
Center.  Pre-registration  fee,  $15;  late 
registration,  $20.  Topics:  roles  and  func- 
tions, physician-nurse-therapist  interface; 
updating  of  CPR  methods  and  procedures: 
what  you  need  to  know  about  pulmonary 
function  tests:  ventilatory  maneuvers; 
ventilator  crisis  monitoring;  pulmonary 
crisis,  case  studies  of  acute  respiratory 
failure:  fiberoptic  bronchoscopy,  bronchos- 
copy as  an  adjunct  to  airway  care;  current 
clinical  uses  for  oxygen  therapy:  home 
care — do-it-yourself  respiratory  therapy: 
clearing  pulmonary  secretions;  advances 
and  problems  in  the  uses  of  IPPB  and 
aerosol  drug  therapy.  Contact:  Dr.  John 
F Cram,  Pres,  Nueces  County  Medical  So- 
ciety, PO  Box  5280,  Corpus  Christi  78405. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  SOCIETY  OF  LAW  AND 
MEDICINE,  first  national  conference  on 
medicolegal  implications  of  emergency  med- 
ical care,  Statler  Hilton  Hotel,  Washing- 
ton, DC,  Jun  8-10,  1975.  Major  subject 
matters  encompass  malpractice  issues  in- 
volving EMS,  medical,  dental,  nursing  and 
hospital  personnel;  requirements  for  in- 
formed consent  to  emergency  treatment, 
particularly  for  pediatricians  and  psychia- 
trists; liability  of  malpractice  and  health 
care  insurers:  medicolegal  implications  of 
emergency  medical  education  and  cardio- 
pulmonary resuscitation  (CPR)  training 
programs,  federal  and  state  emergency 
medical  service  regulations;  model  EMS 
legislation;  governmental  funding  and  ad- 
ministrative aspects  of  EMS  programs. 
Contact:  454  Brookline  Ave,  Boston  02215. 


ROCKY  MOUNTAIN  NEUROSURGICAL 
SOCIETY,  tenth  annual  meeting.  Hotel 
Cozumel  Cariebe,  Cozumel  Island,  Yuca- 
tan Peninsula,  Mexico,  Jun  8-11,  1975. 
Post-convention  seminars  in  Pan  American 
Hotel,  Merida,  Yucatan  Peninsula,  Mexi- 
co, Jun  12-13,  1975.  Contact:  Dr.  Richard 
H Moiel,  Sec.  601  The  Medical  Towers, 
1709  Dryden  St,  Houston  77025. 

For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  37-38. 
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OTHER  JUNE  MEETINGS 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  Chicago,  Jun  8-13, 
1975,  Dr.  M Eugene  Tardy,  Jr,  2800  Lake  Shore  Dr, 
Suite  4008,  Chicago  60657. 

AMERICAN  COLLEGE  OF  PREVENTIVE  MEDICINE, 
Atlantic  City,  NJ.  Jun  15-16,  1975.  Ward  Bentley,  Exec 
Dir.  801  Old  Lancaster  Rd,  Bryn  Mawr,  Pa  19010. 

AMERICAN  DIABETES  ASSOCIATION,  New  York,  Jun 
15-17,  1976.  Ernest  M Frost,  EdD,  Exec  Off.  1 W 48th 
St,  New  York  10020. 

■ AMERICAN  HEART  ASSOCIATION,  TEXAS  CHAP- 
TER, San  Antonio,  Jun  19-21,  1976.  Dr.  Arvel  Haley, 
Pres,  737  N Bishop,  Dallas  76208. 

AMERICAN  MEDICAL  ASSOCIATION,  Atlantic  City, 
NJ,  Jun  14-19,  1976.  Dr.  James  H Sammons,  Exec 
Vice-Pres,  635  N Dearborn  St,  Chicago  60610. 

AMERICAN  ORTHOPAEDIC  ASSOCIATION,  Hot 
Springs,  Va,  Jun  23-26,  1975.  Dr.  Richard  E King,  Sec. 
Suite  545.  340  Blvd  NE,  Atlanta  30312. 

■ AMERICAN  SOCIETY  FOR  GASTROINTESTINAL 
ENDOSCOPY,  San  Antonio.  Jun  21,  1975.  Dr.  Bernard 
M Schuman,  Sec,  2799  W Grand  Blvd.  Detroit  48202. 

AMERICAN  SOCIETY  OF  LAW  & MEDICINE.  Wash- 
ington, DC,  Jun  8-10,  1976.  464  Brookline  Ave,  Boston 
02216. 

AMERICAN  SOCIETY  FOR  PHOTOBIOLOGY,  Louis- 
ville, Ky,  Jun  22-27,  1975.  R J Burk.  Jr,  Exec  Sec,  4211 
39th  St  NW,  Washington,  DC  20016. 

AMERICAN  THYROID  ASSOCIATION,  Boston,  Jun 
9-13,  1975.  Dr.  A B Hayles,  Sec,  Mayo  Clinic,  Rochester, 
Minn  65901. 

ASSOCIATION  FOR  HEALTH  RECORDS,  Rochester, 
Minn,  Jun  23-25,  1975.  PO  Box  2257,  Ann  Arbor,  Mich 
48106. 

ENDOCRINE  SOCIETY.  New  York,  Jun  18-20,  1975.  Mrs. 
Nettie  C Karpin.  Exec  Sec,  9650  Rockville  Pike,  Bethes- 
da,  Md  20014. 

EYE  RESEARCH  INSTITUTE  OF  RETINA  FOUNDA- 
TION, Boston,  Jun  6-7,  1976.  Bradie  Methany,  Info  Off, 
20  Staniford  St,  Boston  20114. 

INTERNATIONAL  THYROID  CONFERENCE.  Boston, 
Jun  9-13,  1976.  Dr.  Lewis  E Braverman,  Gen  Sec,  6 
Beacon  St,  Suite  620,  Boston  02108. 

JUVENILE  DIABETES  FOUNDATION.  Philadelphia, 
Jun  6-8,  1976.  Mrs.  Carol  Lurie,  Vice  Pres,  23  E 26th 
St,  New  York  10010. 

■ KENNETH  C HALTALIN  PEDIATRICS  SEMINAR. 
Dallas,  Jun  6-7,  1976.  Dr.  Peggy  A Sartain,  Seminar 
Dir,  1936  Amelia  St,  Dallas  76236. 

SOCIETY  OF  NUCLEAR  MEDICINE,  Philadelphia. 
Jun  17-20,  1975.  Margaret  Glos,  Exec  Dir,  476  Park 
Ave  S,  New  York  10016. 

SOCIETY  FOR  VASCULAR  SURGERY,  Boston,  Jun 
20-21,  1975.  Dr.  James  A DeWeese,  Sec,  260  Crittenden 
Blvd,  Rochester.  NY  14642. 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  San 
Francisco,  Jun  8-14,  1975.  Donald  C Jackson,  Exec  Dir, 
1905  N Lamar  Blvd,  Austin  78705. 

B TEXAS  SOCIETY  OF  RESPIRATORY  THERAPISTS, 
Corpus  Christi,  Jun  12-13,  1976.  Dr.  John  F Cram,  Pres. 
Nueces  County  Medical  Society,  PO  Box  5280,  Corpus 
Christi  78405. 


JULY 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
NEW  MEXICO  CHAPTER,  Ruidoso,  NM,  Jul  14-17, 
1976.  Bob  Reid,  Exec  Sec,  PO  Box  466,  Sunland  Park. 
NM  88063. 


AMERICAN  MEDICAL  TENNIS  ASSOCIATION,  Seat- 
tle, Jul  27-Aug  1,  1976.  Bill  Drake,  Exec  Dir,  PO  Box 
183,  Alton,  111  62002. 

AMERICAN  ORTHOPAEDIC  SOCIETY  FOR  SPORTS 
MEDICINE,  New  Orleans,  Jul  27-30,  1975.  Dr.  Leslie 
M Boduar,  Sec,  328  N Michigan  St,  South  Bend,  Ind 
46601. 

INDIANA  UNIVERSITY,  INSTITUTE  FOR  SEX  RE- 
SEARCH, INC,  Bloomington,  Ind,  Jul  23-Aug  1,  1976.  Ruth 
Beasley,  Chairperson,  Summer  Program  Committee,  In- 
diana University,  Institute  for  Sex  Research,  Inc,  Mor- 
rison Hall  416,  Bloomington,  Ind  47401. 

INTERNATIONAL  DOCTORS  IN  ALCOHOLICS  ANON- 
YMOUS, Palm  Beach,  Fla,  Jul  31-Aug  3,  1976.  Dr. 
Lewis  K Reed,  Sec,  1950  Volney  Rd,  Youngstown,  Ohio 
44511. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver. 
Jul  18-19,  1975.  F C Schmidt,  Exec  Off.  1809  E 18th 
Ave,  Denver  80202. 

SYMPOSIUM  ON  UNDERWATER  PHYSIOLOGY,  San 
Diego,  Calif,  Jul  6-10,  1976.  Secretariat,  Sixth  Sympo- 
sium on  Underwater  Physiology,  9650  Rockville  Pike, 
Bethesda,  Md  20014. 


AUGUST 

AMERICAN  ACADEMY  OF  CLINICAL  TOXICOLOGY, 
Kansas  City,  Mo,  Aug  8-10,  1976.  LTC  Walter  J Decker, 
MSC,  US  Army  Medical  Laboratory,  Fort  Sam  Houston, 
San  Antonio  78234. 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago.  Aug 
18-21,  1975.  840  N Lake  Shore  Dr,  Chicago  60611. 

AMERICAN  ASSOCIATION  OF  FOUNDATIONS  FOR 
MEDICAL  CARE.  San  Francisco,  Aug  8-13,  1976.  PO 
Box  230,  Stockton,  Calif  96201. 

AMERICAN  RHINOLOGIC  SOCIETY,  Kansas  City,  Mo, 
Aug  17-23,  1976.  Dr.  Pat  A Barelli,  Sec,  4177  Broadway, 
Kansas  City,  Mo  64111. 

ASPEN  MUSHROOM  CONFERENCE,  Aspen,  Colo.  Aug 
11-16,  1975.  Registration  Division,  3300  S Wabash  Court, 
Denver  80231. 

ASSOCIATION  OF  PHILIPPINE  PRACTICING  PHYS- 
ICIANS IN  AMERICA,  San  Francisco,  Aug  14-17, 
1975.  Lucito  G Gamboa,  Exec  Dir,  36  Bradford  Lane, 
Oak  Brook.  Ill  60521. 

NATIONAL  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla,  Aug  10-15,  1975.  Dr.  E Leon  Cooper,  Acting  Exec 
Dir,  2109  East  St  NW,  Washington.  DC  20037. 


SEPTEMBER 

AMERICAN  ASSOCIATION  OF  ELECTROMYOGRA- 
PHY AND  ELECTRODIAGNOSIS.  Rochester,  Minn, 
Sep  21-24,  1975.  Dr.  W C Wiederholt,  Sec-Treas,  7010 
Via  Valverde,  La  Jolla,  Calif  92037. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Atlanta,  Sep 
30-Oct  3,  1975.  Dr.  James  F Martin,  Sec  and  Exec  Off, 
300  S Hawthorne  Rd,  Winston-Salem,  NC  27103. 

INTERNATIONAL  COLLEGE  OF  PSYCHOSOMATIC 
MEDICINE,  Rome/Sicily,  Sep  16-29,  1975.  Dr.  Adam  J 
Krakowski,  Sec,  210  Cornelia  St,  Suite  103,  Plattsburg, 
NY  12901. 

m TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS, 
Houston,  Sep  13-17,  1975.  Donald  C Jackson,  Exec  Off, 
1905  N Lamar,  Austin  78705. 

B TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Corpus 
Christi,  Sep  20-21,  1976.  Mrs.  Mary  Jones,  1905  N 
Lamar,  Austin  78705. 

AMERICAN  ACADEMY  FOR  CEREBRAL  PALSY,  New 
Orleans,  Sep  24-28,  1976.  James  E Bryan,  Exec  Sec, 
1256  New  Hampshire  Ave  NW,  Suite  1030,  Washington, 
DC  20036. 

B AMERICAN  ACADEMY  OF  OPHTHALMOLOGY 
AND  OTOLARYNGOLOGY,  Dallas,  Sep  21-25,  1976.  Dr. 
C M Kos,  Exec  Sec-Treas,  15  Second  St  SW,  Rochester, 
Minn  66901. 
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The  MUDRAIMES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 

Phenobarbital  (to  lessen  cardiac  stimulation). 


f {3u!UJJ0j-)iqeij  aq  Ae|/\|)  X 
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INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS : Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital.  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons. 


Federal  laiv  prohibits  dispensvuj  without  prescription. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23261 
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prepared  with  natural  equine 


estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  loimd 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 
PREMARIN  . . . naturally. 


BRIEF  SUMMARY 

(For  full  prescribinjr  informaLion,  see  package 

circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 
PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information,  FD.A  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  arc  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

1 he  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  endjolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother’s 
milk  and  an  estrogenic  clfect  upon  the  infant 
has  been  described.  I hc  long  range  cflect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  l.'i 
percent  of  breast  cancer  patients  with  metas- 
tases,  and  this  usually  itidicatcs  progression  of 
hone  metastases.  This  occurrence  depends  neither 
oti  dose  nor  on  immobili/ation.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  itigestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  I his  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  .sfiort  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  witli  special  reference 
to  pelvic  and  breast  examinations. 

lb  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  he  used  with  caution  in  patients  with 
epilepsy,  tnigraine,  asthma,  cardiac,  or  renal 
disease. 

If  unex|)lained  or  excessive  vaginal  bleeding 
should  occur,  reexatnination  shouhl  be  made  for 
organic  pathology. 

Pic  cxisling  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogetis;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  lelevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  I bis  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREM.ARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
.selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating. cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing, In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  I'aginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.5  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  I’RF.M.'kRIN  (Conjugated  Estro- 
gens Tablets,  U.S.R) 

No.  805— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1 ,000. 

No.  800— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.025  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1 ,000.  7352 
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Get  well  card. 


At  the  hospital,  nothing  works  quite  as  well  as 
a Blue  Cross  and  Blue  Shield  membership  card. 

It  gets  you  in  fast.  And  out  even  faster. 

Call  your  nearby  Blue  Cross  and  Blue  Shield 
representative.  (And  be  sure  and  ask  him  about 
our  all-new  group  dental  plans.) 

You’ll  find  him  in  the  Yellow  Pages.  And  you’ll 
find  him  most  helpful. 


^Registered  Mark 
Blue  Cross  Association 

^Registered  Service  Mark 
of  the  National  Association 
of  Blue  Shield  Plans 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
W.  E.  Crump,  M.D..  F.A.C.S. 

James  T.  Lee,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D.,  F.A.C.P. 

I.  L.  Humphrey,  Jr.,  M.D. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D.,  A.B.F.P. 

Melvin  Horany,  M.D.,  A.B.F.P. 

James  T.  Cook,  M.D. 

UROLOGY 

Farid  G.  Khoury,  M.D. 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 


A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D. 
Medical  Director 


Bland  Seale 
Administrator 


CHAMPUS  APPROVED 


PROLOID®  (thyrogiobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyrogiobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid.  It  con- 
tains the  known  calorigenically  active  components, 
Sodium  Levothyroxine  (T4)  and  Sodium  Liothyro- 
nine  (T3).  Proloid  (thyrogiobulin)  conforms  to  the 
primary  USP  specifications  for  desiccated  thyroid— 
for  iodine  based  on  chemical  assay— and  is  also 
biologically  assayed  and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the  So- 
dium Levothyroxine  and  Sodium  Liothyronine  con- 
tent of  Proloid  (thyrogiobulin)  is  routinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyrogiobulin) 
is  approximately  2.5  to  1 . 

Proloid  (thyrogiobulin)  is  stable  when  stored  at 
usual  room  temperature. 

Indications.  Proloid  (thyrogiobulin)  is  thyroid  re- 
placement therapy  for  conditions  of  inadequate  en- 
dogenous thyroid  production:  e.g.,  cretinism  and 
myxedema.  Replacement  therapy  will  be  effective 
only  in  manifestations  of  hypothyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyrogiobu- 
lin) may  be  tried  therapeutically,  in  nonemergency 
situations,  in  an  attempt  to  reduce  the  size  of  such 
goiters. 

Contraindication.  Thyroid  preparations  are  contra- 
indicated in  the  presence  of  uncorrected  adrenal 
insufficiency. 

Warnings.  Thyrogiobulin  should  not  be  used  in  the 
presence  of  cardiovascular  disease  unless  thyroid- 
replacement  therapy  is  clearly  indicated.  If  the  lat- 
ter exists,  low  doses  should  be  instituted  beginning 
at  0.5  to  1.0  grain  (32  to  64  mg)  and  increased  by 
the  same  amount  in  increments  at  two-week  inter- 
vals. This  demands  careful  clinical  judgment 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  adminis- 
tered If  hypopituitarism  is  present,  the  adrenal  de- 
ficiency must  be  corrected  prior  to  starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to  thy- 
roid and  dosage  should  be  started  at  a very  low 
level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations  this 
drug  will  alter  results  of  thyroid  function  tests. 
Adverse  Reactions.  Overdosage  or  too  rapid  in- 
crease in  dosage  may  result  in  signs  and  symptoms 
of  hyperthyroidism,  such  as  menstrual  irregulari- 
ties. nervousness,  cardiac  arrhythmias,  and  angina 
pectoris. 

Dosage  and  Administration.  Optimal  dosage  is 
usually  determined  by  the  patient's  clinical  re- 
sponse. Confirmalory  tests  include  BMR,  T3'3il 
resin  sponge  uptake,  T3'3il  red  cell  uptake,  Thyro 
Binding  Index  (TBI).  and  Achilles  Tendon  Reflex 
Test.  Clinical  experience  has  shown  that  a normal 
FBI  (3.5-8  mcg/100  ml)  will  be  obtained  in  patients 
made  clinically  euthyroid  when  the  content  of  T4 
and  T3  is  adequate.  Dosage  should  be  started  in 
small  amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual  main- 
tenance dose  is  0.5  to  3.0  grains  (32  to  190  mg) 
daily. 

Instructions  for  Use.  The  following  conversion 
table  lists  the  approximate  equivalents  of  other 
thyroid  preparations  to  Proloid  (thyrogiobulin)  when 
changing  medication  from  desiccated  thyroid,  T4 
(sodium  levothyroxine),  T3  (sodium  liothyronine),  or 
T4/T3  (liotrix). 


CONVERSION  TABLE 


Dose  of 

Dose  of 

Dose  of  T4 

Dose  of  T3 

Proloid 

Oesic- 

(sodium 

(sodium 

(thyro- 

Gated 

levo- 

lio* 

Dose  of  liotrix 

globulin) 

Thyroid 

thyroxine) 

thyronine) 

(T.,/T,) 

1 grain 

1 grain 

0.1  mg 

25  meg 

#1  ( 60  mcg/15  meg) 

2 grains 

2 grains 

0.2  mg 

50  meg 

it2  (120  mcg/30  meg) 

3 grains 

3 grains 

0.3  mg 

75  meg 

#3  (180  mcg/45  meg) 

4 grains 

4 grams 

0 4 mg 

100  meg 

5 grains 

5 grains 

0.5  mg 

125  meg 

In  changing  from  Thyroid  USP  to  Proloid  (thyro- 
giobulin), substitute  the  equivalent  dose  of  Proloid 
(thyrogiobulin).  Each  patient  may  still  require  fine 
adjustment  of  dosage  because  the  equivalents  are 
only  estimates. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  unusual 
bowel  motility.  Angina  pectoris  or  congestive  heart 
failure  may  be  induced  or  aggravated.  Shock  may 
develop.  Massive  overdosage  may  result  in  symp- 
toms resembling  thyroid  storm.  Chronic  excessive 
dosage  will  produce  the  signs  and  symptoms  of 
hyperthyroidism. 

(Treatment:  In  shock,  supportive  measures  should 
be  utilized.  Treatment  of  unrecognized  adrenal  in- 
sufficiency should  be  considered.) 

Supplied.  'A  grain  tablets  in  bottles  of  100  (N0047- 
0250-51)  and  1000  (N  0047-0250-60);  '/a  grain  tab- 
lets in  bottles  of  100  (N  0047-0251 -51 ) and  1000  (N 
0047-0251-60):  scored  1 grain  tablets  in  bottles  of 
100  (N  0047-0252-51)  and  1000  (N  0047-0252-60); 
1 Vz  grain  tablets  in  bottles  of  100  (N  0047-0253-51 ) 
and  1000  (N  0047-0253-60);  scored  2 grain  tablets 
in  bottles  of  100  (N  0047-0257-51 );  3 grain  tablets 
in  bottles  of  100  (N  0047-0254-51 ) and  1000  (N 
0047-0254-60);  scored  5 grain  tablets  in  bottles  of 
100  (N  0047-0255-51)  and  1000  (N  0047-0255-60). 
Full  information  is  available  on  request.  P-GP-51  4/c 

WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains.  N.J.  07950 


34 


TEXAS  MEDICINE 


In  thyroid  therapy  too... 
all  the  qualities  of  the  "natural"  with  the 
added  improvements  of  man... 


(thyroglobulin) 


natural  thyroid.. .but  uniquely  purified 
Devoid  of  any  glandular  debris, 
natural  thyroid.. .but  triply  standardized 
Standardized  chemically,  biologically, 
and  (at  intervals)  clinically,  for  consistent 
metabolic  activity  from  batch  to  batch, 
natural  thyroid... but  consistently  fresh 
Potency  undiminished  for  up  to  4 years 
under  proper  storage  conditions. 


It  all  adds  up  to  natural  thyroid  with  the 
added  improvements  of  man. 


Please  see  adjoining  column  for  brief  summary  of  prescribing  information. 


help  make 

COLACEthe 

most  widdy  used 
stool  softener. 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stool: 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipatic 

dioctyi  sodium  sultosuccinate  COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 

chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  (■ 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipatic 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


CONTINUING  EDUCATION  COURSES 


JUNE 

Anesthesiology 

Title:  22nd  Annual  Anesthesiology 
Review  Course 

Sponsor:  Society  of  Air  Force  Anes- 
thesiologists, Lackland  Air  Force  Base 
Location  of  Course:  Hilton  Hotel  Palacio 
del  Rio,  San  Antonio 
Dates:  Jun  9-13,  1975 
Duration:  Continuous:  5 days;  32  total 
course  hours 
Fee:  $75 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Enrollment:  Maximum,  1,000 
Credit:  32  hours 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Col  Francis  J Dannemiller,  MD, 
Program  Dir,  Wilford  Hall  USAF  Medical 
Center,  PSC  8,  Box  368865,  Lackland 
AFB  78236 


Basic  Sciences:  Microbiology  & 
Immunology 

Title:  Workshop  in  Immunology 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Jun  12-15,  1975 

Duration:  Continuous;  30  total  course 

hours 

Fee:  $150 

Designed  For:  Full  time  specialty 
Enrollment:  Minimum,  40;  maximum,  50 
Credit:  30  prescribed  hours,  AAFP; 
Category  I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  observes  procedure, 
laboratory  work,  lecture,  open  question, 
seminar 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Basic  Sciences:  Physiology 

Title:  History  of  Physiology  and 
Medicine 

Sponsor:  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Baylor  College  of 
Medicine,  Houston 
Date:  Starting — Mar  31,  1975;  June, 
1975;  Sep  2,  1975;  Ending — End  of 
each  quarter 

Duration:  Intermittent;  7-15  days, 
depending  upon  the  quarter:  II/2  hours 
instruction  per  day;  10V2'22i/2  total 
course  hours,  depending  upon  quarter 
Fee:  None 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Robert  L Vick,  Prof  of 
Physiology,  Baylor  College  of  Medicine, 
1200  Moursund  Ave,  Houston  77025 


Cardiovascular  Disease 

Title:  Problems  in  Cardiovascular 
Disease — 1975 

Sponsors:  American  Heart  Association, 

Texas  Affiliate,  San  Antonio  Chapter 

Location  of  Course:  St.  Anthony  Hotel, 

San  Antonio 

Date:  Jun  20,  1975 

Duration:  1 day;  7 total  hours 

instruction 

Fee:  Physician  members,  AHA,  $30; 
Physician  nonmembers,  $35 
Designed  For:  General  practice  and  part 
time  specialty:  Full  time  specialty 
Credit;  7 hours  AAFP  elective 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel,  pro- 
grammed instruction,  seminar 
Contact:  Dr.  Robert  Talley,  Chmn, 
Planning  Committee,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio  78284 


Psychiatry 

Postponed:  Unusual  Sexual  Behavior, 
UT  Health  Science  Center  at  San 
Antonio,  Jun  7,  1975 


Miscellaneous  Courses 

Title:  What's  New  in  Critical  Medical 
Care? 

Sponsor;  UT  Health  Science  Center  at 
San  Antonio 
Date:  Jun  14,  1975 
Duration:  Continuous;  1 day 
Fee;  $40 

Teaching  Methods:  Audiovisual  mate- 
rials, open  question,  panel,  television 
Contact;  UT  Health  Science  Center  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio  78284 


JULY 

Basic  Sciences:  Physiology 

Title:  Vectorial  Analysis  of 
Electrocardiogram 

Sponsor:  Baylor  College  of  Medicine, 
Houston 

Date:  Starts  July,  1975 
Duration:  Continuous:  12  days;  IV2 
hours  instruction  per  day 
Fee:  None 

Enrollment:  Minimum,  10;  maximum, 
100 

Credit;  18  hours 

Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  observes  procedure,  en- 
rollee performs  procedure,  laboratory 
work,  lecture,  open  question,  television 
Contact:  Dr.  Robert  L Vick,  Prof  of 
Physiology,  Baylor  College  of  Medicine, 
1200  Moursund  Ave,  Houston  77025 
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Ophthalmology 

Title;  Low  Vision  Aid  Symposium 
Sponsor:  Program  in  Ophthalmology,  UT 
Medical  School  at  Houston 
Location  of  Course;  North  and  South 
Auditorium,  Hermann  Hospital,  Houston 
Date:  Jul  12,  1975 

Duration:  Continuous;  V2  day;  5 course 
hours 

Designed  For:  Full  time  specialty  in 
Ophthalmology 

Teaching  Methods;  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Richard  S Ruiz,  Dir,  Pro- 
gram in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Prof 
Bldg,  Houston  77025 


Title:  Ophthalmology  forthe  Non 
Ophthalmologist 

Sponsors:  Texas  Society  forthe  Preven- 
tion of  Blindness:  UT  Medical  School  at 
Houston,  Program  in  Ophthalmology 
Location  of  Course:  Holiday  Inn  Medical 
Center,  6701  S Main  St,  Houston 
Date:  Jul  26,  1975 
Contact:  Joanne  Allen,  Program  Dir, 
Texas  Society  for  the  Prevention  of 
Blindness,  PO  Box  13400,  Houston 
77019 


Radiology  & Radioisotopes 

Title:  External  Beam,  Interstitial  and 
Intracavitary  Dosimetry — Principles 
Sponsor:  UT  Health  Science  Center  at 
Houston 

Location  of  Course:  UT  System  Cancer 

Center,  MD  Anderson  Hospital  and 

Tumor  Institute,  Houston 

Dates:  Jul  1-12,  1975 

Duration:  Continuous:  10  days;  8 hours 

instruction  per  day 

Fee:  $300 

Enrollment:  Minimum,  10;  maximum, 
25 

Teaching  Methods:  Enrollee  observes 
procedure,  lecture,  open  question 


Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 


Title;  External  Beam,  Interstitial  and 
Intracavitary  Dosimetry — Manual  and 
Computer  Methods  of  Calculation 
Sponsor:  UT  Health  Science  Center  at 
Houston 

Location  of  Course:  UT  System  Cancer 

Center,  MD  Anderson  Hospital  and 

Tumor  Institute,  Houston 

Dates:  Jan  20-31,  1975;  Jul  14-25,  1975 

Duration:  Continuous:  10  days;  8 hours 

instruction  per  day 

Fee:  $300 

Enrollment:  Minimum,  10;  maximum, 

25 

Teaching  Methods:  Enrollee  observes 
procedure,  enrollee  performs  procedure, 
lecture,  open  question 
Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 
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an  effective  combination  of  medication 
and  psychoiogy  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAMA  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg.; 
aluminum  hydroxide  dried  gel,  150  mg. 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ey 

LABORATORIES  ^ 

Division  of  Sandoz-Wander.  Inc. 

Lincoln,  Nebraska  68501 


the  original 
triple  antigen 

JUL 

NOW  IS  THE  TIME  TO 
PROTECT  YOUR 
PATIENTS  FROM 
SEVERE  REACTIONS 
TO 

POISON 
IVY 
OAK 
SUMAC 


RHUS-ALL  is  an  effective  prophylactic 
against  these  three  common  summer  irritants. 
Usual  dosage  consists  of  2 - 3 injections  intra- 
muscularly, at  weekly  intervals,  prior  to  exposure. 


WRITE  OR  CALL  FOR- 

FREE  CATALOG 

Toll  Free  - (800)  327-1 141 
Florida  Call  Collect  (305)  943-7722 


XL 


(}mT) 

SINCE  1928 

POMPANO  BEACH,  FLORIDA  33064 


PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13jug/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SCOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
r=  5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 

ROGRIG<9 

A division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 
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A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.— max- 
imum dose,  4 tsp.=20  cc.) 
offers  highly  effective  control 
oihoth  pinworms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
in  clinical  studies!*'  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  mgestion. . . 
doesn't  stain  stools,  Imen  or 
clothing. 

One  prescription  can 
economically  treat  the  entire 
family 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  1001 7 


NSN  6505-00-148-6967 


Pinworms,  roundworms  controlled 
with  a sin^e,  non-staining  dose  of 

ANTIMINTH 

(pyrantel  pamoate) 

cquiv^l]ent  to  50  pyrantel/ ml. 


*Datd  on  file  at  Roerig. 


ORAL  SUSPENSION 


Please  see  prescribing  information  on  facing  page. 
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PAIN  REUEF 
FOR  THE  MAJORITY 

N0.4~For  pain  intensity  below  the  need  lor  injectables 

As  a rule,  only  pain  that  requires  morphine  is  beyond  the  scope 
of  Empirin®  Compound  with  Codeine  No.  4.  That’s  because  it 
delivers  a full  grain  of  codeine.  (In  the  preferred  phosphate 
form.)  Its  ant  it  ussive  action  is  particularly  appreciated  by 
patients  with  fractured  ribs,  and  following  chest  or  abdominal 
surgery.  Its  low  addiction  liability  is  a bonus  for  all  patients  who 
require  potent  analgesia.  ^ 

N0.3“for  almost  all  other  kinds  of  lesser  pain  ™ 

Most  other  kinds  of  lesser  pain  respond  to  Empirin  Comppund 
with  Codeine  No.  3 — whether  musculoskeletal,  neurological, 
soft-tissue  or  visceral.  One  might  say  No.  3 is  an  “all-purpose” 

analgesic - not  too  little,  not  ^ /Burroughs  Wellcome  Co. 

too  much.  Just  right  for  your  ® / Research  Triangle  Park 

out-patients  in  these  categories.  Wellcome  / North  Carolina  27709 


BURNS 


Wherever  it  hurts 

OMPOUND  c CODEI 

3phosphate*(32.4mg)gry2  * No.4,  co(jeinephosphate*(64.8mg)gr  1 

'Warning— may  be  habit-forming.  Each  tablet  also  contains  aspirin  gr  31/2,  phenacetin  gr  21/2,  caffeine  gri/^. 


1 Unless  the  kid  takes  it. 
i Frivolous  observation? 
i Hardly.  The  medical  literature 
I is  now  replete  with  data 
showing  that  25  to  50%  are 
i drug  defaulters.*  Adults.  Kids. 
I 

' Everything  is  for  naught  if 
> the  kid’s  taste  buds  reject 
the  product. 


That’s  what’s  nice  about 
INCREMIN  with  Iron  Syrup. 

It  really  tastes  okay. 

Now,  to  convince  yourself 
that  INCREMIN  with 
Iron  Syrup  makes  iron 
i‘'bioavailable”  by  effec- 
[tively  delivering  ittothe 
I patient,  request  starter 
! samples.  Also  available: 
jAprintofthisoriginal 
i artwork  (without  any 
Itext)  suitable  for  framing. 


With 


IRON 


Dietary  Supplement 

Syrup 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 

r 

I FREE  SAMPLE  COUPON 


Lederle  Laboratories 
Bldg.  140,  Room  104R 
Pearl  River,  N.Y.  10965 


□ Please  have  your  representative 
deliver  samples  of  INCREMIN  with 
Iron  Syrup. 


□ Please  send  print  suitable  for  framing. 


□ Please  send  bibliography  on  patient 
compliance  problems. 


Each  teaspoonful  (5  cc)  contains: 


Elemental  Iron 

(as  Ferric  Pyrophosphate) 

30  mg 

1-Lysine  HCI 

300  mg 

Thiamine  HCI  (Bi) 

10  mg 

Pyridoxine  HCI  (B6) 

5 mg 

Vitamin  Bi^ 

25  mcgm 

Sorbitol 

3 5 Gm 

Alcohol 

0.75% 

DOSAGE:  Prevention  of  iron-deficiency 
anemia— Children  and  Adults— 1 tsp.  (5  cc) 
daily. Treatment  of  iron-deficiency  anemia— 
ildren:  1 tsp.  t.i.d.;  Adults:  1 tsp.  q i d. 


SUPPLY:  Bottles  of  4 fl.  oz.  and  16  fl.  oz. 


fWant  a list  of  relevant  references?  Please  use  the  coupon. 


169-; 


500341 


One  contains  aspirin. 
One  doesn’t. 


Darvocet-N*’  100 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Dorvoif 

Compoiind-65 

65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenocetin, 
and  32.4  mg.  cofFeine 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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Xeroradiography: 

A widening  spectrum  of  usefulness 


Charles  W.  Yates,  Jr.,  MD,  PhD 

Xeroradiography  has  become  widely 
known  because  of  the  excellent  detail  that 
can  be  obtained  in  mammography.^  In- 
creasingly it  is  becoming  apparent  that 
the  process  has  much  wider  applica- 
tion.2.3  Xeroradiography’s  edge  enhance- 
ment effect  and  its  wide  latitude  of  con- 
trast contribute  to  its  utility  in  a wide 
range  of  clinical  situations. 

Because  many  facilities  use  xeroradi- 
ography exclusively  for  mammography,  it 
was  thought  that  a review  of  its  other  uses 
might  encourage  more  widespread  use  of 
this  excellent  diagnostic  tool. 

Xeroradiography  uses  a charged  selen- 
ium plate  instead  of  conventional  x-ray 
film.  The  uniform  charge  is  dissipated  by 
radiation  striking  the  plate.  The  latent 
image  set  up  on  the  charged  plate  is  trans- 
ferred to  and  impregnated  in  a waxed 
paper;  a charged  toner  powder  gives  the 
familiar  blue-toned  images.  Xeroradiog- 
raphy has  a long  range  of  contrast  which 
can  be  produced  in  a single  image.  Air, 
fat,  water,  and  bone  density  can  be  imaged 
with  one  exposure  and  give  excellent  de- 
tail. Use  of  conventional  film  often  re- 
quires special  techniques  for  soft  tissue. 
Xeroradiography  accentuates  the  inter- 
face between  adjacent  structures,  and 
this  edge  enhancement  further  increases 
detail. 

Tomography  of  the  lung  has  proved  to  be 
of  great  value  in  defining  the  nature  of 
lesions  seen  on  routinefilms  of  the  chest. 
Xerotomography  with  a xeroradiographic 
plate  substituted  for  conventional  film 
adds  further  detail.  It  is  especially  useful 
in  demonstrating  cavities  or  calcifica- 
tions. 

Lateral  views  of  the  neck  offer  a good 
evaluation  of  the  soft  tissues  of  the  neck  in- 
cludingthe  nasopharynx,  base  of  the 
tongue,  and  larynx.  Xeroradiographic 
images  offer  even  greater  detail.  This  can 


be  of  use  in  detecting  tumors,  foreign  bod- 
ies, air  in  soft  tissue,  etc. 

Facial  bone  studies  by  conventional  film 
must  often  be  supplemented  by  tomogra- 
phy to  allow  adequate  visualization  of 
overlapping  bony  structures.  When  at- 
tempted on  a recently  injured  patient  with 
facial  fractures,  tomography  often  is 
quite  difficult.  A patient  in  pain  may  not  be 
able  to  be  still  long  enough  for  an  ade- 
quate study.  Conventional  films  may  not 
provide  sufficient  information.  A single 
xeroradiographic  image  often  provides 
as  much  information  as  does  tomography. 


1.  Xerotomogram  of  the  lung  shows  granuloma 
with  calcified  center.  No  surgery  vrai  performed, 
but  there  was  a two-year  follow-up. 
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2.  Xerotomogram  of  the  lung  reveals  a coin  lesion 
with  no  calcification.  Hamartoma  was  found  at 
surgery. 


3.  Xerotomogram  of  the  lung  shows  a spiculated 
mass  without  calcification.  Bronchogenic  carcinoma 
found  at  surgeiy. 


and  in  much  less  patient  time.  Xeroradi- 
ographic  images  are  also  useful  in  evalu- 
ating tumors  involving  facial  structures 
because  of  the  excellent  soft-tissue  detail 
provided  in  addition  to  the  bone  detail. 

Examination  of  the  extremities  by 
xeroradiographic  technique  is  useful  in 
the  evaluation  of  subtle  fractures.  Many 
foreign  bodies  image  very  well  with  the 
xeroradiographic  technique.  Xeroradio- 
graphic studies  of  the  extremities  allow 
for  excellent  evaluation  of  soft-tissue  ex- 
tension of  tumor.  Regression  or  progres- 
sion can  be  followed  with  serial  xeroradio- 
graphic images. 

Xeroradiographic  images  also  are  use- 
ful in  the  evaluation  of  patients  with  low 
back  pain.  Soft-tissue  ligamentous  calcifi- 
cations may  be  imaged  successfully  by 
xeroradiography  when  they  cannot  be 
seen  on  conventional  studies  of  the  lumbar 
spine. 

Bone  changes  resulting  from  metabolic 
disease,  such  as  subperiosteal  resorption 
in  hyperparathyroidism,  can  be  imaged 
well  with  xeroradiographs. 

Xeroradiography  has  utility  in  a wide 
spectrum  of  clinical  situations.  Since  the 
xerographic  plates  can  be  exposed  with 
conventional  radiographic  equipment, 
xeroradiography  can  be  performed  in 
any  moderate-size  x-ray  department  with 
little  additional  cost.  The  diagnostic  versa- 
tility of  this  method  undoubtedly  will  in- 
crease as  new  applications  are  carried 
out. 
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4.  Lateral  soft  tissue  of  neck.  Irregular  mass  is  seen 
at  base  of  tongue;  barium  within  crypts  of  tumor. 
Biopsy  tissue  showed  squamous  carcinoma. 


6.  Lateral  facial  hones.  A foreign  body  is  seen  at 
base  of  nasal  bone.  Note  the  excellent  hone  detail 
possible. 


5.  Lateral  soft  tissue  of  neck.  Air  is  seen  in  soft 
tissue.  The  patient  trfls  a diver  who  made  too  rapid 
an  ascent. 


7 . Frontal  facial  bones.  Fracture  of  lateral  wall  of 
left  maxillaiy  antrum  is  seen.  Note  the  excellent 
bone  detail. 
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10.  Distal  femur.  Osteogenic  sarcoma.  Note  excel- 
lent detail  of  bone  destruction,  periosteal  reaction, 
and  soft-tissue  tumor  calcification. 


8.  Frontal  facial  bones  and  mandible.  The  man- 
dible is  fractured. 

9.  Frontal  facial  bones.  Osteogenic  sarcoma  of 
right  maxilla  is  visible.  Note  destruction  of  lateral 
wall  of  antrum  and  soft-tissue  component  of 
tumor. 


11.  Knee  arthrography.  The  wide  latitude  of 
xeroradiographs  allows  evaluation  of  bone,  soft 
tissue,  and  contrast  agent  in  one  image. 


TEXAS  MEDICINE 


12.  Lateral  lumbar  spine.  Ligamentous  calcifica- 
tions are  seen  below  the  spinous  process  of  L-5  in  a 
patient  with  severe  low  back  pain.  Calcifications 
were  not  visible  on  conventional  radiographs. 
Steroid  injections  at  the  site  of  calcification  brought 
pain  relief. 

13.  Distal  clavicle.  Resorption  of  distal  clavicle  is 
seen  in  a patient  with  secondary 
hyperparathyroidism. 
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Diagnosing  bronchial  carcinoid  tumors 
by  electron  microscopy 


Because  bronchial  carcinoid  tumors  may 
be  neither  argyrophilic  nor  argentaffinic, 
electron  microscopic  demonstration  of  in- 
tracytoplasmic  neurosecretory  granules 
has  been  useful  in  establishingthetissue 
diagnosis.  The  clinical  aggressiveness  of 
the  “atypical”  bronchial  carcinoid  can  be 
partly  explained  by  its  close  relationship  to 
the  oat  cell  carcinoma  with  both  tumors 
having  a common  origin  from  Kulchitsky 
cells  of  the  bronchi,  bronchioles,  and  bron- 
chial glands. 

Bronchial  carcinoid  tumors  are  most  often 
low-grade  malignancies,  but  cases  with 
widespread  metastases  have  been  reported 
and  much  controversy  remains  concerning 
the  true  nature  and  natural  history  of  this 
neoplasm. In  the  past,  light  microscopic 
studies  with  various  special  silver  stains 
have  been  utilized  in  an  attempt  to  estab- 
lish thetissue  diagnosis  of  bronchial  car- 
cinoids; however,  as  the  majority  of  these 
tumors  show  neither  argentaffinic  nor 
argyrophilic  granules,  the  diagnosis  can  be 
confirmed  only  by  electron  microscopic 
study  revealing  the  characteristic  neuro- 
secretory cytoplasm  granules. Since  the 
histologic  pattern  of  other  “bronchial  ade- 
nomas” such  as  adenoid  cystic  carcinomas 
and  acinic  cell  tumors  can  at  times  mimic 
that  of  bronchial  carcinoids,  all  such  tu- 
mors should  be  examined  by  electron  mi- 
croscopy.“ Four  bronchial  neoplasms  con- 
firmed by  electron  microscopy  to  be  car- 
cinoid tumors  serve  as  the  basis  of  this 
report. 


From  the  Departments  of  Pathology,  Baylor 
College  of  Medicine  and  The  Methodist  Hospital. 

Supported  in  part  by  The  Albert  and  Martha  Klein 
Respiratory  Pathology  Research  Fund  and  the 
Phi  Delta  Epsilon  Pathology  Research  Fund. 


Materials  and  Methods 

The  tissue  for  histological  examination  was 
processed  in  the  usual  manner  after  a 
presumptive  diagnosis  was  made  from 
frozen  sections.  In  addition  to  the  usual 
hematoxylin  and  eosin  tissue  stains,  the 
Sevier-Munger  stain  for  argyrophilia  and 
the  Fontana-Masson  stain  for  argentaffin 
reaction  were  made.  The  tissue  for  electron 
microscopic  examination  was  fixed  in 
2.5%  Karnovsky’s  glutaraldehyde,  rinsed 
in  phosphate  buffer  pFt  7.4,  post-fixed  in 
1 % osmium  tetroxide,  stained  en  bloc  with 
uranyl  acetate,  dehydrated  through  a series 
of  graded  alcohols  and  propylene  oxide, 
embedded  in  DDSA-Araldite  and  sectioned 
with  a diamond  knife  on  a Sorvall  MT-2B 
ultramicrotome.  One-micron  thick  sections 
were  cut  for  orientation  purposes  and  stain- 
ed with  Paragon  Multiple  Stain.  Ultrathin 
sections  were  cut  and  post-stained  with 
1 % lead  citrate  and  examined  in  an  RCA- 
EMU-3F  microscope. 

Results 

Case  1.  The  patient  was  a 32-year-old  wom- 
an, gravida  6 para  5,  who  was  five  months 

1.  Light  photomicrograph  of  a typical  bronchial 
carcinoid  tumor  showing  the  regular  appearance  of 
the  neoplastic  cells  with  their  oval,  bland  nuclei 
and  abundant  cytoplasm.  There  are  no  tr^itoses 
seen.  Note  the  “endocrine  pattern”  of  the  neoplasm. 
(Hematoxylin  and  eosin  stain,  X 93.75.) 
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pregnant  when  she  developed  hemoptysis. 

A roentgenogram  of  the  chest  showed 
atelectasis  of  the  left  lower  lobe  of  the  lung 
and  bronchoscopy  revealed  an  endo- 
bronchial lesion.  Left  lower  lobectomy  was 
carried  out  revealing  a 4-cm  tumor  of  the 
left  lower  lobe  bronchus.  The  patient  is  do- 
ing well  two  years  later.  Diagnosis  based 
on  frozen  section  examination  was  pro- 
bable carcinoid  tumor  of  the  left  lower  lobe 
bronchus.  Light  microscopic  examination 
revealed  the  tumor  just  beneath  the  intact 
overlying  bronchial  epithelium  (Fig  1). 
There  were  no  mitoses  found. 

Electron  microscopic  examination  of  the 
tumor  revealed  a pattern  of  alternating 
light  and  dark  cells  (Fig  2).  Large  numbers 
of  neurosecretory  granules  were  seen  in  the 
electron-opaque  or  “dark”  cells  (Fig3). 
These  granules  appeared  in  a random  pat- 
tern throughout  the  cytoplasm.  The  size  of 
the  neurosecretory  granules  ranged  from 
741  A to  1,234  A,  with  an  average  of 
1,017  A (Fig  3).  The  number  of  mitochon- 
dria in  the  more  electron-lucent  cells  was 
less  than  in  the  electron-opaque  cells. 

There  were  scant  to  moderate  amounts  of 

2.  Electron  micrograph  showing  a "dark”  neoplastic 
brot2chial  carcinoid  cell  at  the  lower  left  with  a 
"light”  carcinoid  cell  to  the  right.  The  latter  cell 
appears  swollen  and  degenerating.  Note  the  more 
numerous  neurosecretory  granules  (arrows)  present 
in  the  "dark”  cell  as  compared  to  the  "light”  cell. 
(Lead  citrate  stain,  X 4,800.) 


both  rough  and  smooth  endoplasmic 
reticulum. 

Case  2.  The  patient  was  a 53-year-old 
woman  who  was  asymptomatic  and  had  a 
tumor  of  the  left  lower  lobe  of  the  lung  dis- 
covered by  a routine  chest  roentgenogram. 
A left  lower  lobectomy  was  performed  and 
a 3-cm  tumor  of  the  left  lower  bronchus  was 
found.  Upon  frozen  section  examination  the 
neoplasm  was  diagnosed  as  a probable  car- 
cinoid tumor.  The  patient  is  well  1 V2  years 
later.  Microscopically,  thetumorwas  com- 
posed of  uniform  cells  with  bland  nuclei 
and  faintly  eosinophilic  cytoplasm.  No 
mitotic  figures  were  seen.  Electron  micro- 
scopic examination  revealed  a pattern  of 
alternating  light  and  dark  cells.  Mitochon- 
dria were  generally  round  to  oval;  however, 
elongated  cigar  shapes  were  also  seen. 
Within  the  tumor,  cell  interdigitations, 
pseudopods,  lipid,  and  residual  bodies 
were  also  noted.  Neurosecretory  granules 
were  seen  in  all  the  tumor  cells.  The  size 
of  the  granules  ranged  from  831  A to 
1,385  Awith  an  average  of  1,029  A.  Paral- 
lel rows  of  rough  endoplasmic  reticulum 
were  seen  in  someof  thetumorcellsand 

3.  Electron  micrograph  of  a typical  dark  carcinoid 
cell  with  numerous  neurosecretoiy  granules.  (Lead 
citrate  stain,  X 5,400.)  Insert,  upper  left,  shows  a 
higher  magnification  of  neurosecretory  type 
granules  showing  the  inner  dark  core  surrounded  by 
an  electron  lucent  area,  all  enclosed  in  a single  unit 
membrane.  (Lead  citrate  stain,  X 24,320.) 
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large  numbers  of  polyribosomes  were 
found  in  all  of  them. 

Case  3:  The  patient  was  a 71-year-old 
woman  who  was  asymptomatic  and  had  a 
2.5  cm  nodule  in  the  right  lower  lobe  of  the 
lung  noted  on  a chest  roentgenogram.  A 
right  lower  lobectomy  was  done  and  the 
patient  is  free  of  disease  two  years  later. 
Tissue  diagnosis  was  probable  bronchial 
carcinoid  tumor.  Thetumorcells  revealed 
bland  nuclei  and  no  mitoses. 

Electron  microscopic  examination  re- 
vealed fields  of  tumor  cells  arranged  in 
clusters  around  gland-like  lumens.  These 
cells  had  round  to  oval  nuclei  with  homo- 
geneously dense  cytoplasm.  When  capil- 
laries were  present  tumor  cells  were  seen 
to  be  in  close  association  to  the  collagen. 
Smooth  endoplasmic  reticulum  in  parallel 
rows  was  seen  in  the  majority  of  cells. 
Myelin-like  figures  appeared  in  several 
cells  and  in  the  gland-like  lumens.  Cellular 
connections  consisted  of  desmosomes  and 
cell  membrane  interdigitations  although 
most  cells  were  seen  only  in  the  close  ap- 
proximation. The  size  of  the  neurosecre- 
tory granules  varied  between  529  A and 
1 ,058  A with  an  average  of  794  A. 

Case  4:  The  patient  was  a 22-year-old 
asthmatic  black  man  who  was  found  by 

4.  Light  photomicrograph  of  an  atypical  bronchial 
carcinoid.  Note  the  hyperchromasia  of  neoplastic 
cells  which  are  smaller  and  more  irregular  than  the 
typical  carcinoid  cells  seen  in  Fig  1.  {Hematoxylin 
and  eosin  stain,  X 95.) 


routine  roentgenogram  of  the  chest  to  have 
a tumor  of  the  right  lung.  At  thoracotomy, 
the  tumor  was  found  to  involve  the  right 
bronchus  and  hilar  lymph  nodes  and  pneu- 
monectomy was  performed.  The  tissue 
diagnosis  was  “bronchial  adenoma,”  car- 
cinoid type,  with  metastases  to  hilar  lymph 
nodes.  Thetumorwas  5.5  cm  and  involved 
the  right  main  bronchus.  The  patient  is 
livingand  well  three  years  followingthe 
surgery.  Light  microscopic  examination  re- 
vealed several  histologic  patterns  in  the 
tumor  (Fig4).  Nuclear  atypia  of  the  tumor 
was  prominent  and  mitotic  figures  were 
present.  Electron  microscopic  examination 
revealed  cells  of  two  distinct  patterns  in 
different  fields  and  sometimes  interspers- 
ed among  one  another.  One  cell  was  the 
classical  carcinoid  type  with  circular  con- 
tours and  a centrally  located  round  to  oval 
nucleus.  The  second  type  was  a long  spin- 
dle cell  that  had  scant  cytoplasm  with  most 
of  the  cell  volume  occupied  by  an  elongat- 
ed notched  nucleus  that  sometimes  ap- 
peared bilobed.  Both  cell  types  contained 
neurosecretory  granules  although  there 
were  not  as  many  in  the  spindle  shaped 

5.  Electron  micrographs  of  a bronchial  Kulchitsky 
cells.  Note  that  the  ultrastructure  of  the  neurose- 
cretory granules  appears  to  be  identical  to  those 
of  the  carcinoid  cell  seen  in  Figs  2 and  3.  (Lead 
citrate  stain,  X 9,280.)  Insert,  upper  left,  shows 
neurosecretory  granules  at  a higher  magnification 
(Lead  citrate  stain,  X 27,000.) 
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cell.  The  size  of  the  neurosecretory  gran- 
ules varied  between  554  Ato  1,385  A,  with 
an  average  size  of  886  A. 

In  each  of  the  four  cases,  Sevier-Munger 
stains  for  argyrophilia  and  Fontana-Masson 
stains  for  argentaffin  reactions  were 
negative. 

Discussion 

The  cell  of  origin  of  bronchial  carcinoids 
has  been  shown  by  electron  microscopy  to 
be  the  Kulchitsky  or  enterochromaffin  cell 
which  has  been  found  wedged  between 
basal  parts  of  the  columnarepithelium  lin- 
ingthe  bronchi,  bronchioles,  and  the  ducts 
of  bronchial  glands  in  human  lungs. Ul- 
trastructurally,  the  Kulchitsky  cells  (Fig  5) 
have  neurosecretory  cytoplasmic  granules 
identical  to  those  of  carcinoid  tumors. 
These  enterochromaffin  cells  have  been 
considered  by  some  to  be  part  of  the 
“peripheral  endocrinic  glands”  and  are 
normally  present  in  all  structures  derived 
from  the  primitive  entodermal  canal,  in- 
cludingthe  gastrointestinal  tract,  pancreas, 
bile  ducts,  lungs,  thyroid,  and  thymus. 

6.  Electron  micrograph  of  a typical  oat  cell  car- 
cinoma of  the  lung.  Note  the  occasional  cytoplasmic 
neurosecretory  granules  (arrows)  with  ultrastructure 
identical  to  both  Kulchitsky  cells  and  bronchial 
carcinoid  cells.  (Lead  citrate  stain,  X 10,800.)  Insert, 
upper  right,  shows  a neurosecretory  granule  at 
higher  magnification.  (Lead  citrate  stain,  X 32,400.) 


Similar  neurosecretory  type  granules  are 
found  by  electron  microscopy  in  islet  cell 
tumors  and  related  peptide-secreting  en- 
docrine neoplasms. 

Carcinoid  tumors  are  not  a homogene- 
ous group  of  neoplasms  and  clinical,  his- 
tochemical  distinctions  have  been  found 
among  them  depending  upon  their  site  of 
origin. Carcinoids  of  the  stomach  and 
bronchi  embryologically  arise  from  the 
foregut  and  may  be  argyrophilic  but  not 
argentaffinic,  containing  5-hydroxy-tryp- 
tophan (serotonin  precursor)  ratherthan 
5-hydroxytryptamine  (serotonin).  Often 
these  foregut  carcinoids  have  a trabecular 
or  ribbon-like  pattern  with  light  micros- 
copy. The  basic  difference  between  argy- 
rophilic and  argentaffinic  cells  isthatthe 
former  require  an  exogenous  reducing 
agent  to  yield  a positive  reaction  during 
silver  impregnation  histochemical  staining 
whilethe  latter  are  capable  within  them- 
selves of  reducing  the  silver  salts.  Thus, 
carcinoids  that  are  argentaffinic  will  also 
be  argyrophilic  whilethe  reverse  is  not 
true.  Carcinoids  of  midgut  origin  such  as 
those  of  the  ileum  are  usually  argentaffinic 
and  contain  5-hydroxytryptamine.  Ultra- 
structurally,  the  neurosecretory  granules 
of  the  foregut  carcinoids  are  round  and 
regular,  as  are  those  in  our  four  cases  of 
bronchial  carcinoid,  while  those  of  the 
midgut  are  more  pleomorphic  and  often 
discoid,  dumbbell,  orteardrop  in  shape. 

In  our  cases,  as  in  others,  electron  micro- 
scopy revealed  both  light  and  dark  types  of 
tumor  cells.  The  light  cells  had  less  elec- 
tron dense  cytoplasm  and  appeared  to  be 
older  or  degenerating  forms  of  the  tumor 
cells  with  fewer  cytoplasmic  organelles  and 
neurosecretory  granules. 

A clue  to  better  understanding  of  the 
aggressive  clinical  behaviorof  the  “atypi- 
cal” carcinoids,  such  as  ourcase4  in  which 
there  are  nuclear  atypia,  mitoses,  and 
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lymph  node  metastases  has  been  presented 
by  Bensch  and  others^-*  who  found  ultra- 
structural  similarities  between  the  oat  cell 
carcinoma  of  the  lungand  the  bronchial 
carcinoid.  Apparently  both  neoplasms  arise 
from  bronchial  and/or  bronchiole  Kulchit- 
sky cells.  The  secretory  manifestations  of 
the  neurosecretory-like  granules  of  the  oat 
cells  with  varying  extrapulmonary  endo- 
crinopathies  such  as  Cushing’s  syndrome 
and  ectopic  ACTH  secretion  are  well 
known. The  authors  also  have  studied  the 
ultrastructure  of  two  oat  cell  carcinomas 
and,  after  diligent  search,  have  found  oc- 
casional cytoplasmic  neurosecretory  struc- 
tures identical  to  those  present  in  our  cases 
of  bronchial  carcinoid  tumors  (Fig  6). 

Summary 

The  ease  with  which  it  is  possible  to  dem- 
onstrate the  neurosecretory  cytoplasmic 
granules  in  bronchial  carcinoids  by  elec- 
tron microscopy  should  be  emphasized. 
Often,  as  in  these  four  cases,  both  the  ar- 
gyrophilic  and  argentaffinic  tissue  stains 
may  be  negative,  and  without  electron 
microscopic  study  various  types  of 
“bronchial  adenomas”  may  be  misclassi- 
fied.  The  clinically  aggressive  features  of 
the  “atypical”  bronchial  carcinoids  may  be 
viewed  simply  as  an  expression  of  their 
close  relationshipto  the  oat  cell  carcinoma 
of  the  lung,  for  indeed  both  tumors  may 
arise  from  the  same  Kulchitsky  cells  of  the 
bronchi,  bronchioles,  and  bronchial  glands. 

References 

1.  McBurney  RP,  Kirklin  JW,  Woolner  LB:  Metastasiz- 
ing bronchial  adenomas.  Surg  Gynecol  Obstet  96:482-492, 
1953. 

2.  Goodner  JT,  Berg  JW,  Watson  WL:  The  nonbenign 
nature  of  bronchial  carcinoids  and  cylindromas.  Cancer 
14:539-546,  1961. 

3.  Donahue  JK,  Weichert  RF,  Ochsner  JL:  Bronchial 
adenoma.  Ann  Surg  167:873-885,  1968. 

4.  Arrigoni  MG,  Woolner  LB,  Bernatz  PE:  Atypical 


carcinoid  tumors  of  the  lung.  J Thorac  Cardiovasc  Surg 
64:413-421,  1972. 

5.  Wisniewski  M,  Fayemi  AO:  Bronchial  carcinoid:  A 
malignant  tumor.  Chest  62:760-762,  1972. 

6.  Bensch  KG,  Godon  GB,  Miller  LR:  Electron  Micro- 
scopic and  biochemical  studies  on  the  bronchial  car- 
cinoid tumor.  Cancer  18:592-602,  1965. 

7.  Toker  C:  Observations  on  the  ultrastructure  of  a 
bronchial  adenoma  (carcinoid-type).  Cancer  19:1943- 
1948,  1966. 

8.  Black  WC:  Enterochromaffin  cell  types  and  corre- 
sponding carcinoid  tumors.  Lab  Invest  19:473-486,  1968. 

9.  Dube  VE:  Peripheral  bronchial  carcinoid  with  a 
spindle-cell  pattern.  Arch  Path  89:374-377,  1970. 

10.  Soga  J,  Tazawa  K:  Pathologic  analysis  of  car- 
cinoids. Cancer  28:990-998,  1971. 

11.  Fechner  RE,  Bentinck  BR,  Askew  JB:  Acinic  cell 
tumor  of  the  lung:  A histologic  and  ultrastructural  study. 
Cancer  29:501-508,  1972. 

12.  Bensch  KG,  Gordon  GB,  Miller  LR:  Studies  on  the 
bronchial  counterpart  of  the  Kulchitsky  (argentaffin) 
cell  and  innervation  of  bronchial  glands.  J Ultrastruct 
Res  12:668-686,  1965. 

13.  Pearse  AGE:  Common  cytochemical  and  ultra- 
structural  characteristics  of  cells  producing  polypeptide 
hormones  (the  APUD  series)  and  their  relevance  to 
thyroid  and  ultimobronchial  C cells  and  calcitonin.  Proc 
Roy  Soc  170:71-80,  1968. 

14.  Bensch  KG,  Corrin  B,  Pariente  R,  et  al:  Oat  cell 
carcinoma  of  the  lung:  Its  origin  and  relationship  to 
bronchial  carcinoid.  Cancer  22:1163-1168,  1968. 

15.  Carrin  B,  McMillan  M:  Ultrastructure  of  an  oat 
cell  carcinoma  of  the  lung  associated  with  ectopic 
ACTH  syndrome.  BrJ  Cancer  24:755-758,  1970. 

The  authors.  Department  of  Pathology,  Baylor 
College  of  Medicine,  Texas  Medical  Center, 
Houston,  Texas  77025. 


TEXAS  MEDICINE 


Assessing  patients’ 
sarcoma-specific  immune  responses 
during  immunotherapy 


Daniel  E.  Williams,  MD;  Jimmy  J.  Romero,  BS; 
Joseph  G.  Sinkovics,  MD;  Luis  T.  Campos,  MD 

Intensification  of  antitumor  immune  re- 
sponses has  become  a promising  experi- 
mental adjunct  to  conventional  treatment. 
Unfortunately  most  programs  of  immuno- 
therapy are  evaluated  solely  by  clinical 
parameters  (length  of  tumor-free  periods, 
length  of  survival,  changes  in  tumor  size, 
etc).  Laboratory  monitoring  of  tumor- 
specific  immunological  variables  is  desir- 
able both  for  early  recognition  of  harmful 
immunotherapeutic  procedures  and  for  the 
elucidation  of  underlying  mechanisms  of 
successful  or  unsuccessful  immunothera- 
py. In  this  report,  the  serial  assessment  of 
immunological  variables  will  be  discussed; 
although  we  are  following  larger  numbers 
of  patients  from  this  point  of  view,  we  shall 
illustrate  with  only  one  example,  the  rela- 
tionship of  immune  parameters  measured 
m v/'rro  to  surgery,  immunotherapy,  chemo- 
therapy, and  clinical  course. 

Materials  and  Methods 
Cytotoxicity  Assays 

The  lymphocyte-  (or  leukocyte-)  mediated 
tumor  cell  cytotoxicity  experiments  were 
carried  out  in  eight-chamber  Lab-Tek  slides 
with  a lymphocyte-to-tumor  cell  target  ratio 
of  lOOto  1.  Long-term  tumor  cell  lines 
(shown  in  Fig  1)  were  maintained  in  Ham’s 
FIO  medium  with  added  heat  inactivated 
fetal  calf  serum  and  antibiotics. 

Early  in  the  experiments,  leukocytes 
(buffy  coat)  were  obtained  from  defibrinat- 
ed  blood  by  3 % dextran  sedimentation, 
but  presently  lymphocytes  are  purified  by 
the  method  of  Kay  and  associates. ^ Buffy 
coat  leukocytes  were  incubated  in  culture 
medium  within  a cotton  fiber  column  which 
traps  granulocytes  and  monocytes  such 
that  lymphocytes  can  be  recovered  by 
washingthe  column  with  additional  media. 
Residual  red  blood  cells  were  lysed  by  a 


brief  exposure  to  TRIS-buffered  ammonium 
sulfate. 

Where  serum  effects  were  assayed,  au- 
tologous heated  serum  (56°C  for  30  min- 
utes) was  added  to  the  Lab-Tek  well  con- 
tainingtarget cells  (a  final  serum  dilution 
of  1 to  8).  After  30  minutes,  lymphocytes 
were  added  and  the  mixture  of  target  tu- 
mor cells  and  lymphocytes  was  incubated 
at37°C  in  5%  carbon  dioxide  for  one,  two, 
three,  and  four  days.  Each  day  slides  were 
washed,  fixed,  and  stained  forvisual  count- 
ing of  the  remaining  target  cells  per  high 
powerfield. 

Percent  target  cell  destruction  was  cal- 
culated by  subtracting  the  target  cells  re- 
maining in  the  experimental  well  from  the 
corresponding  target  cell  control  well, 
thereby  obtaining  a percent  target  cell  de- 
struction (Fig  2).  Averaging  the  percent 
target  cell  destruction  overthe  fourdays 
of  an  experiment  provided  a value  by  which 
the  patient  lymphocytes’  ability  to  kill  tu- 
mor cells  could  be  followed  (Fig3). 
Changes  in  target  cell  destruction  were 
subjected  to  statistical  analysis  usingthe 
students’  test  for  equal  variances,  two 
tails,  and  unequal  sample  sizes. ^ 

Complement-dependent  anti  body- me- 
diated cytotoxicity  was  assayed  by  a modi- 
fied method  of  Wood  and  Morton,  1971. 
Antibody  in  heat  inactivated  serum  was 
added  to  an  attached  layer  of  target  cells  in 


1.  Tumor  cell  lines  used  in  this  study. 


Protocol 

No.  Origin  and  Description 

Reference 

2322 

SCTVI*,  from  chondrosarcoma; 
more  than  65  passages 

UnpMJblished 

2454 

SCTVI,  from  chondrosarcoma; 
more  than  15  passages 

Unpublished 

2043 

From  squamous  cell  carcinoma 
of  the  uterine  cervix;  more  than 
60  passages 

Sykes  et  aP 

*SCTVI:  Section  of  Clinical  Tumor  Virology  and  Immunology 
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2.  Time  course  over  four  days  of  leukocyte-mediat- 
ed sarcoma  and  carcinoma  cell  cytotoxicity. 


3.  A 25-month  summary  of  leukocyte-  and  lym- 
phocyte-mediated target  cell  cytotoxicity;  same  pa- 
tient as  in  Fig  2. 


a 96-well  Microplate  II  (Falcon),  at  a final 
dilution  of  1 to  3,  and  incubated  for  one 
hour.  After  rinsing,  rabbit  serum  serving  as 
a complement  source,  diluted  1 to  1 with 
human  cord  serum,  was  added  and  incu- 
bated for  two  hours.  The  unbound  com- 
plement was  washed  away  and  the  cells 
were  incubated  in  media  foran  additional 
16  hours.  The  relative  number  of  surviving 
cells  was  counted  visually,  and  a cytotoxi- 
city index  calculated.  The  cytotoxicity  index 
equals  control  minus  experimental  divided 
by  control.  Nonspecific  cytotoxicity  of  the 
rabbit  serum  limited  the  target  cell  lines 
that  can  be  tested  in  this  assay;  eg,  proto- 
col number  2043  squamous  carcinoma  was 
nonspecifically  damaged  by  rabbit  serum 
alone. 

Skin  Testing 

Skin  testing  with  allogeneic  x-irradiated 
tumor  cells  was  carried  out  by  intradermal 
injection  of  10®  cells  in  0.1  cc  of  phosphate 
buffered  saline.  A skin-punch  biopsy  speci- 
men was  used  to  confirm  that  a delayed 
hypersensitivity  reaction  had  occurred. 

Immunotherapy 


Immunotherapy  with  two  preparations  of 
the  chondrosarcoma  cell  line  (protocol 
number  2322)  was  carried  out  as  follows: 

Ten  million  2322  cells  were  exposed  to 
10,000  rads  delivered  by  a cesium  127 
unitto  prevent  further  cell  division,  and 
were  injected  intradermally  at  monthly  in- 

4.  Antibody-mediated  complement-dependent  sar- 
coma cell  cytotoxicity  of  serum  correlated  with 
therapy  and  clinical  course.  Same  patient  as  in  Figs 
2 and  3. 


Time 
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tervals.  Viral  oncolysates  of  cell  line  2322 
were  prepared  by  infecting  monolayers  with 
attenuated  PR8  influenza  A virus.  A lytic 
cycle  of  infection  resulted  in  the  production 
of  a “tumor  cell  lysate.”  In  animal  systems, 
similar  tumor  lysates  were  shown  to  have 
high,  stable,  antitumor  immunizing 
properties.® 

Case  History 

A 20-year-old  white  woman  presented  in 
1970  with  a large  palpable  mass  in  the 
right  iliac  area.  Roentgenograms  showed 
a lO-by-15-cm  bone-destructive  tumor  with 
fluffy  calcifications  typical  of  osteosar- 
coma. Surgical  exploration  revealed  that 
the  tumor  crossed  the  sacroiliac  joint; 
therefore,  resection  by  hindquarter  ampu- 
tation was  impossible.  Pathological  diag- 
nosis, however,  was  chondrosarcoma.  Dur- 
ing more  than  35  sessions,  radiotherapy 
with  a cobalt  60  source  delivered  a total 
dose  of  7,039  rads  to  the  tumor  mass.  The 
patient  did  well  until  February  of  1972, 
when  a follow-up  chest  x-ray  demonstrated 
pulmonary  metastases,  two  in  the  right  up- 
per lobe  and  one  in  the  left  lower  lobe. 
Thoracotomy  and  lobectomy  were  perform- 
ed, yielding  a pathological  diagnosis  of 
metastatic  chondrosarcoma  for  the  remov- 
ed tumor.  Since  the  patient  was  clinically 
tumor  free  but  had  proven  hematogenous 
metastases  to  the  lung,  and  since  chon- 
drosarcomas were  known  to  be  resistant  to 


chemotherapy,®  immunotherapy  was  be- 
gun. The  therapy  consisted  of  injecting  10 
million  x-irradiated  2322  chondrosarcoma 
cells  intradermally  at  monthly  intervals, 
and  was  continued  for  16  months  (Fig  4). 
Roentgenogram  of  the  chest  in  July  of  1973 
revealed  a new  solitary  metastasis  which 
lobectomy  demonstrated  to  be  chondrosar- 
coma. Immunotherapy  was  again  undertak- 
en by  monthly  injections  of  viral  oncoly- 
sates of  chondrosarcoma  cell  line  2322. 

At  this  time,  the  patient  began  to  complain 
of  increasingly  severe  pain  in  the  right  hip. 
After  five  months,  a soft  3-by-3  cm  subcuta- 
neous mass  appeared  within  the  previous 
radiation  field.  Examination  of  a biopsy 
specimen  revealed  chondrosarcoma.  Since 
newly  developed  combination  chemother- 
apywould  offera  lOto  20%  chance  of  in- 
ducing a partial  response  in  chondrosar- 
comas (Gottlieb  et  al,  1973),  the  patient 
was  treated  with  adriamycin,  cyclophos- 
phamide, vincristine  and  dimethyl  triazeno 
imidazole  carboxamide  (the  CYVADIC  pro- 
tocol). After  the  f i rst  course  of  chemother- 
apy, infection  and  necrosis  of  the  primary 
site  recurrence  necessitated  surgical  de- 
bridement. Pathological  diagnosis  at  this 
time  was  chondroblastic  osteosarcoma, 
and  on  reevaluation  the  previously  excised 
pulmonary  metastases  were  now  found  to 
be  consistent  with  metastatic  chondroblas- 
tic osteosarcoma.  In  spite  of  continued 
chemotherapy,  the  primary  tumorcontinu- 
ed  to  grow  and  the  patient  appeared  to  be 


5.  Summary  of  cell-mediated  tumor  cell  cytotoxi- 
city over  26  months  in  a patient  with  chondroblastic 
osteogenic  sarcoma. 


Sample 

Number 

Cell  Lines 
Number 

Cell  Target 

Type 

Number 
of  Tests 

Attacking- 

Cell-Serum 

Added  (SE) 

Percent  Target 
Cell 

Destruction 

Significance 
Student's 
t (P  = 0.05) 

a 

3 

Sarcoma 

11 

Leukocyte* 

47 

a VS  c 

b 

3 

Sarcoma 

11 

SE  -t-  leukocyte 

57 

c 

1 

Carcinoma 

5 

Leukocyte 

12 

d 

1 

Carcinoma 

5 

SE  -f  leukocyte 

24 

e 

2 

Sarcoma 

8 

Lymphocytej 

0 

e vs  g 

f 

2 

Sarcoma 

8 

SE  -h  lymphocyte 

54 

9 

1 

Carcinoma 

3 

Lymphocytef: 

—33 

h 

1 

Carcinoma 

3 

SE  -h  lymphocyte 

10 

‘Leukocytes  (buffy  coat)  from  dextran  sedimentation. 
tLymphocytes  purified  from  buffy  coat  with  cotton  fiber  column. 
^Negative  target  cell  destruction  indicates  increase  in  target  cell  number. 
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terminally  ill  with  partial  intestinal  obstruc- 
tion in  February  of  1974. 

Results 

Correlation  of  Immunological  Monitoring 
and  Clinical  Course 

Figs  3 and  5 summarize  26  months  of  clin- 
ical evaluation,  therapy,  and  immunologi- 
cal monitoring  of  this  patient. 

If  all  the  individual  lymphocyte  mediated 
cytotoxicity  experiments  are  summated  and 
analyzed  together  as  seen  in  Fig  5,  the 
ability  of  the  patient’s  leukocytes  to  dis- 
tinguish sarcomas  from  squamous  cell  car- 
cinoma becomes  clearly  evident.  This  sar- 
coma-distinctive cytotoxicity  is  evident  be- 
fore immunization  with  chondrosarcoma 
cells  (2322)  (see  Fig  3 a b,  February 
1972),  and  the  patient’s  leukocytes  ex- 
pressed a significantly  stronger  cytotoxi- 
city to  cultured  sarcoma  cells  than  to  cul- 
tured carcinoma  cells.  Post-immunization 
cytotoxicity  was  expressed  also  to  sarcoma 
cell  lines  other  than  the  chondrosarcoma 
cell  line  used  for  immunization. 

Immunotherapy  with  x-irradiated  2322 
cells  was  associated  with  significantly  in- 
creased leukocyte  cytotoxicity  to  sarcoma 
cells,  but  not  to  squamous  carcinoma  cells 
(Fig3,  comparea  vj'e  and  b f).  A serum 
factor  significantly  synergistic  with  the  sar- 
coma-specific cytotoxicity  of  lymphocytes 
also  was  present  after  immunotherapy  with 
x-irradiated  tumor  cell  injections  (Fig  3, 
June  1973,  j V5 1). 

Eight  months  before  an  x-ray  detectable 
lung  metastasis  appeared,  the  patient’s 
leukocyte  cytotoxicity  significantly  decreas- 
ed (Fig  3,  October  1972,  e vs  i).  After  her 
second  thoracotomy  (July  1973),  lympho- 
cyte mediated  cytotoxicity  to  sarcoma  cells 
significantly  decreased  in  spite  of  immuno- 
therapy with  viral  oncolysates  of  cell  line 


2322  (Fig  3,  August  to  December  1973, 
m v.y  q).  Five  months  later  a recurrence  at 
the  primary  site  became  evident.  During 
immunization  with  viral  oncolysates,  a 
serum  factor  significantly  synergistic  with 
the  cytotoxic  lymphocytes  appeared  (Fig  3, 
August  to  December  1973,  o V5' s).  This 
serum  factor  was  not  sarcoma-specific  as  it 
increased  the  lymphocytic  cytotoxicity  to- 
ward squamous  carcinoma  cells,  too  (Fig3, 
August  to  December  1973,  p t).  The 
serum  factor  without  lymphocytes  had  no 
cytotoxic  effect  upon  the  sarcoma  cells. 

Recurrence  at  the  primary  site  and 
chemotherapy  were  associated  with  con- 
tinual absence  of  lymphocyte  cytotoxicity 
and  a significant  decrease  in  the  nonspe- 
cific serum  factor  synergistic  with  lym- 
phocytes (Fig  3,  January  to  March  1974,  s 
and  t vi'X  and  y). 

Antibody-mediated  complement-depend- 
ent tumor  cel  I cytotoxicity  was  present  after 
the  patient’s  first  thoracotomy  and  before 
immunotherapy  with  x-irradiated  cells  (Fig 
4,  February,  1972).  Postoperatively,  dur- 
ing immunotherapy  with  x-irradiated  cells, 
thetiter  of  antibody  rose  significantly  when 
measured  against  the  sarcoma  cell  line 
which  was  used  for  immunization  (2322) 
and,  also,  to  two  other  sarcoma  cell  lines 
(2089  rhabdomyosarcoma  and  2291  fibro- 
sarcoma). The  antibody  titer  continued  to 
rise  until  after  the  second  thoracotomy,  at 
which  time  the  index  significantly  fell  from 
0.93  on  July  13,  1973,  to  0.24  on  Decem- 
ber 14,  1973  (Fig4).  It  should  be  noted 
that  this  fall  in  complement-dependent  cy- 
totoxic antibody  occurred  duringthe  same 
time  that  a serum  factor  cooperative  with 
lymphocytes,  but  not  specific  to  sarcoma 
cells,  rose  in  titer  (see  Fig  3,  August  to 
December  1973).  Carcinoma  cell  lines 
could  not  be  tested  because  of  the  nonspe- 
cific cytotoxicity  of  the  rabbit  sera  used  as 
complement  source.  The  patient’s  serum 
alone  without  added  patient’s  serum  had 
no  significant  effect  on  the  sarcoma  target 
cells. 

Intradermal  injection  of  x-irradiated 
2322  chondrosarcoma  cells  for  immuno- 
therapy resulted  in  skin  induration  at  48 
hours.  A punch  biopsy  specimen  demon- 
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strated  mononuclear  infiltration  consistent 
with  a delayed  hypersensitivity  reaction 
(Fig6). 

Discussion 

Immunotherapy  of  osteosarcomas  has  been 
tried  using  intradermally  injected  /-irra- 
diated osteosarcoma  cells  without  in  vitro 
monitoring.®Theseclinical  studies  sug- 
gested longer  survival  of  the  immunized 
patients  than  of  historical  controls,  but  the 
difference  was  statistically  insignificant. 
Morton®  injected  1 5 sarcoma  patients  with 
autologous  x-irradiated  tumor  cells  and 
noted  an  increase  in  cytotoxic  antibody, 
complement  fixing  antibody,  and  delayed 
skin  test  reactivity  to  autologous  cells.  The 
patients  had  not  been  followed  long  enough 
to  document  clinical  efficacy.  We  describe 
a patient  who  underwent  immunotherapy 
with  x-irradiated  chondrosarcoma  cells  in 
the  setting  of  minimal  residual  disease. 
Priorto  immunotherapy  her  leukocytes  dis- 
tinguished sarcoma  from  carcinoma  cells 
and  immunotherapy  was  associated  with 
an  increased  circulating  pool  of  sarcoma- 
specific  cytotoxic  lymphocytes.  Eight 
months  before  a new  lung  metastasis  was 
detectable  by  chest  x-ray,  her  lymphocyte 
cytotoxicity  fell  for  no  clinically  apparent 
reason.  Although  clinically  free  of  disease 
after  her  second  thoracotomy,  the  patient’s 
lymphocytes  never  again  became  cytotoxic 
even  with  viral  oncolysate  immunotherapy. 
Five  months  later,  a recurrence  at  the  pri- 
mary site  became  clinically  evident.  There- 
fore, retrospectively,  the  patient’s  cell- 
mediated  cytotoxicity  correlated  and  in  fact 
predicted  her  clinical  course. 

On  the  basis  of  the  first  tissue  diagnosis 
of  chondrosarcoma,  the  patient  was  tested 
against  and  treated  with  chondrosarcoma 
cell  lines;  however,  four  years  later  a large 
debridement  of  the  primary  and  reevalua- 
tion of  the  resected  lung  metastasis  result- 
ed in  a change  of  diagnosis  to  chondroblas- 
tic  osteosarcoma  of  bone.  An  antigen  com- 
mon among  sarcomas  would  account  for 
the  good  correlation  of  serial  immunologi- 
cal testingwith  clinical  course.  Evidence 
fora  common  sarcoma  specific  antigen  has 


been  presented  by  several  investiga- 
tors. 

Stimulation  of  tumor  cell  growth  by  lym- 
phocytes can  be  attributed  to  a nonim- 
munological  feeder  effect;  or  as  Prehn^^ 
has  hypothesized,  to  a tumor  antigen- 
specific  but  weak  lymphocyte-mediated 
immune  reaction.  Further  experiments  are 
needed  to  differentiate  these  two 
possibilities. 

Immunotherapy  and  immunological 
monitoring  with  autologous  tumor  are  ad- 
vantageous in  that  antibodies  and  cell- 
mediated  hypersensitivity  reactions  to  for- 
eign histocompatibility  antigens  are  not 
produced.  Since  our  patient  was  immunized 
with  an  allogeneic  chondrosarcoma  cell 
line,  it  can  be  argued  that  the  observed  in- 
creased lymphocyte  cytotoxicity  is  secon- 
daryto  immune  reactions  to  the  majorhis- 
tocompatibility  complex  antigens,  and  not 
to  sarcoma-specific  orfetal  antigens.  How- 
ever, as  can  be  seen  in  Fig  3,  the  patient 
had  sarcoma-specific  leukocyte-mediated 
cytotoxicity  before  immunotherapy,  and 
increased  leukocyte  cytotoxicity  occurred 
against  a chondrosarcoma  cell  line  2454, 
different  from  the  immunizing  cell  line 
2322.  Immunotherapy  with  autologous 
long-term  tissue  culture  cells  is  technically 
difficult  because  only  5-10%  of  tumor 
samples  will  go  into  long-term  tissue  cul- 
ture. A positive  delayed  skin  reaction  to 
intradermally  injected  allogeneic  chondro- 
sarcoma cells  2322  is  in  vivo  evidence  of  a 
T cell-mediated  immunological  reaction 
occurring  after  immunotherapy. 

The  identity  of  the  serum  factor(s) 

6.  Skin  biopsy  after  intraciitaneous  injection  of 
x-irradiated  2322  chondrosarcoma  cells  shows 
round  cell  infiltration  characteristic  of  a delayed 
hypersensitivity  reaction. 
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synergistic  with  lymphocytic  cytotoxicity 
(Fig  3,  August  to  December  1973)  but  not 
specific  to  sarcoma  cell  lines  is  unknown. 
Heat  inactivated  serum  alone  was  not  cy- 
totoxic and  did  not  cause  target  cell  de- 
tachment without  actual  target  cell  death. 
Immunological  monitoring  of  patients  re- 
ceiving viral  oncolysate  immunotherapy 
has  not  been  done  in  enough  cases  to 
demonstrate  an  association  between  the 
synergistic  serum  factor(s)  and  oncolysate 
immunotherapy.  It  is  conspicuous  that  this 
patient  at  the  times  of  active  tumor  growth 
did  not  circulate  detectable  serum  factors 
blocking  lymphocytic  cytotoxicity. 

For  a patient  with  osteosarcoma  to  sur- 
vive over  two  years  after  the  onset  of  lung 
metastases  is  unusual,  but  isolated  patients 
have  achieved  an  apparently  prolonged 
survival  after  pulmonary  resections. Until 
a series  of  patients  with  similar//?  vitro 
monitoring  of  prognostic  variables  and  with 
a well  defined  natural  history  are  treated 
with  immunotherapy,  clinical  benefit  will 
remain  unproven.  We  are  reporting  else- 
where the  case  histories  of  other  patients 
with  sarcomas  who  appeared  to  benefit 
from  immunotherapy  and  whose  sarcoma- 
specific  immune  reactions  intensified 
after  immunotherapy. 

Summary 

Reliable  assays  for  monitoring  tumor- 
distinctive  immune  reactions  are  essential 
for  the  understanding  of  host-tumor  rela- 
tionships, the  evaluation  of  immunothera- 
py, and  for  prognostication.  A patient  with 
chondroblastic  osteosarcoma  yielded  leu- 
kocytes, lymphocytes,  and  serum  factors 
that  were  cytotoxic  to  cultured  sarcoma 
cells.  Immunization  with  x-ray  inactivated 
chondrosarcoma  cells  resulted  in  a sar- 
coma cell  specific  increase  of  leukocyte- 
mediated  cytotoxicity.  Before  the  onset  of 
lung  metastases  and  during  the  recurrence 
of  tumor  at  the  primary  site,  immune  reac- 
tivities became  weak.  Further  use  of  im- 
proved assays  of  this  type  will  offer  useful 


information  concerning  human  tumor 
immunology. 
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Mayhe  the  patient’s  self-(lia«:no- 
sis  is  right.  He  could  have  hay 
fever.  But  that  l)right  red  nasal 
uuicosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  prohlein  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symj)loms  of  drip,  congestion 
and  stuffiness.  Try  DiMETAPP 
Extextabs  ®.  They’re  formulated 
to  relieve  tliese  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  j)atients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


or 


AUergyf 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis,  in  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vai.cu- 
iar  diseases  or  hypertension.  Until  ihe 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  agalnsi  possible 
additive  effects  with  CNS  depressants 

WnwtapiB 

Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  HCi,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hyijnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Advema  reac- 
tions to  Dimetapp  E:-;*sntabs  may  include 
hypersensiiiviiy  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia:  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  iiypO' 
tension/hypertension,  headache,  kEnt- 
ness,  dizziness,  iinnitus,  incoordiaalion, 
visual  disturbances,  mydriasis.  CNS- 
depressant  and  (less  often)  stimulani 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 

AH'I^OBINS 

A.  H.  Robins  Company.  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow's  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  grain  of  phenobarbital 
to  take  the  nervous  “edge"  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree.  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenapheif 
¥nth  Codeine 


Phenaphen  with  Codeine  No.  2,  3.  or  4 contains-  Phenobarbital  {V*  gr,),  16  2 mg.  (warning: 
may  be  habit  forming);  Aspirin  {2V2  gr.),  162.0  mg  ; Phenacetin  (3  gr.),  194.0  mg  ; Codeine 
phosphate,  Vi  gr  (No.  2).  Vz  gr  (No  3)  or  1 gr  (No  4)  (warning-  may  be  habit  forming) 


Indications;  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage; 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 


see  product  literature. 

Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
'll stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond.  Va. 


Entrapped  gas 


• •• 


Silent 
paitner  of 

GI  spasm 

Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidonna 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a nonsystemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladonna  alkaloids.  And  Sidonna  provides 
mild  sedation  with  butabarbital. 

Sidonna.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  syndrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindications : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects:  dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage : one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 

Reed  & Carnrick/  Kenilworth,  N. J.  07033  iSri 

Sidonna 

Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 

A working  partnership 
against  the 
pain  of  gas  and  spasm 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN’ 


the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease^  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  .?5.134-148  (May)  1970. 


Indication.*::  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


Cancer  of  the  colon  and  rectum: 
Experience  at 

a small-town  community  hospital 


John  Thomas  West,  MD 

Information  from  the  tumor  registry  at  the 
Enoch  Callaway  CancerClinic  has  been 
used  for  this  study  of  cancer  of  the  colon 
and  rectum  seen  in  a small-town  communi- 
ty hospital.  The  study  shows  that  in  cases 
treated  in  this  small-town  hospital  and 
those  treated  in  major  medical  centers, 
there  are  similarities  with  respect  to 
stage  of  disease,  age  of  patients,  and 
distribution  by  sex.  However,  there  are 
sharp  contrasts  in  terms  of  postoperative 
mortality  and  five-year  cures.  The  study 
suggests  that  some  aspects  of  patient  care 
may  merit  special  attention  in  small  hos- 
pitals; it  shows  that  patients  need  continu- 
ed observation  periodically  even  after  ap- 
parent five-year  cures;  and  it  illustrates  the 
value  of  keepingand  using  community 
tumor  registries. 

Surgical  literature  today  abounds  in  re- 
ports of  various  aspects  of  cancer  of  the 
colon  and  rectum  as  seen  in  major  medical 
centers.  However,  a sizeable  proportion  of 
medical  care  for  Americans,  including  ma- 
jor surgery,  is  obtained  not  at  major  medi- 
cal centers  but  in  community  hospitals  of 
small  towns.  The  study  reported  here  was 
undertaken  to  discover  the  facts  about 
cancer  of  the  colon  and  rectum  as  found  in 
one  such  hospital,  utilizingthe  records  of 
the  community  tumor  registry  as  the  source 
of  information. 

LaGrange,  Ga,  county  seat  of  T roup 
County,  is  a community  of  25,000  located 
70  miles  south  of  Atlanta,  40  miles  north 
of  Columbus,  and  100  miles  east  of  Bir- 
mingham. The  200-bed  City-County  Hospi- 
tal of  LaGrange  is  the  only  hospital  in  T roup 
County,  and  serves  the  citizens  of  this  and 
the  several  surrounding  counties  in  both 
Georgia  and  Alabama.  Of  the  four  conti- 
guous Georgia  counties,  only  two  have 
physician-staffed  hospitals.  City-County 


Hospital,  LaGrange,  has  a cancer  program 
approved  by  the  American  Cancer  Society 
and  the  American  College  of  Surgeons.  The 
tumor  registry,  requisite  for  such  approval, 
is  maintained  at  the  adjacent  Enoch  Cal- 
laway Cancer  Clinic  where  since  1956  all 
cancers  diagnosed  in  the  city-county  and 
in  the  Department  of  Pathology,  City- 
County  Hospital,  are  recorded.  Annual  fol- 
low-up is  obtained  by  inquiry  to  the  pa- 
tients’ physicians,  ortothe  patients’  fami- 
lies. The  Cancer  Clinic’s  own  patients  are 
followed  by  examination  in  the  Clinic.  Ap- 
proximately 300  new  cancers  are  register- 
ed each  year,  exclusive  of  basal  and 
squamous  cell  cancers  of  skin,  indicating 
a population  of  about  100,000  as  the  base 
for  the  Tumor  Registry.* 

When  available,  copies  of  hospital  narrative 
summaries,  operative  reports,  and  patho- 
logy reports  of  all  registered  cases  are  in- 
cluded in  the  tumor  registry  files.  Present- 
ly, the  data  accumulated  in  the  LaGrange 
Tumor  Registry  are  compiled  as  part  of  the 
records  of  the  state  Regional  Medical  Pro- 
gram (RMP),  the  Enoch  Callaway  Cancer 
Clinic  beingoneof  the  nine  RMP-designat- 
ed  area  cancer  centers  in  the  state. 

Incidence,  Classification,  Age 

Fig  1 compares  the  relative  incidence  of 
the  ten  most  common  cancers  in  the  United 
States  and  in  the  LaGrangeTumor  Registry, 
using  the  American  Cancer  Society  figures 
for  estimated  new  cancers  for  the  United 
States,  1972,^  and  the  total  number  of  new 
cancers  in  the  LaGrange  Tumor  Registry 
for  the  five-year  period  1967-1972.  Forthe 

*Computed  on  the  basis  of  a United  States  pop- 
ulation of  approximately  200  million  in  which 
there  occur  about  650,000  new  cancers  annual- 
ly, exclusive  of  basal  and  squamous  cell  cancers 
of  skin,^  or  roughly  325  new  cancers  per 
100,000  population. 
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Cancer  of  colon  and  rectum 


ACS,  Predicted  Enoch  Callaway  Tumor 

USA,  1972  Registry,  1967-1971 


Site 

New 

Cases 

Site 

New 

Cases 

Lung 

76,000 

Breast 

241 

Colon  & rectum 

76,000 

Oral  cavity  & pharynx 

127 

Breast 

70,000 

Colon  & rectum 

119 

Uterus 

43,000 

Prostate 

88 

Prostate 

36,000 

Lung 

82 

Lymphoma 

25,000 

Kidney  & bladder 

67 

Kidney  & bladder 

22,000 

Melanoma 

58 

Pancreas 

19,100 

Uterus 

55 

Leukemia 

19,000 

Lymphoma 

30 

Stomach 

16,800 

Pancreas 

27 

1.  Ten  most  common  cancers:  comparison  of 
LaGrange  (Ga)  Tumor  Registry  cases  with  those 
predicted  by  the  American  Cancer  Society  for  the 
United  States. 


2.  LaGrange  Tumor  Registry.  Primary  site  of 
264*  cancers  of  colon  and  rectum,  1956-1972. 


Site 

No. 

% 

Colon 

147 

56 

Rectum 

117 

44 

*0f  the  total  265  cases,  one  had  insufficient  information  in 
the  Tumor  Registry  to  determine  whether  it  was  primary 
in  the  rectum  or  the  colon. 

3.  Distribution  of  264 

* patients  by  sex  and  race. 

Race 

Female 

Male 

Both 

% 

White 

114 

86 

200 

76 

Black 

39 

25 

64 

24 

Both 

153 

111 

264 

— 

°/o 

58 

42 

— 

100 

*For  one  patient  of  the  total  265, 
not  indicate  race. 

the  Tumor  Registry  did 

4.  Distribution  by  Dukes’  classification  of  265 
cancers  of  colon  and  rectum.  LaGrange  Tumor 

Registry. 

Dukes' 

Class 

Colon 

No.  Cases 

Rectum 
No.  Cases 

Both 

No.  Cases 

% 

0 

2 

9 

11 

4-3 

A 

20 

21 

41 

15.9 

B 

48 

30 

78 

30.4 

C 

47 

30 

77 

30.0 

D 

28 

22 

50 

19.5 

A-C 

115 

81 

196 

76.5 

Totals 

145 

112 

257 

US,  cancers  of  the  colon  and  rectum  were 
tied  with  cancerof  the  lungforfirst  place; 
whereas  in  LaGrange,  cancer  of  the  colon 
was  in  third  place  and  cancer  of  the  lung 
in  fifth.  Assuming  a US  population  of  200 
million,  and  a LaGrangeTumor  Registry 
population  pool  of  100,000,  it  is  seen  that 
cancer  of  the  colon  and  rectum  occurs  38 
times  per  100,000  population  in  the  US, 
and  24  per  100,000  in  the  LaGrange  Tu- 
mor Registry  area.  Reasons  for  the  striking 
differences  in  the  ranking  of  some  of  the 
other  common  cancers  in  LaGrange  and  in 
the  nation  as  a whole  may  be  inferred  or 
suspected,  such  as  the  increased  exposure 
of  the  LaGrange  population  to  the  carcino- 
gens of  snuff  and  chewing  tobacco  as  a 
cause  of  the  frequent  squamous  cell  can- 
cers of  the  oral  cavity  and  pharynx;  or  a 
tendency  to  treat  breast  cancer  at  a local 
facility,  in  contrast  to  a practice  of  refer- 
ring suspected  cases  of  lung  cancer  to 
larger  medical  centers  for  primary  surgical 
treatment.  However,  cancer  of  the  colon 
and  rectum  clearly  is  of  great  importance 
in  LaGrange,  as  it  is  in  the  US  generally. 

During  1956-1972,  265  cancers  of  the 
colon  and  rectum  were  registered  in  the 
LaGrange  T umor  Registry.  In  one  case,  the 
available  information  did  not  indicate 
whether  the  tumor  was  primary  in  the  rec- 
tum or  colon.  Of  the  264  tumors  classifi- 
able as  to  primary  site,  56%  were  primary 
in  the  colon  and  44%  in  the  rectum  (Fig 
2).  Distribution  of  264  patients,  for  whom 
both  race  and  sex  were  indicated  in  the 
registry  (Fig  3),  shows  that  cancer  of  the 
colon  and  rectum  in  this  population  is 
slightly  more  common  in  females  than  in 
males.  The  greater  number  of  whites  af- 
flicted is  roughly  proportional  to  the  pre- 
ponderance of  whites  in  the  admissions  to 
the  City-County  Hospital. 

The  cases  were  categorized  by  Dukes’ 


TEXAS  MEDICINE 


classification,  but  modified  to  also  include 
a class  “0”  since  at  City-County  Hospital 
“in  situ’’  cancers  of  the  colon  and  rectum 
were  often  treated  as  unequivocal  cancers, 
and  major  resections — sometimes  even 
abdominoperineal  resections — were  per- 
formed in  some  such  cases  (Fig  4).  Com- 
parison with  a large  series  recently  report- 
ed from  Charity  Hospital  shows  a similar 
distribution  by  Dukes’  classification  in 
LaGrange.  Also,  a recent  report  from  the 
Massachusetts  General  Hospital  noted 
that  34%  of  their  cases  were  classified 
Dukes’  C,  very  close  to  the  30%  Dukes’  C 
found  in  the  LaGrangeTumor  Registry 
(Fig  5). 

The  age  distribution  for  patients  with 
cancer  of  the  colon  and  rectum,  as  found 
in  the  LaGrange  Tumor  Registry,  is  shown 
in  Fig  6.  The  1,687  cases  reported  from 
Charity  Hospital  had  a similarage  distribu- 
tion overall,  although  they  did  not  note  the 
age  distribution  by  stage  of  disease.  It  is 
seen  that  there  is  a rough  correlation  be- 
tween age  and  stage,  and  that  in  LaGrange 
as  in  larger  medical  centers,  cancer  of  the 
colon  and  rectum  is,  for  the  most  part,  a 
disease  of  the  elderly,  but  also  occurs  com- 
monly in  those  underage  50,  and  is  not 
rare  even  in  those  under  40  years  of  age. 

Postoperative  Mortality 

Postoperative  mortality  during  hospitaliza- 
tion or  within  30  days  of  surgery  is  a major 
problem  in  LaGrange,  although  it  does  not 
seem  to  be  considered  so  in  some  of  the 
larger  medical  centers  at  this  time.^  Fig  7 
shows  the  postoperative  mortality  in  La 
Grange  in  relation  to  the  stage  of  the  dis- 
ease. Postoperative  mortality  is  not  ex- 
plicitly presented  in  recent  reports  from 
Charity  HospitaP  and  from  the  Lahey  Clin- 
ic.^ However,  in  the  study  from  the  Massa- 
chusetts General  HospitaP  a very  low  3.2% 


postoperative  mortality  is  reported  for 
“curative’’  resections  (presumably  Dukes’ 
A,  B,  and  C lesions):  and  a figure  of  only 
6.3  % for  all  stages.  If  one  considers  only 
the  187  potentially  curable  (Dukes’  0 thru 
C)  cases  in  LaGrange  who  had  definitive, 
major  surgery,  the  postoperative  mortality 
rates  were  high — 15%  for  all  “curative’’ 
operations  in  potentially  curable  patients 
(ie,  Dukes’  C or  less  in  extent),  five  times 
greaterthan  for  similarcases  in  the  Massa- 
chusetts General  Hospital  series.  The  com- 
parison of  postoperative  mortality  figures 
for  City-County  Hospital  and  the  Massa- 
chusetts General  Hospital  is  shown  in  Fig 
8;  and  in  Fig  9 are  shown  the  postoperative 
mortality  figures  in  LaGrange  by  stage  of 
disease  for  cancer  of  the  colon  and  of  the 
rectum.  These  187  patients  all  had  lesions 
classified  as  Dukes’  C or  less,  and  there- 


Dukes' 

Class 

LaG  % 

MGH  % 

Charity  % 

0 

4.3 

— 

— 

A 

15.9 

— 

10.0 

B 

30-4 

— 

40.5 

C 

30.0 

34.0 

34.0 

D 

19.5 

— 

16.0 

5.  Comparison  of  stage  of  disease  in  LaGrange 
(LaG),  Massachusetts  General  Hospital  (MGH), 
and  Charity  Hospital. 


6.  Relationship  of  stage  of  disease  to  age  in  257 
classifiable  cases  of  cancer  of  colon  and  rectum. 
LaGrange  Tumor  Registry . 


Dukes' 

Class 

No. 

Patients 

Age 

Range 

Median 

Age 

0 

11 

47-76 

55 

A 

41 

35-88 

63 

B 

78 

33-80 

64 

C 

77 

25-90 

64 

D 

50 

44-91 

68 
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Dukes' 

Class 

No. 

Patients 

No. 

Deaths 

Mortality 

% 

0 

11 

1 

9 

A 

41 

8 

20 

B 

78 

7 

9 

C 

77 

12 

16 

D 

50 

13 

26 

A-C 

196 

27 

14 

All 

Stages 

257 

41 

16 

7.  Postoperative  mortality  in  relationship  to 
stage  of  disease  in  LaG range. 


Dukes' 

Class 

LaG  % 

MGH  % 

0 

9 

— 

A 

20 

— 

B 

9 

— 

C 

16 

— 

D 

26 

10.8  - 26.5* 

A-C 

14 

32 

A-D 

16 

6.3 

*I\/IGH  postoperative  mortality  in  Dukes'  D cases  was  10.8°'o 
when  surgery  was  palliative  only,  but  26.5%  when  resection 
was  done. 


8.  Comparison  of  postoperative  mortality  in 
LaGrange  (LaG)  and  in  Massachusetts  General 
Hospital  (MGH). 


Dukes' 

Class 

Colon  % 

Rectum  % 

Both 

0 

— 

33.3 

33.3 

A 

16.7 

31.5 

23.5 

B 

8.5 

10.7 

9.4 

C 

13.1 

20.7 

165 

A-C 

11.8 

19.8 

15.0 

9.  Comparison  of  postoperative  mortality  after 
"curative”  surgery  in  187  patients  categorized  by 
stage  of  disease  and  by  location  of  primary  in  colon 
or  rectum. 


fore  considered  to  be  potentially  “curable” 
and  deserving  attempt  at  cure  by  surgery. 
As  would  be  expected,  mortality  was  higher 
for  cancer  of  the  rectum  than  for  cancer  of 
the  colon,  abdominoperineal  resection  be- 
ing a more  formidable  operation  than  an- 
terior resection  of  the  colon. 

Postoperative  mortality  has  been  cate- 
gorized as  early  (duringthe  first  six  days 
following  surgery),  and  late  (six  or  more 
days  following  surgery).  A summary  of 
early  and  late  postoperative  deaths  is  pre- 
sented in  Fig  10.  Of  41  postoperative 
deaths,  three  occurred  on  the  day  of  sur- 
gery, but  32  (78  per  cent)  died  six  or  more 
days  after  surgery.  Considering  only  the 
“curable”  (Dukes’  0-C)  patients,  there 
were  28  postoperative  deaths,  75%  of 
which  occurred  six  or  more  days  following 
surgery.  Sepsis  appeared  to  be  a major 
cause  of  death  in  onlyAof  the41  deaths. 

Seven  different  surgeons  had  one  or 
more  cases  which  terminated  in  death  post- 
operatively.  All  seven  had  been  formally 
trained  in  surgery  and  were  fellows  of  the 
American  College  of  Surgeons;  four  were 
diplomates  of  the  American  Board  of  Sur- 
gery. The  number  of  patients  operated 
upon  and  the  number  of  postoperative 
deaths  in  cases  treated  by  each  of  these 
surgeons  are  shown  in  Fig  11.  These  sur- 
geons’ patients  had  a similardistribution 
of  early  (Dukes’  0 thru  B)  and  late  (Dukes’ 

C and  D)  cases,  so  that  an  uneven  distribu- 
tion of  favorable  cases  amongst  the  sur- 
geons probably  would  not  account  for  any 
striking  differences  in  postoperative  mor- 
tality rates  between  different  surgeons.  The 
Tumor  Registry  records  did  not  regularly 
contain  detailed  information  on  the  opera- 
tive techniques  employed  by  individual 
surgeons.  Therefore,  the  effect  of  varia- 
tions in  technique  on  postoperative  mor- 
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tality  in  this  group  of  patients  could  be  no 
more  than  conjectural. 

Five-Year  “Cures” 

The  five-year  “cures”  at  LaGrange  are  de- 
picted in  Fig  12,  by  stage  of  disease,  con- 
sideringonly  Dukes’  A,  B,  and  C cases  at 
risk  for  five  or  more  years.  Not  considered 
at  risk  for  five-year  “cure”  are:  (1)  patients 
registered  less  than  five  years  before  the 
end  of  the  study;  (2)  those  alive  and  free 
from  cancer  when  last  follow-up  was  ob- 
tained, but  followed  for  less  than  five  years; 
and  (3)  those  who  died  in  less  than  five 
years  of  causes  other  than  cancer  or  post- 
operative mortality,  even  though  free  of 
cancer  at  the  time  of  death.  The  five-year 
“cures”  are  directly  related  to  the  stage 
of  disease,  with  an  especially  unfavorable 
influence  by  regional  node  metastases 
(Dukes’  C).  Operative  reports  were  not 
available  in  the  Tumor  Registry  for  every 
case,  but  perusal  of  those  available  did  not 
indicate  use  of  Turnbull’s  no-touch  tech- 
nique. One  cannot  be  sure  from  the  avail- 
able operative  reports  that  the  surgeons  at 
City-County  Flospital  regularly  isolated  the 
cancer-bearing  segment  of  colon  from  con- 
tiguous areas  by  tying  tapes  about  the 
bowel,  or  that  an  all-out  attempt  was  made 
to  remove  all  or  most  of  the  regional  nodes. 
The  pathologist’s  measurement  or  estimate 
of  the  length  of  colon  removed  was  noted 
in  most  cases.  In  general  the  amount  re- 
moved was  on  the  conservative  side,  seg- 
ments shorter  than  20  cm  were  more  com- 
mon than  those  longerthan  50  cm,  and 
segments  of  90  cm  or  more  (as  would  be 
found  in  a subtotal  colectomy  specimen) 
were  not  encountered  at  all.  The  effect  of 
operative  technique  on  five-year  survival  is 
of  undoubted  importance,  but  in  this  study 
we  lack  detailed  information  to  appraise  its 


Early  Late 

Dukes'  (Before  6th  (6  or  More 

Class  Postoperative  Day)  Days  Postoperatively) 


0 

1 

0 

A 

4 

4 

B 

0 

7 

C 

2 

10 

D 

2 

11 

A-C 

6 

21 

All 

Cases 

9 

32 

10.  Time  of  postoperative  deaths  by  stage  of 
disease. 


Surgeon 

No. 

Cases 

No. 

Postoperative 

Deaths 

Mortality 

% 

1 

14 

3 

21.5 

2 

18 

3 

16.7 

3 

57 

8 

14.2 

4 

5 

1 

20. 0 

5 

24 

4 

16.7 

6 

53 

5 

9.4 

7 

13 

2 

15.4 

Total 

194 

26 

13.5 

11.  Number  of  patients  operated  upon  and 
number  of  postoperative  deaths  for  the  seven  sur- 
geons who  had  one  or  more  postoperative  deaths. 


Dukes' 

Class 

No.  Cases  at 
Risk  5 Years 

No.  Survived 

5 Years 

% 5-Year 
"Cures" 

A 

20 

12 

60 

B 

65 

31 

48 

C 

60 

11 

18 

Totals 

145 

54 

37 

12.  Five-year  “cures”  of  Dukes'  A , B and  C 
cases,  LaGrange. 
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Cancer  of  colon  and  rectum 


Dukes' 

LaG  Lahey 

MGH 

Charity 

impact  on  survival  in  this  group  of  patients 

Class 

% % 

% 

% 

Intraperitoneal  chemotherapy  at  the  con- 

A 

60  84 

71 

— 

elusion  of  surgery,  or  systemic  chemo- 
therapy after  surgery,  was  sporadically  em 

B 

48  65 

45 

— 

ployed  in  some  especially  unfavorable 

C 

18  36 

34 

— 

cases,  but  neither  were  used  in  the  past 

A-C 

39  75 

several  years.  Postoperative  irradiation 

A-D 

23  47 

— 

23 

therapy  has  been  used  in  cases  of  local 
recurrences,  and  in  a few  cases  it  was  used 

13.  Comparison  of  five-year  “cures”  at  La- 
Grange with  those  of  three  large  medical  centers. 

as  an  adjunct  to  surgery  when  it  was  be- 
lieved that  the  resection  had  been 

incomplete. 

Comparison  with  other  recent  reports 
(Fig  13)  shows  that  LaGrange  City-County 
Hospital  has  a significantly  inferiorfive- 
yearcure  rate  in  comparison  with  Massa- 
chusetts General  Hospital  and  Lahey  Clinic, 
but  five-year  survivals  for  all  stages  are 
quite  similarto  those  reported  from  Chari- 
ty Hospital  in  1966. 

Of  special  interest  in  LaGrange  is  the 
finding  of  seven  patients  who  were  consid- 
ered to  have  five-year  “cures”  and  who  yet 
died  of  cancer  of  the  colon  or  rectum  at 
times  up  to  13  years  after  surgery.  In  most 
cases  the  delayed  death  of  apparently 
cured  individuals  was  due  to  occult  metas- 
tases.  However,  in  one  case  a metachro- 
nous second  primary  carcinoma  of  the 
colon  became  manifest  13  years  after  an 
apparently  curative  anterior  colon  resec- 
tion, and  was  the  cause  of  death.  This  pa- 
tient had  not  had  regular  follow-up  endos- 
copic and  barium  enema  examinations 
during  the  years  following  surgery. 

Discussion  and  Summary 

TheTumor  Registry  maintained  at  the 
Enoch  Callaway  CancerClinic,  LaGrange, 
Ga,  has  been  used  to  study  the  features  of 
cases  of  cancer  of  the  colon  and  rectum  as 
seen  in  a small-town  community  hospital. 
The  relative  importance  of  cancers  of  the 


TEXAS  MEDICINE 


colon  and  rectum  in  this  rural  area  is  sim- 
ilar to  that  observed  in  the  United  States 
in  general.  The  age  and  sex  distribution  of 
affected  individuals  in  LaGrange  is  similar 
to  that  reported  from  metropolitan  medi- 
cal centers.  Females  are  affected  slightly 
more  frequently  than  males,  and  persons 
between  the  ages  of  60  and  69  are  most  at 
risk.  The  stages  of  the  disease  as  en- 
countered in  LaGrange  are  similar  to  those 
reported  in  larger  medical  centers. 
However,  the  results  of  treatment  in  La 
Grange,  both  in  terms  of  postoperative 
mortality  and  five-year  “cures,”  are  dif- 
ferent from  what  one  might  expect  after 
reading  reports  from  major  medical  cen- 
ters. The  age  of  the  patients  and  the  stage 
of  the  disease  cannot  account  for  the  dif- 
ference, nor  can  the  surgeons'  training. 
Postoperative  mortality  rates  were  five 
times  as  great  as  reported  recently  from 
one  center,^  and  seemed  particularly  high 
six  or  more  days  after  surgery.  This  sug- 
gests a particular  need  for  attention  to  as- 
pects of  postoperative  care  that  might  have 
a delayed  effect  upon  survival — such  as 
fluid  and  electrolyte  balance,  ventilatory 
care,  and  the  prevention  and  control  of 
postoperative  infection.  Thorough  training 
of  the  health-care  team  is  of  obvious  im- 
portance, but  applies  not  only  to  surgeons, 
but  also  to  anesthesiologists,  cardiologists, 
and  nursing  personnel.  Not  only  adequate 
training  but  adequate  numbers  of  nursing 
personnel  are  important  also. 

The  five-year  survival  achieved  in  La 
Grange  is  less  than  that  reported  from  most 
centers,  no  doubt  severely  affected  by  the 
high  postoperative  mortality  rates.  The 
occurrence  of  deaths  from  cancer  more 
than  five  years  after  surgery  and  after  ap- 
parent five-year  “cures”  emphasizes  the 
importance  of  careful  lifetime  follow-up  for 
the  patient  who  has  been  treated  for  cancer 


of  the  colon  and  rectum.  The  fact  that  44% 
of  the  cancers  of  the  colon  and  rectum  in 
LaGrange  were  primary  in  the  rectum 
points  to  the  importance  of  digital  and  en- 
doscopic examination  of  the  rectosigmoid 
in  asymptomatic  individuals.  This  study  in- 
dicates areas  which  merit  particular  atten- 
tion in  order  to  improve  the  results  of  can- 
cer management  in  one  small-town  com- 
munity hospital,  and  the  findings  may  be 
applicable  to  other  small  community  hos- 
pitals. Valuable  lessons  which  can  be  learn- 
ed from  the  keeping  and  use  of  community 
tumor  registries  are  noted,  and  it  is  hoped 
that  this  will  encourage  others  to  establish 
hospital  and  community  tumor  registries. 
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Renal  artery  hypertension: 
Current  diagnosis  and  treatment 

Walter  M.  Kirkendall,  MD;  Merrill  Overturf,  MD 


Following  Goldblatt’s  demonstration  that 
hypertension  could  be  produced  by  renal 
artery  stenosis,  interest  developed  in  ap- 
plying his  concepts  to  clinical  situations.^ 
In  1938  Leadbetterand  Burkland  de- 
scribed the  reduction  of  blood  pressure 
by  nephrectomy  in  a boy  who  had  renal  ar- 
tery stenosis. 2 During  the  next  several 
years,  additional  reports  called  attention 
to  the  reduction  of  blood  pressure  by  uni- 
lateral nephrectomy  in  patients  with  eith- 
er renal  vascular  or  parenchymal  renal 
disease.  During  the  1940s,  partially  be- 
cause medical  measures  for  the  control  of 
hypertension  were  relatively  poor,  great 
enthusiasm  developed  for  nephrectomy. 
Many  patients  with  minor  abnormalities 
shown  on  intravenous  pyelograms  had 
surgical  procedures  done.  Predictably,  in 
1956  Smith  noted  that  fewer  than  20%  of 
patients  remained  normotensive  for  as 
long  as  one  year  after  nephrectomy.^ 

After  Smith's  report  clinicians  became 
more  circumspect  about  the  use  of  neph- 
rectomy, and  about  the  importance  of  re- 
nal artery  stenosis  as  the  cause  of  hyper- 
tension. Nevertheless,  by  the  end  of  the 
1950s  improvements  in  aortography  and 
in  vascular  surgical  techniques  caused  a 
resurgence  in  interest  in  surgical  treat- 
ment of  renal  hypertension.  Once  more, 
however,  when  operative  treatment  was 
applied  to  all  hypertensive  patients  with 
renal  artery  lesions,  many  patients  re- 
ceived no  benefit. 

During  the  last  decade  it  has  been  es- 
tablished that  many  patients  with  renal  ar- 
tery hypertension  respond  well  to  com- 
monly employed  antihypertensive  agents. 
This  knowledge,  plus  better  methods  of  di- 
agnosis and  knowledge  of  the  life  history 
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of  the  patient  with  renal  artery  disease 
has  given  the  physician  insight  in  howto 
manage  these  patients.  Now  the  majority 
of  properly  selected  patients  for  surgical 
treatment  should  benefit  from  the 
operation.  Many  others  not  considered 
appropriate  surgical  candidates  may  be 
maintained  on  medical  programs. 

Pathogenesis 

Experimentally,  renal  artery  hyperten- 
sion can  be  divided  into  two  major  types. 
The  first  experimental  type  is  that  follow- 
ing the  creation  of  unilateral  renal  artery 
constriction  with  the  opposite  kidney  un- 
touched.This  is  the  “two  kidney”  Goldblatt 
hypertensive  preparation,  and  is  associat- 
ed with  increased  juxtaglomerular  granu- 
lation, renin  content,  renin  secretion  in 
the  clipped  kidney,  and  increased  aldos- 
terone secretion  by  the  adrenal  gland.  So- 
dium and  waterare  retained  only  initially. 
With  blood  pressure  rise,  salt  and  water 
are  excreted  by  the  opposite  or  undipped 
kidney.  The  stage  is  eventually  reached 
where  salt  and  water  balance  and  total  ex- 
changeable sodium  levels  are  normal. 

With  very  high  blood  pressures,  plasma 
volume  may  be  low.  Plasma  sodium  con- 
centration is  normal  or  slightly  decreased 
and  the  potassium  concentration  is  de- 
creased. Intravenous  injection  of  renin  or 
angiotensin  produces  a subnormal  pres- 
sor response.  This  type  of  hypertension, 
in  animals  and  man,  is  relatively  resistant 
to  sodium  depletion  but  can  be  reduced  by 
various  antihypertensive  agents  including 
antagonists  to  angiotensin  II.  It  is  respon- 
sive to  the  removal  of  the  clipped  kidney. 
The  majority  of  patients  with  unilateral  re- 
nal artery  stenosis  seem  to  have  their  hy- 
pertension from  this  renin-dependent 
cause. 
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The  second  form  of  experimental  renal 
artery  hypertension  occurs  when  the 
blood  vessel  to  a remaining  kidney  is 
clipped  and  the  opposite  kidney  is  re- 
moved. In  this  circumstance,  blood  pres- 
sure elevation  is  associated  with  salt  and 
water  retention,  decreased  hematocrit 
values,  and  increased  plasma  volume.  In 
experimental  animals,  there  is  relatively 
normal  granulation  of  the  juxtaglomeru- 
lar apparatus  and  the  renin  content  of  the 
remaining  clipped  kidney  is  also  normal. 
Renal  renin  secretion,  plasma  renin  activ- 
ity, angiotensin  levels  in  the  blood,  aldos- 
terone secretion  by  the  adrenal  gland, 
and  plasma  aldosterone  concentration,  as 
well  as  plasma  sodium  concentration  are 
all  normal.  The  blood  pressure  response 
to  exogenous  angiotensin  is  questionably 
enhanced.  This  form  of  hypertension  is 
reduced  by  salt  and  water  depletion.  It  is 
unaffected  by  immunization  against  angio- 
tensin II,  administration  of  antibodies  to 
angiotensin  II,  or  administration  of  a spe- 
cific competitive  inhibitorof  angiotensin 
II.  It  is  not  affected  by  the  removal  of  the 
sole  remaining  kidney.  This  “one  kidney’’ 
Goldblatt  hypertension  model  resembles 
the  hypertension  of  man  caused  by  bilat- 
eral stenosis,  renoprival  hypertension, 
hypertension  associated  with  reduced  re- 
nal mass,  and  that  seen  in  patients  with 
uremia. 

In  the  most  simplistic  form,  “two  kid- 
ney’’ Goldblatt  hypertension  is  directly  re- 
lated to  the  release  of  renin.  The  hyper- 
tension which  results  from  constriction  of 
an  artery  to  a single  kidney  is  related  to 
volume  overload  with  increase  in  cardiac 
output,  “whole  body  autoregulation,’’  and 
little  dependence  on  the  renin-angiotensin 
mechanism.  All  patients  with  renal  artery 
hypertension  cannot  befitted  neatly  into 
these  two  groups,  and  it  is  possible  that 


degrees  of  volume-dependent  and  renin- 
dependent  mechanisms  appear  at  various 
times  in  the  life  of  these  patients. 

Medullary  depressor  substances  in- 
cluding prostaglandins,  neutral  lipids, 
and  phospholipids  may  play  a role  in  the 
maintenance  of  normal  blood  pressure.®-’^ 
If  these  substances  are  neutralized  or  are 
present  in  decreased  amounts,  hyperten- 
sion may  result.  Their  role  in  human  renal 
artery  hypertension  is  not  well  under- 
stood. 

Pathology 

Renal  artery  lesions  may  be  divided  into 
atherosclerotic  ones,  nonatherosclerotic 
stenoses,  and  those  from  tumor  or  scar- 
ring. Atherosclerotic  disease  of  the  renal 
artery  may  cause  constriction  by  the 
growth  of  atheroma  or  by  aneursymal  di- 
latation. The  stenosis  rarely  becomes  se- 
vere before  the  fourth  decade.  The  dis- 
ease is  slightly  more  common  in  men  than 
in  women,  and  is  considerably  less  com- 
mon in  blacks  than  in  whites. ^ Athero- 
matous renal  artery  disease  is  usually  as- 
sociated with  similar  disease  in  other 
large  to  medium  sized  vessels. 

The  chief  cause  of  nonatherosclerotic 
stenoses,  fibromuscular  hyperplasia,  has 
been  classified  by  Harrison  and  McCor- 
mick**  depending  upon  whetherthere  is  fi- 
broplasia, hyperplasia,  dissection,  or  an- 
eurysm formation.  Intimal  fibroplasia  and 
periarterial  fibroplasia  are  rare  (2%) 
and  generally  associated  with  focal  (less 
than  1 cm  long)  ortubular  stenosis.  Medi- 
cal fibromuscular  dysplasia  causes  the 
bulk  of  the  lesions  in  patients  with  nonath- 
erosclerotic stenoses.  A characteristic 
“string  of  beads,”  where  there  are  multi- 
focal stenoses  with  mural  aneurysms,  is 
usually  associated  with  a form  of  medical 
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fibroplasia.  This  lesion  is  found  predomi- 
nantly in  women  whose  average  age  is  40. 
It  is  more  common  in  the  right  renal  ar- 
tery than  in  the  left  but,  in  at  least  one-half 
of  the  patients,  it  is  bilateral. 

Although  the  main  renal  artery  is  chief- 
ly involved  with  both  atheromatous  and 
nonathermatous  disease,  obstruction  of 
segmental  renal  arteries  and  polar  renal 
arteries  may  occur  and  cause  hyperten- 
sion. 

Prevalence 

Many  patients  without  hypertension  have 
angiographic  evidence  of  renal  artery 
stenosis.  The  prevalence  of  angiographic 
lesions  in  the  general  hypertensive  popu- 
lation is  not  known.  In  hospital-based  sur- 
veys, the  incidence  ranges  from  6 to 
37%,  in  most  instances  reflecting  highly 
selected  populations^®,!!  composed  of  pa- 
tients likely  to  have  renal  artery  disease. 

Considering  the  low  incidence  of  renal 
artery  stenosis  in  the  black,®  and  the  rela- 
tively high  percentage  of  blacks  in  the  hy- 
pertensive population,  it  is  likely  that  no 
greaterthan  10  to  15%  of  the  hyperten- 
sive population  have  renal  artery  lesions, 
and  less  than  half  of  these  lesions  are  im- 
portant in  the  hypertension  of  the  patient. 
Probably  no  more  than  1 to  2%  of  all  hy- 
pertensives benefit  from  operation  since 
many  patients  with  significant  lesions  are 
not  good  surgical  candidates.  Neverthe- 
less, patients  with  renal  artery  hyperten- 
sion represent  80  to  90%  of  hyperten- 
sion with  a potentially  curable  cause. 

Clinical  Characteristics 

Patients  with  renal  artery  hypertension 
do  not  have  unique  histories  unless  the  re- 
nal disease  is  secondary  to  trauma  or  em- 
bolization. Flank  pain  is  often  associated 


with  embolization,  and  if  hypertension  be- 
gins after  such  an  episode,  renal  artery 
obstruction  should  be  considered.  There 
are  virtually  no  other  symptoms  unique  to 
this  disorder.  Because  many  patients  with 
renal  artery  hypertension  have  severe  hy- 
pertension, a relatively  large  percentage 
of  them  may  complain  of  occipital  head- 
aches, visual  disturbances,  and  vague  gid- 
dy sensations.  These  have  little  or  no  diag- 
nostic importance.  Familial  incidence  of 
hypertension  is  lower  in  patients  with  re- 
nal artery  stenosis  than  it  is  in  patients 
with  essential  hypertension.  Therefore,  if 
the  patient  can  definitely  exclude  hyper- 
tension in  parents  or  siblings,  hyperten- 
sion from  a renal  arterial  cause  is  some- 
what more  likely.® 

Hypertension  may  be  of  long  duration 
in  these  patients,  but  if  the  elevation  of 
pressure  comes  on  acutely  or  if  there  is 
sudden  acceleration,  one  should  strongly 
considerthe  possibility  of  renal  artery 
disease  with  stenosis.  Relatively  severe  hy- 
pertension in  the  young  is  frequently 
caused  by  renal  artery  abnormalities. 

Abdominal  vascular  bruits  and  rela- 
tively severe  hypertension  are  the  physi- 
cal findings  most  likely  to  make  one  con- 
sider renal  artery  stenosis  and  hyperten- 
sion from  it. 12  Roughly  half  of  the  patients 
will  have  either  a systolic/diastolic  bruit 
ora  continuous  one  in  the  midline  of  the 
upper  portion  of  the  abdomen  or  in  the 
flanks.  Bruits  are  somewhat  more  likely  to 
be  heard  in  patients  who  have  fibromuscu- 
lar  dysplasia. 

Retinopathy  is  common  in  patients  with 
renal  artery  hypertension.  Soft  exudates, 
striate  hemorrhages  with  or  without  pap- 
illedema, occur  in  10  to  20%  of  patients 
with  renal  artery  disease  while  upto35% 
will  have  evidence  of  local  narrowing  con- 
sidered by  some  to  be  evidence  of  angio- 
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spastic  ateriolar  changes. There  is  gen- 
erally a good  correlation  between  the  level 
of  blood  pressure  and  the  severity  of  the 
funduscopic  changes. 

Biochemical  Changes 

Secondary  aldosteronism  occurs  in  many 
patients  with  renal  artery  hypertension. 
This  is  reflected  by  low  plasma  potassium 
in  20%  or  more  of  these  patients. Un- 
like patients  with  primary  aldosteronism 
who  have  hypokalemia  associated  with  hy- 
pernatremia, serum  sodium  is  either  nor- 
mal or  low  in  those  with  renal  artery  sten- 
osis.® No  other  biochemical  values  are  of 
definite  help  in  suggesting  renal  artery 
causes  for  the  hypertension.  Creatinine 
clearance  and  serum  creatinine  values 
are  frequently  abnormal  but  they  are  also 
deranged  in  patients  with  essential  hyper- 
tension and  other  forms  of  secondary  hy- 
pertension. Proteinuria  and  cylindruria 
are  as  frequently  seen  in  patients  with  re- 
nal artery  hypertension  as  they  are  in  se- 
vere hypertension  from  any  cause. 

Intravenous  Pyelogram 

The  intravenous  pyelogram,  judged  by  the 
features  in  Fig  1,  is  positive  in  80%  of  the 
patients  with  a unilateral  stenosis  of  over 

1 . U rographic  features  of  renal  artery 
hypertension. 

Major  Urographic  Features 
Disparity  in  renal  length  01,5  cm) 

Difference  in  appearance  time  of  contrast  material 
in  two  kidneys 

Late  hyperconcentration  of  contrast  material  on  the 
involved  side 

Ancilary  Urographic  Features 
Ureteral  notching 

Decreased  volume  of  collecting  system  (or  narrow 
calyces  and  infundibular  region) 

Parenchymal  atrophy 


50%  occlusion.  False  positive  intravenous 
pyelograms  are  seen  in  about  1 1 % of  pa- 
tients with  essential  hypertension. To  ob- 
tain this  degree  of  proficiency  one  must 
do  “hypertensive  excretory  urography’’ 
in  which  early  and  late  films  are  ob- 
tained.^® The  intravenous  pyelogram  is  of 
less  value  as  a screening  agent  in  patients 
with  other  types  of  renal  artery  hyperten- 
sion such  as  those  caused  by  bilateral 
stenosis,  segmental  renal  artery  or  polar 
renal  artery  obstruction. 

Isotope  Renogram 

The  isotope  renogram  has  been  used  wide- 
ly as  a screening  tool  to  identify  patients 
with  renal  artery  hypertension.^®  Under 
the  best  circumstances,  when  performed 
in  the  ideal  setting  by  skillful  and  dedicat- 
ed personnel,  this  test  is  approximately  as 
good  as  the  intravenous  pyelogram  for  de- 
tecting patients  with  renal  artery  steno- 
sis. There  are,  however,  more  false  posi- 
tive results.  At  the  moment,  conventional 
isotope  renograms  do  not  help  substanti- 
ally in  the  detection  of  the  renal  artery  le- 
sions. Their  greatest  value  is  in  giving  in- 
formation concerning  renal  function  se- 
rially by  a noninvasive  method.  Newer 
methods  of  using  isotopes  to  study  the  re- 
nal circulation  are  now  being  evaluated. 

Aortography 

The  use  of  transfemoral  aortography  has 
greatly  improved  the  evaluation  of  renal 
artery  stenosis. Since  aortography  is  a 
definitive  tool  for  describing  the  anatomic 
defects,  it  is  sometimes  performed  with- 
out a preliminary  intravenous  pyelogram 
or  isotope  urogram  in  patients  at  high 
risk  of  having  renal  artery  stenosis.  In  pa- 
tients under  age  20,  with  severely  elevat- 
ed diastolic  pressures,  there  is  an  excel- 
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lent  possibility  that  renal  circulatory  le- 
sions cause  the  hypertension.  Since  one 
would  not  accept  the  15%  chance  of  miss- 
ing the  lesion  by  pyelography,  it  is  appro- 
priate to  examine  the  renal  circulation 
with  aortography  without  a preliminary 
intravenous  pyelogram  or  isotope  uro- 
gram. Presently  available  equipment, 
used  with  recent  adaptations  of  the  Sel- 
dinger  technique,  can  produce  high  qual- 
ity selective  angiograms  in  oblique  and 
magnified  views  of  the  renal  circulation. 
Utilizingthese  techniques,  virtually  no  le- 
sion of  the  renal  artery  is  missed. 

Complications  of  angiography  are  re- 
lated to  the  skill  and  experience  of  the  per- 
son performing  the  study.  In  most  clinics 
where  studies  are  done  frequently,  com- 
plications are  at  an  acceptable  level.  Nev- 
ertheless, in  a recent  study  of  2,719  renal 
angiograms  performed  in  2,374  patients, 
there  was  a fatality  rate  of  0. 1 1 % and  a 
nonfatal  major  complication  rate  of  1.2% 
with  the  procedure.^® 

Functional  Significance  of  the  Lesion 

Although  evidence  gained  from  the  isotope 
renogram,  intravenous  pyelogram,  or  the 
aortogram  may  give  a clue  to  the  severity 
of  the  stenosis,  these  studies  generally  do 
not  give  adequate  information  regarding 
the  relationship  of  the  lesions  to  the  hy- 
pertension. From  a practical  standpoint, 
one  must  make  a decision  about  the  func- 
tional significance  based  on  the  results  of 
split  renal  function  or  split  renal  vein 
renin  studies.  Split  renal  function  studies 
are  valuable  in  demonstrating  the  signifi- 
cant lesion  in  the  majority  of  patients  with 
renal  artery  hypertension. By  using 
the  proper  criteria,  one  may  also  detect 
significant  segmental  renal  artery  ob- 
struction.2i  Nevertheless,  the  test  is  ex- 


pensive, painful  to  the  patient,  time  con- 
suming, and  misleading  at  times.  It  has 
been  replaced  largely  by  split  renal  vein 
renin  studies  except  for  the  assessment  of 
renal  function  in  a so-called  good  kidney. 

If  the  patient  is  sodium-depleted  or  is  tak- 
ing no  antihypertensive  medication, 12,22,23 
or  is  taking  a thiazide  and  methyldopa,i® 
differential  renal  vein  renin  studies,  using 
measurements  from  the  two  renal  veins 
and  from  the  inferior  vena  cava,  ac- 
curately predict  the  significant  renal  ar- 
tery lesion.  In  general,  the  combination  of 
a high  peripheral  vein  renin  (in  relation  to 
sodium  excretion),  suppression  of  renin 
secretion  from  the  contralateral  kidney, 
and  increased  renal  vein  renin  excretion 
from  the  suspected  kidney  will  accurately 
identify  a significant  unilateral  main  renal 
artery  lesion.  In  patients  with  bilateral  ob- 
struction and  those  with  segmental  le- 
sions, these  criteria  may  not  hold. 

Many  attempts  to  improve  the  accuracy 
of  renal  vein  renin  studies  have  been  re- 
ported. Acute  administration  of  hydrala- 
zine,24. 25  of  furosemide26  or  other  diuret- 
ics, and  application  of  upright  posture  by 
placing  the  patient  on  a tilt  table  at  the 
time  of  the  collection  of  blood2i  have  all 
had  advocates.  None  of  these  methods  as- 
sociated with  acute  changes  has  received 
widespread  or  continuing  support.  It  is 
difficuitto  collect  reliable  samples  from 
patients  under  these  conditions  since  he- 
modynamic situation  and  renin  release 
changes  from  moment  to  moment.  The  re- 
sults may  differ,  depending  upon  the  or- 
der one  collects  blood  from  the  various 
sampling  sites. 

The  use  of  the  peripheral  plasma  renin 
activity  measurement  as  either  a screen- 
ing device  for  renal  artery  hypertension 
or,  when  used  alone,  as  a test  to  measure 
the  significance  of  a lesion  is  misleading  in 
our  experience.  Even  when  the  sodium 
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balance  of  the  patient  and  other  known 
variables  are  controlled,  the  peripheral 
renin  activity  measurements  give  too 
many  false  negative  results  to  make  it  a 
useful  tool. 

Other  Methods  for  Determining  Signifi- 
cance of  the  Lesion 

Recent  studies  suggest  that  saralasin,  a 
competitive  inhibitor  of  angiotensin  II  at 
the  receptor  sites,  given  intravenously 
will  cause  a greater  fall  in  pressure  in  pa- 
tients with  functional  renal  artery  ste- 
nosis than  in  other  hypertensives.  This 
method  is  of  interest  since  it  does  not  de- 
pend upon  lengthy  and  intricate  labora- 
tory examinations  for  a conclusion. 

According  to  recent  clinical  studies, 
saralasin  (sar-ala®-angiotensin  II)  can  be 
used  to  identify  angiotensin  ll-dependent 
(high  renin)  hypertension. When  sara- 
lasin was  infused  into  patients  with  high 
renin  activity,  there  was  an  abrupt  de- 
crease in  blood  pressure  and  an  increase 
in  renin  activity;  the  decrements  in 
blood  pressure  appeared  related  to  pre- 
existing plasma  renin  activity.  Angiotensin 
II  is  not  only  a vasoconstrictor,  but  it  also 
functions  to  close  the  renin-angiotensin 
feedback  loop  via  stimulating  aldosterone 
secretion.  This  in  turn  promotes  an  in- 
crease in  ‘‘effective  plasma  volume” 
through  salt  retention,  thus  reducing  the 
amount  of  renin  released  by  the  kidneys. 
When  the  ‘‘braking”  effect  of  angiotensin 
II  is  negated  by  saralasin,  inappropriately 
high  renin  secretion  is  enhanced,  while 
blood  pressure  decreases.  Interestingly, 
even  in  high-renin  patients,  the  antihyper- 
tensive effects  of  the  angiotensin  II  inhibi- 
tor were  found  to  be  modified  by  altera- 
tions in  the  state  of  sodium  balance.  Small 
increases  in  cumulative  sodium  balance  of 


150  to  200  mEq  abolished  the  antihyper- 
tensive effect  of  the  drug.  Conversely,  so- 
dium diuresis  restored  or  greatly  en- 
hanced the  effect.  Consequently,  sodium 
balance  studies  during  angiotensin  II 
blockade  can  be  used  to  expose  and  quan- 
titate the  sodium  component  in  the  hyper- 
tensive situation.  At  the  present  time  a 
large-scale  prospective  study  is  being 
planned  to  determine  the  general  utility  of 
saralasin  as  a diagnostic  tool. 

It  currently  appears  that  saralasin  may 
be  useful  in  several  hypertensive  situa- 
tions which  include:  (1)  the  identification 
of  angiotensin  ll-dependent  hypertension, 
(2)  determining  the  curability  of  hyper- 
tension associated  with  renal  artery  ste- 
nosis, and  (3)  as  an  effective  treatment  of 
hypertensive  emergencies  associated  with 
high  renin  levels,  such  as  malignant  hy- 
pertension. 

Which  Patients  Should  Be  Examined  for 
Renal  Artery  Hypertension? 

When  one  considers  the  cost  of  a detailed 
examination  for  renal  artery  hyperten- 
sion and  the  relatively  few  patients  who 
benefit  from  operation,  one  realizes  that 
it  would  be  extremely  inefficient  to  subject 
all  hypertensive  patients  to  such  testing. 

It  is  our  belief  that  all  patients  with  hyper- 
tension should  have  a history  taken,  a phy- 
sical examination  and  a urinalysis;  most 
should  have  an  electrocardiogram.  A pan- 
el of  automated  laboratory  tests  including 
ones  for  serum  calcium,  potassium,  sodi- 
um, creatinine,  uric  acid,  cholesterol  and 
blood  sugar  levels  can  be  done  inexpen- 
sively. Each  of  these  gives  valuable  infor- 
mation and  we  obtain  them  routinely. 

Other  studies  have  less  value  when  uni- 
versally applied  to  hypertensive  patients. 
For  instance,  a chest  x-ray  in  the  asympto- 
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matic  nonsmoker  under  40  years  of  age 
provides  little  diagnostic  information. 
Similarly,  the  measurement  of  the  plasma 
renin  activity  does  not  give  adequate  in- 
formation under  usual  clinic  circum- 
stances to  justify  its  routine  use. 

We  extend  the  usual  evaluation  of  the 
hypertensive  patient  to  include  a screen- 
ingtest  for  renal  artery  hypertension  (us- 
ually an  intravenous  pyelogram  or,  in 
some  instances,  an  aortogram)  if  there  is 
an  unusual  constellation  of  the  clinical  or 
laboratory  characteristics  of  renal  ar- 
tery hypertension  as  have  been  discussed. 
We  also  extend  the  study  if  there  is:  (1)  a 
history  of  trauma  orflank  pain  followed 
by  hypertension;  (2)  sudden  onset  of  hy- 
pertension; (3)  severe,  accelerated  or 
malignant  hypertension,  especially  in  the 
young;  (4)  proteinuria  or  even  mildly  ele- 
vated serum  creatinine  levels;  (5)  an  ab- 
dominal continuous  or  systolic/diastolic 
bruit;  (6)  aldosteronism;  or  (7)  refrac- 
toriness to  medical  management. 

In  general,  the  youngerthe  patient,  the 
more  severe  the  hypertension,  the  more 
likely  the  chance  of  correctable  renal  ar- 
tery disease.  Hence  the  extended  workup, 
to  at  least  include  a hypertensive  intraven- 
ous pyelogram,  is  indicated  more  fre- 
quently in  young  patients  with  severe  hy- 
pertension. 

Because  renal  artery  disease  is  rare  in 
blacks,  one  may  reasonably  exclude  an  ex- 
tensive evaluation  for  renal  artery  hyper- 
tension and  prescribe  therapy  promptly  if 
the  listed  indications  are  not  present.  Sim- 
ilarly, in  the  very  old  or  severely  dis- 
eased patient,  who  would  not  under  any 
circumstances  be  a candidate  for  opera- 
tion, an  extensive  and  expensive  examina- 
tion for  renal  artery  disease  is  not  indi- 
cated. 


Treatment 

Interest  in  means  to  cure  hypertension 
has  been  responsible  for  two  periods  of 
great  enthusiasm  and  relatively  poor  sur- 
gical results.  Smith’s  review  of  surgical 
treatment  of  renal  artery  hypertension 
came  at  the  end  of  the  first  period  and  in- 
dicated that  only  20%  of  surgically  treat- 
ed patients  were  benefited.^  By  the  late 
1950s,  however,  a second  wave  of  interest 
developed.  Again,  as  diagnostic  methods 
and  vascular  surgical  techniques  im- 
proved, large  numbers  of  poor  candi- 
dates for  surgical  correction  were  oper- 
ated upon  with  poor  results.  For  instance, 
Shapiro  and  others  found  in  a group  of  43 
patients  that  after  34  months,  35  % had 
died  and  only  12%  were  cured  of  their  hy- 
pertension by  surgery.29  Another  34%  of 
Shapiro’s  patients  were  improved.  In  a 
group  of  40  patients  whom  we  followed 
more  than  18  months,  there  was  30% 
mortality  while  only  20%  of  the  patients 
were  cured  and  29%  improved. The 
same  40  patients,  followed  for  an  average 
of  five  years,  had  a mortality  of  45%,  a 
cure  rate  of  12%,  and  an  improved  rate 
of  18%. 

Longterm  follow-up  studies  of  this  type 
revealed  that  patients  with  severe  athero- 
matous disease  in  the  renal  circulation 
and  elsewhere  were  poor  candidates  for 
surgical  correction  since  in  many  instanc- 
es the  hypertension  was  not  reduced.  Oth- 
ers, in  whom  blood  pressure  fell,  died  rel- 
atively soon  thereafter  of  thrombotic 
events. 

Subsequently,  more  emphasis  was 
placed  upon  obtainingclearevidenceof 
the  significance  of  the  renal  artery  lesion 
before  surgical  treatment.  When  this  was 
done,  it  was  soon  recognized  that  the 
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young  patient  with  a short  history  of  hy- 
pertension, a single  lesion  in  a major  re- 
nal vessel,  and  good  renal  function  was  a 
prime  candidate  for  benefit  from  opera- 
tion. The  patient  with  azotemia  was  recog- 
nized as  a poor  choice  for  operation  since 
surgery  did  not  improve  renal  function 
but  sometimes  stopped  its  deterioration. 
Operative  mortality  in  patients  with  ure- 
mia from  renal  artery  stenosis  makes 
surgery  prohibitive. 

Using  improved  methods  of  patient  se- 
lection, we  were  able  to  demonstrate  in  a 
subsequent  group  of  54  patients  only  4% 
mortality  at  the  end  of  a year,  a 39%  cure 
rate,  and  a 40%  rate  of  improvement  in 
patients  with  renal  arterial  hyperten- 
sion.The  results  generally  were  better 
in  patients  with  f ibromuscular  dysplasia, 
and  when  these  patients  predominated, 
groups  reported  cure  rates  of  60%  in  pa- 
tients followed  for  an  average  of  8.8 
years. The  operative  mortality  ranged 
from  1 % for  patients  with  fibromuscular 
dysplasia  to  4%  forthose  with  atheroma- 
tous disease. 

A young  person  with  recent  onset  of  hy- 
pertension, a well  defined  renal  lesion  in  a 
single  vessel,  no  evidence  of  generalized 
vasculardisease,  and  a functionally  signif- 
icant lesion  may  be  cured  by  surgical  re- 
pair of  the  artery  or  nephrectomy  in  the 
majority  of  instances.  On  the  other  hand, 
if  the  patient  is  above  the  age  of  60,  has 
multiple  renal  artery  obstructions  caused 
by  atheromatous  disease,  no  clear  evi- 
dence of  a significant  lesion,  azotemia, 
much  other  evidence  of  generalized  vas- 
cular disease,  and  a long  history  of  hyper- 
tension, there  is  little  chance  that  surgery 
can  offer  him  a cure  or  substantial  pro- 
longation of  life.  We  do  not  offer  these  pa- 
tients operation  unless  medical  manage- 
ment fails. 


Medical  Therapy 

In  the  1960s  it  became  apparent  that  pa- 
tients with  renal  artery  hypertension  re- 
sponded to  antihypertensive  drugs  much 
in  the  way  as  patients  with  essential  hyper- 
tension. Congestive  heart  failure  and  hem- 
orrhagic events  were  reduced  by  effective 
therapy.  Although  no  randomized  studies 
were  done,  a number  of  groups  demon- 
strated that  even  a poor  risk  patient  as- 
signed to  medical  therapy  could  have  his 
life  prolonged.  Shapiro  and  associates 
found  that  at  the  end  of  34  months,  24  of 
60  severely  atherosclerotic  hypertensive 
patients  had  died.  This  compared  reason- 
sonably  well  with  a 35%  death  rate  in  sur- 
gically treated  patients  followed  for  34 
months.  A number  of  other  groups  re- 
ported that  many  patients  were  well  con- 
trolled for  long  periods  (but  that  some 
were  not),  while  other  patients  had  steady 
progression  of  their  renal  artery  lesion 
with  progressive  loss  of  the  renal  func- 
tion.Hunt  and  Strong  followed  37 
patients  with  atheromatous  disease  for  7 
to  14  years  of  medical  management,  and 
10  survived  at  the  latest  follow-up. Dur- 
ingthe  same  interval,  of  61  patients  with 
fibromuscular  stenoses,  41  survived  on 
drug  medication.  Hunt  and  Strong  com- 
pared these  results  with  100  patients  who 
had  surgical  management,  also  followed 
for  7 to  14  years.  Eighty-four  of  these  pa- 
tients survived,  and  51  were  normoten- 
sive  without  medication.  Thus  51  of  98  pa- 
tients treated  medically,  and  84  of  100 
treated  surgically  survived  7 to  14  years. 
Even  though  this  study  was  better  con- 
trolled than  most,  patient  selection  forthe 
two  groups  was  not  randomized.  Most 
studies  of  medically  treated  renal  hyper- 
tension were  done  in  patients  who  had 
been  excluded  from  operation  and,  as  a 
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group,  had  more  atherosclerosis,  more 
bilateral  renal  disease,  greater  frequen- 
cy of  associated  disorders  such  as  diabe- 
tes mellitus,  and  were  older. 

Although  many  patients  with  renal  ar- 
tery hypertension  can  be  managed  for 
long  periods  with  antihypertensive  drugs, 
the  possible  deterioration  of  kidney  func- 
tion and  the  need  for  long  term  drug  ad- 
ministration puts  a heavy  burden  on  the 
physician  following  such  patients  on  a 
medical  program.  Regular  measurement 
of  serum  creatinine  and  intravenous  pye- 
lography are  essential  in  assessing  the  pa 
tient’s  response  to  such  treatment.  The 
many  problems  asymptomatic  patients 
have  in  complying  with  medical  programs 
continued  over  years  are  common  to  this 
group.  For  instance,  the  physician  may  be 
faced  with  the  dilemma  of  prescribing 
necessary  long  term  treatment  with 
drugs  which  cause  minor  adverse  effects 
in  the  patient  who  may  be  asymptomatic 
otherwise. 

Commonly  utilized  antihypertensives 
including  diuretics,  blockers  of  sympa- 
thetic outflow  or  activity,  and  direct 
smooth  muscle  vasodilators,  are  helpful 
in  lowering  blood  pressure  in  this  group. 
Propranolol,  a beta  adrenergic  blocker, 
as  well  as  clonidine  (Catapres),  recently 
introduced  antihypertensives,  have  been 
used  successfully  in  patients  with  renal 
artery  hypertension.  Furosemide  is  more 
commonly  used  as  a diuretic  in  patients 
with  renal  artery  hypertension  because  of 
its  continued  potency  when  there  is  sub- 
stantial reduction  in  the  glomerular  filtra- 
tion rate.  The  thiazides  are  less  effective 
in  patients  with  sharply  reduced  filtration 
rates. 

Many  of  these  patients  have  a compo- 
nent of  salt  and  water  overload  as  a cause 
fortheir  hypertension.  Because  diuretics 


cannot  cause  excretion  of  large  amounts 
of  sodium  chloride  from  the  patient  with 
compromised  renal  function,  we  recom- 
mend that  these  hypertensives  consume 
no  more  than  4 gm  of  sodium  chloride 
daily.  We  monitor  their  compliance  with 
this  recommendation  by  measuring  24- 
hour  urine  sodium  at  stated  intervals. 
Weight  reduction  for  the  obese  is  often 
helpful  in  controlling  blood  pressure. 

Medical  and  surgical  therapy  comple- 
ment each  other  in  thetreatment  of  the 
patient  with  renal  artery  hypertension. 
Those  who  have  a good  chance  of  benefit- 
ing from  operation  should  have  this  pro- 
cedure recommended  to  them.  On  the  oth- 
er hand,  the  older  patient  with  atheroscle- 
rosis, severe  bilateral  renal  artery  dis- 
ease, and  azotemia  clearly  is  better  off 
having  his  hypertension  controlled  by  diet 
and  drugs.  Most  patients  fall  between 
these  two  well  defined  clinical  types,  and 
the  physician  has  an  opportunity  to  exer- 
cise good  judgment  in  the  selection  of  his 
patient’s  treatment. 
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Variety  marks  1975  Annual  Session 


Pictured  clockwise  are  David  Supkis,  Jr.,  of  Seabrook,  one  of  three  high  school 
science  fair  winners  showing  exhibits  at  Annual  Session;  a demonstration  of 
athletic  taping  procedures;  registration  lines;  and  one  of  many  guest  speakers, 
Dr.  Luis  A.  Amezcua-Gonzalez  of  Mexico  City. 
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Opening  ceremonies  of  the  House  of  Delegates  set  the  proper  tone  for 
the  business  sessions  to  follow.  Directly  below  is  the  enactment  of  a 
malpractice  trial.  Presiding  is  Judge  Robert  R.  Murray  of  San  Antonio. 
In  the  role  of  the  expert  witness  is  Dr.  Joseph  A.  Jachimczyk  of  Houston. 
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Paintings,  sculpture,  photography  highlighted  the  physicians’  and 
spouses’  art  exhibit  (below  right).  Continuing  clockwise  are  Dr.  Donald 
Cooper  of  Stillwater,  Okla,  speaking  to  the  Symposium  on  Sports  Medi- 
cine; Dr.  James  C.  MacLaggan,  AMPAC  chairman,  presenting  Dr.  Sam 
A.  Nixon  of  Floresville,  TEXPAC  chairman,  with  the  1974  "All  Events” 
first  place  award;  and  the  commemoration  of  the  TMA  Insurance  Pro- 
gram’s 20th  year. 
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Blue  bonnets  were  part  of  the  decore  and  costuming  at  the 
Woman’s  Auxiliary’s  "Country  Garden”  luncheon  (at  right). 
Also  pictured  (clockwise)  are  a scientific  exhibit  sponsored  by 
The  University  of  Texas  Medical  Branch  at  Galveston;  the  ad- 
vanced cardio-pulmonary  resuscitation  demonstration;  the  live 
teaching  demonstration;  and  a medical  rescue  team  from  Ft. 

Sam  Houston. 
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other  Annual  Session  highlights 
included  (counter  clockwise) 
continental  breakfast  presenta- 
tions; the  presentation  of  cash 
prizes  to  the  pictured  Anson 
Jones  Award  winners;  a lunch- 
eon address  by  Coach  Emory 
Bellard  of  Texas  A&M  Univers- 
ity; and  an  exhibit  hall  full  of 
scientific,  technical,  educa- 
tional, and  entertaining  at- 
tractions. 
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The  Aesculapius  Award  for  the  most  outstanding  exhibit  went 
to  Drs.  S.  Donald  Greenberg.  Houston,  and  George  A.  Hurst, 
Tyler,  for  the  exhibit  (bottom  photo)  entitled  “Pulmonary 
Cytopathology  of  Tyler  Asbestos  Workers.”  Directly  below, 
incoming  speaker  of  the  House  of  Delegates,  Dr.  Travis  Smith 
of  Abilene  presents  a plaque  of  appreciation  to  outgoing 
speaker.  Dr.  Jack  B.  Lee  of  San  Antonio. 
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Some  key  medical  officers  took  part  in  the  108th 
Annual  Session  in  San  Antonio.  Pictured  clockwise 
are  Dr.  Walter  Brooks,  Quanah  (left),  and  Dr. 

Nym  L.  Barker,  Paris,  1975-76  vice  president 
and  president  respectively;  Dr.  Malcolm  C.  Todd, 
AMA  president,  sporting  an  "open  road”  style 
dress  Stetson  presented  by  Dr.  Ed  W.  Schmidt, 
outgoing  TMA  president;  Dr.  Milton  Davis,  Dallas, 
and  Dr.  Travis  Smith,  Abilene,  incoming  vice 
speaker  and  speaker  of  the  House  of  Delegates; 
and  Dr.  L.  S.  Thompson,  Jr.,  Dallas,  TMA  presi- 
dent-elect. 


Volume  71,  June,  1975 


89 


SEAVIEW 

PSYCHIATRIC 

HOSPITAL 

Announces  an  expanded  specialized  program  for  the 
patient  with  acute  physical,  psychological  and  social 
problems.  Complete  diagnostic  and  therapeutic  ser- 
vices are  offered  in  an  open  environment  conducive  to 
recovery.  Bilingual  professional  and  support  staff. 

Patients  of  all  age  groups  are  accepted  by  referral. 

QUALIFIED  CARE  BY: 

PSYCHIATRIST  STAFF: 

Charles  Bludworth,  MD 
Cecil  A Childers,  MD 
William  B Cline,  MD 
Willis  6 Goodenow,  MD 
Shannon  Gwin,  MD 
Joel  Kutnick,  MD 
Maria  Izquierdo,  MD 
James  M May,  MD 
James  M Meaney,  MD 
James  C Walker,  MD 
Laurence  Taylor,  DO 


Accredited:  Joint  Commission  on  Accreditation  of  Hospitals 

Ucensed:  State  Department  of  Mental  Health  and  Retardation 

Approved  by:  Blue  Cross,  CHAMPUS,  Medicare  and  commercial  in- 
surance 

Member  of  all  local,  state  and  national  hospital  associations 

OUTPATIENT  INPATIENT  DAY  CARE 

1316  Third  Street 
Corpus  Christi,  Texas  78404 
Phone  512-883-0931  Collect 


PSYCHOLOGY  SERVICES; 

David  Feltoon,  PhD 
Byron  Dodd,  MA 
Stephen  Simmons,  MA 

SOCIAL  SERVICE: 

Wallace  Whitworth,  ACSW 

OCCUPATIONAL  THERAPY: 

Melinda  Huggins,  OTR 

Director  of  Nursing: 

Susan  Fowler,  RN 


Pro-Banthine® 

brand  of 

propantheline  bromide 

Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 
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"Antiocid”  action 
for  ulcer  patients... 


one  of  the  mai^  things  you 
need  in  an  anticholinergic. 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 

Pro-BanthTne  is  provided  in  several 
different  dosage  forms  \A/hich  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are : 

"Antiacid"  action  — Pro-BanthTne® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 

Pro-Banthine® 

( propantheline  bromide ) 

a good 
opKon 
in  peptic 
ulcer 


DV^DE 

^1  Trademark 

makes  sense 
in  edema: 


® Each  capsxale  contains  50  mg.  of 

Dyrenium®  (brand  of  triamterene)  and 
25  mg.  of  hydrochlorothiazide. 


Neither  inconvenient, 
unpalatable,  expensive 
potassium  supplements  nor 
special  K+  rich  diets  are 
needed  as  a rule.  Just 
‘Dyazide’  once  or  twice 
daily  for  control  of  edema. 
Serum  K+  and  BUN  should  be 
checked  periodically 
(see  Warnings  section). 

Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


Indications:  Edema:  That  associated  with  conges- 
tive heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic  dys- 
function or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  devel- 
ops or  dietary  potassium  intake  is  markedly  impaired. 
Enteric-coated  potassium  salts  may  cause  small 
bowel  stenosis  with  or  without  ulceration.  Hyper- 
kalemia {>5.4  mEq/L)  has  been  reported  in  4%  of 
patients  under  60  years,  in.  12%  of  patients  over  60 
years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  elderly  or  diabetics).  If 
hyperkalemia  develops,  substitute  a thiazide  alone. 
If  spironolactone  is  used  concomitantly  with 
'Dyazide',  check  serum  potassium  frequently  — 


both  can  cause  potassium  retention  and  sometimes 
hyperkalemia,  "rwo  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recom- 
mended dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe 
patients  on  'Dyazide'  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  pa- 
tients receiving  Dyrenium  (triamterene,  SK&F). 
Rarely,  leukopenia,  thrombocytopenia,  agranulo- 
cytosis, and  aplastic  anemia  have  been  reported 
with  the  thiazides.  Watch  for  signs  of  impending  coma 
in  acutely  ill  cirrhotics.  Thiazides  are  reported  to  cross 
the  placental  barrier  and  appear  in  breast  milk.  This 
may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metab- 
olism and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 
Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur;  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hy- 
perglycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  'Dyazide'  in- 
terferes with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may 
indicate  electrolyte  imbalance),  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotiz- 
ing vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


SKF 

E90 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


^Dyazide’  gets  excess  water  and  sdt  out 
and  helps  keep  essential  potassium  in. 


Big  Balanced  Rock,  Chincahua  Mountains,  Arizona  (approx  1,000  tons) 


Found  useful  in  the  management  of  vertigo*  associated  with 
seases  affecting  the  vestibular  system. 

Can  relieve  nausea  and  vomiting  often  associated  with  vertigof 
Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 
Also  available  as  Antivert  (meclizine  HQ)  12.5  mg.  scored 
blets,  for  dosage  convenience  and  flexibility. 

Antivert/25  (meclizine  HQ)  25  mg.  Chewable  Tablets  for 
lusea,  vomiting  and  dizziness  associated  with  motion  sickness. 
tlEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


‘INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  -National  Research  (Dsuncil  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HCl)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sertsidvity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  parients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operadng 
dangerous  machinery. 

Usage  in  Children.  Clinical  studies  establishing  safety  and  effectiveness  in  cFiildren 
have  not  been  dctne;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications!' 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 
request. 


Antivert725 

(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 


ROeRIG<9 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci 

Rondomvcin  300 

^ ’ Capsules 


[metiliacyclinG  HCI] 


Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  abov 

minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  knawn  ta  be  resistant,  rautine  sensitivity  testing  is  recommended. 


Rondomycin 

(methac^line  HCI) 


CONTRAINDICATIONS;  Hypersensitivity  to  any  ol  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  hall  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  alter  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  ellective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  ol  skeletal  development),  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE;  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea.  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacyclme  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i  d.  fora  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18 1o  24  grams  of 
'Rondomycin'  (methacyclme  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboralory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy;  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  lor  at  least  10  days. 
SUPPLIED;  Rondomycin'  (methacyclme  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacyclme  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

kffi  WALLACE  LABORATORIES 

CRANBURY.NEWJERSEY 08512 


STINGING 

INSECT 

ANTIGEN 


For  patients 

who  have  had 
severe  reactions 
to  stinging 
insects 


Barry  STINGING  INSECT  ANTIGEN  No.  108  (aller- 
genic extracts)  is  a combined  insect  antigen  designed 
to  protect  patients  from  severe  reactions  to  future 
stings  by  immunization.  This  balanced  stock  formula 
is  a polyvalent  whole-body  extract  of  wasp,  hornet, 
bumble  bee,  honey  bee  and  yellow  jacket  antigens;  and 
offers  cross  protection  against  stings  of  any  of  these 
insects. 


WRITE  OR  CALL  FOR- 

FREE  CATALOG 


Toll  Free  - (800)  327-1 141 
Florida  Call  Collect  (305)  943-7722 
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LIFESAVING 
PARTNERSHIP. . . 
AGAINST 

CANCER  QUACKERY 


The  anguish  associated  with 
cancer  is  compounded  by  the 
cancer  quack.  False  hopes  — 
harmful  delays— shattering 
expenses— deceptive  diag- 
noses— loss  of  life— these  are 
hazards  facing  the  cancer  pa- 
tient desperate  enough  to 
seek  a cancer  quack. 

The  problem:  how  to 
divert  the  patient  from  this 
tragic  encounter. 

As  medical  guide,  family 
counselor,  trusted  friend  — 
you,  doctor,  play  a major  role 
in  the  fight  against  cancer 
quackery. 

We  are  here  to  “partner 
you. 

Our  National  Office  main 
tains  an  up-to-date  central 
clearing  house  for  materials 
on  unproven  methods  of 
cancer  diagnosis  and  treat- 
ment. This  is  a unique  opera- 
tion and  the  principal  source 
of  such  information  in  the 


country.  Its  services  are  widely 
used.  Hundreds  of  inquiries 
are  received  and  answered 
from  all  segments  of  the  com- 
munity, from  coast  to  coast. 

To  trigger  grass-roots  ac- 
tion, we  have  formulated  a 
model  State  Cancer  Remedy 
Act  designed  to  control  the 
promotion  and  sale  of 
unproven  methods  of  cancer 
management.  This  has  already 
inspired  nine  states  to  legis- 
late against  cancer  quackery 
—with  active  support  from 
the  medical  community.  Cop- 
ies of  the  model  act,  as  well 
as  copies  of  the  laws  in  effect, 
are  available  in  our  National 
and  Division  offices. 

In  these  actions  against 
cancer  quackery,  as  in  all  our 
efforts  against  cancer,  ours  is  a 
lifesaving  partnership. 

American 
Cancer 
Society  f* 


THIS  SPACE  CONTDieUTEO  BY  THE  PUBLISHER 


96 


TEXAS  MEDICINE 


Medicine  in  literature 


HANDBOOK  OF  TEACHING  AND  COACH- 
ING POINTS  FOR  BASIC  PHYSICAL  EDU- 
CATION SKILLS,  Linus  J.  Dowell,  Spring- 
field,  III,  Charles  C Thomas,  1974, 

275  p,  $7.95. 

Designed  for  teachers  of  physical  educa- 
tion at  the  secondary  or  college  level,  this 
handbook  provides  teachers  with  a quick 
reference  of  teaching  and  coaching  points 
for  basic  physical  education  skills.  Over 
600  basic  physical  education  skills  in  60 
different  activities  taught  in  physical  edu- 
cation programs  throughout  the  United 
States  are  included. 

INTRODUCTION  TO  CLINICAL  EXAMINA- 
TION, John  Macleod,  E.  B.  French,  and 
J.  F.  Munro,  New  York,  Churchill  Living- 
stone 1974, 103  p,  $5. 

This  pocketbook  aims  to  provide  the  junior 
medical  student  with  a brief  account  of  the 
fundamental  methods  of  clinical  examina- 
tion. It  is  intended  to  be  of  service  during 
the  initial  weeks  of  clinical  training.  Atten- 
tion is  directed  to  history-taking  and  the 
cardinal  symptoms  of  disease  in  the  main 
systems.  Descriptions  of  basic  techniques 
of  physical  examination  should  augment 
the  teaching  provided  by  clinical  tutors  and 
facilitate  observation  of  experienced  prac- 
titioners. Brief  reference  is  made  to  the 
significance  of  the  physical  findings  and 
only  diseases  which  are  commonly  encoun- 
tered or  illustrate  a specific  point  are  men- 
tioned. A simple  system  of  case  recording 
is  also  included. 


DAVIDSON'S  PRINCIPLES  AND  PRACTICE 
OF  MEDICINE,  John  Macleod  (ed),  1 1 ed. 
New  York,  Churchill  Livingstone,  1974, 
1037  p,  $16. 

New  co-authors  have  been  introduced  in 
this  revised  edition  to  the  sections  on  in- 


fection, nutrition,  digestive  disorders,  liver 
diseases,  endocrinology,  and  diseases  of 
the  connective  tissues.  The  opening  chap- 
ters deal  with  fundamental  factors  in  dis- 
ease, such  as  genetics,  immunology,  infec- 
tion, nutrition,  and  electrolyte  balance. 
Others  include  accounts  of  diseases  of  the 
various  systems,  and  outlines  of  psychiatry 
and  acute  poisoning.  There  is  also  a de- 
scription of  those  tropical  diseases  which 
may  be  encountered  in  temperate  climates. 
This  edition  is  translated  into  Spanish, 
Italian,  Greek,  and  Croato-Serbian. 

Referring  the  Psychiatric  Patient,  Larry 
R.  Kimsey,  MD  and  Jean  L.  Roberts,  MD, 
Springfield,  III,  Charles  C Thomas,  1973, 
80  pp,  $6.95. 

Approaching  the  subject  from  a practical 
viewpoint,  the  authors  attempt  to  dispel 
the  misconceptions  connected  with  psychi- 
atry and  to  create  a common  ground 
where  the  physician  and  the  psychiatrist 
can  work  in  unison  for  the  welfare  of  the 
patient. 

Recommending  the  referral  of  the  psychi- 
atric patient  to  achieve  this  goal,  the  mon- 
ograph proceeds  to  discuss  in  a clear,  di- 
rect, honest  manner  how  the  problem  can 
be  eliminated  through  the  cooperation  of 
the  three  elements  involved — physician, 
psychiatrist,  and  patient. 

A resume  of  types  of  referrals,  varied 
modes  of  treatment,  numerous  psychiat- 
ric facilities  available,  outside  resources, 
trained  mental  health  specialists,  tech- 
niques of  referral,  and  what  to  expect 
from  the  consultant  will  educate  the  physi- 
cian in  the  intricacies  of  psychiatry  as  a 
medical  specialty  and  will  free  the  physi- 
cian from  confusion  by  answering  the 
question — What  does  a psychiatrist 
do? 

If  the  physician’s  referral  suggestion  to 
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the  patient  is  negative,  the  psychiatrist’s 
treatment  is  apt  to  be  unsuccessful.  If 
positive,  the  psychiatrist’s  ability  to  help 
the  patient  is  increased.  Patient  attitude  is 
all-important. 

In  this  reviewer’s  opinion,  the  most  com- 
mon and  valid  complaint  from  the  refer- 
ring physician  is  the  lack  of  adequate  writ- 
ten or  verbal  reports  concerning  the  pa- 
tient. But  the  physician  must  realize  that 
he  cannot  expect  the  same  type  of  report 
he  normally  would  receive  from  another 
physician.  Due  to  the  nature  of  the  psychi- 
atrist’s relationship  with  patient,  it  is  es- 
sential for  the  psychiatrist  to  respect  the 
patient’s  communications. 

By  the  same  token,  there  is  no  excuse  for 
the  psychiatrist  to  ignore  the  referring 
physician.  The  referral  should  be  ac- 
knowledged in  writing.  Too,  a telephone  call 
offering  more  explicit  information  within 
the  framework  of  protecting  the  patient’s 
confidence  will  serve  to  ease  any  tension 
between  the  referring  physician  and  the 
psychiatrist. 

It  is  the  authors’  intentthat  this  mono- 
graph will  aid  in  bridgingthe  gap  between 
the  physician  and  the  psychiatrist.  Then 
psychiatry  may  be  able  to  progress  from 
the  primitive  “head  shrinker’’  category  to 
the  physician’s  respected  position  of 
Greek  rationalism-naturalism  embodied 
in  the  Hippocratic  Oath. 

A.  A.  PATTI  LLO,  MD 
Austin 
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"Sorry,  Senator,  but  we  can’t  run  EKGs  without  making 
tapes." 
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KELSEY-SEYBOLD  CLINIC 


MEDICAL  CENTER 

6624  FANNIN  STREET  HOUSTON,  TEXAS  77025 
AC  (713)  526-2671 

PATHOLOGY 

R.  A.  Jordan,  M.D.,  F.A.S.C.P. 


INTERNAL  MEDICINE 

Allergy 
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D.  D.  Goulden,  M.D. 

Endocrine  and  Metabolic  Diseases 

M.  P.  Kelsey,  M.D.,  F.A.C.P. 

A.  E.  Leiser,  M.D.,  F.A.C.P. 

P.  K.  Champion,  M.D. 

Gastrointestinal  Diseases,  Gastroscopy 
J.  R.  Kelsey,  M.D.,  F.A.C.P. 
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General  Medicine  and  Oncology 
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Hematology 
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D.  E.  Mouton,  M.D. 

Occupational  Health  Services 

M.  B.  Johnston,  M.D.,  F.A.C.Pr.M. 

F.  A.  Goss,  M.D. 

A.  M.  Wyss,  M.D.,  F.A.C.Pr.M. 
Pulmonary  Diseases 
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DERMATOLOGY 
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W.  A.  Johnson  III,  M.D.,  F.A.C.O.G. 
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Electrocardiography 
Vectorcardiography 
Registered  Physiotherapist 
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Electrolysis 

Electronystagmography 

Electromyography 
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J.  A.  Bakken,  F.A.C.C.M. 
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A.  M.  Wyss,  M.D.,  F.A.C.Pr.M. 


K-S  WEST 

1900  Yorktown,  Houston,  Texas  77024 
(713)  622-8211 

INTERNAL  MEDICINE 

Endocrine  & Metabolic  Diseases 

M.  P.  Kelsey,  M.D.,  F.A.C.P. 

P.  K.  Champion,  Jr.,  M.D. 

Gastrointestinal  Diseases,  Gastroscopy 
J.  R.  Kelsey,  M.D.,  F.A.C.P. 
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Two  Houston  Center,  Suite  P-310 
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(713)  654-4401 

INTERNAL  MEDICINE 

G.  E.  Burke,  M.D. 

G.  G.  Bourianoff,  M.D. 

JOHNSON 
SPACE  CENTER 

DD-2  Clinic 

Houston,  Texas  77058  (713)  483-4111 

OCCUPATIONAL  HEALTH  SERVICES 

R.  M.  Fenno,  M.D.,  F.A.C.P. 

F.  R.  Jonas,  M.D.,  F.A.C.Pr.M. 

A.  I.  Karstens,  M.D.,  F.A.C.Pr.M. 

C.  A.  Owen,  M.D.,  F.A.C.S. 

B.  W.  Prior,  M.D.,  F.A.C.Pr.M. 

P.  E.  Wright,  M.D.,  FAC.P. 

MARSHALL 

SPACEFLIGHT  CENTER 

P.  0.  Box  1244,  Huntsville,  Alabama  35807 
(205)  453-2390 

OCCUPATIONAL  HEALTH  SERVICES 

N.  A.  Tadros,  M.D.,  FAC.Pr.M. 

H.  B.  Elwell,  Jr.,  M.D. 

T.  R.  Figarola,  M.D.,  F.A.C.Pr.M. 
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TEXPAC’s  statewide  board  of  directors 
has  elected  as  its  principal  officers  DR. 
SAM  A.  NIXON,  Floresville,  chairman,  and 
DR.  CHARLES  H.  WILSON,  Wichita  Falls, 
vice  chairman. 

San  Antonio  physician  DR.  EDWIN  L. 
MUELLER,  SR.,  recently  became  the  first 
recipient  of  the  St.  Mary’s  University’s 
Marian  Health  Care  Medallion.  The  medal- 
lion was  initiated  to  honor  a local  physi- 
cian who  has  made  notable  contributions 
to  medical  science. 

DR.  EDWIN  T.  COOKE,  San  Antonio,  has 
been  named  deputy  commissioner  for 
mental  health  services  of  the  Texas  De- 
partment of  Mental  Health  and  Retarda- 
tion. Dr.  Cooke  assumes  charge  of  eight 
state  hospitals  in  South  and  West  Texas. 

DR.  CHARLES  B.  McCALL,  associate  dean 
of  clinical  affairs  and  director  of  the  Of- 
fice of  Grants  Management  and  Develop- 
ment at  The  University  of  Texas  South- 
western Medical  School  at  Dallas,  has  sub- 
mitted his  resignation  effective  July  1.  Dr. 
McCall  has  been  named  dean  of  the  Col- 
lege of  Medicine  at  the  University  of  Ten- 
nessee Centerfor  Health  Sciences  in 
Memphis. 

A noted  medical  scientist  from  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  at  Dallas  has  been  named  winner  of 
the  Banting  Medal,  the  highest  scientific 
honor  bestowed  by  the  American  Diabetes 
Association.  DR.  ROGER  H.  UNGER,  pro- 
fessor of  internal  medicine  and  chief  of 
medical  research  at  Dallas’  Veterans  Ad- 
ministration Hospital,  will  receive  the 
award  and  deliverthe  Banting  Memorial 
Lecture  during  the  diabetes  association’s 
annual  meeting  in  New  York  City  June 
14-17. 

DR.  JOSEPH  T.  PAINTER,  Houston,  has 
been  named  as  an  official  at  The  Univer- 
sity of  Texas  System  Cancer  Center’s  M D 


Anderson  Hospital  and  Tumor  Institute. 

Dr.  Painter  assumes  a broad  range  of  ad- 
ministrative duties  including  beingan  as- 
sociate director  forthe  cancer  center.  A 
major  responsibility  will  be  as  assistant  to 
the  president  and  the  director  in  the  ex- 
pansion and  strengthening  of  extramural 
activities.  He  will  have  a clinical  appoint- 
ment in  the  hospital’s  cardiovascular  ser- 
vice. 

DR.  M.  T.  JENKINS,  Dallas  anesthesiolo- 
gist, is  the  new  chairman  of  the  American 
Medical  Association  Interspecialty 
Council. 

DR.  FENWICK  L.  WATTS,  Port  Arthur,  has 
been  elected  administrative  officer  for 
district  21  of  the  US  Power  Squadrons 
(organization  of  pleasure  boat  owners  and 
others  interested  in  studying  navigation 
and  acquiring  boating  skills). 

Two  Texas  A&M  University  researchers 
have  recently  been  awarded  grants  for 
projects  related  to  health.  JAMES  H. 

MATIS,  PhD,  has  been  awarded  a $90,000 
grant  for  work  in  biological  and  ecological 
statistics  with  a specialized  area  of  com- 
partmental  analysis.  The  new  area  is  be- 
lieved to  be  of  considerable  importance  in 
biomedical  studies.  The  four  year  grant 
was  given  by  the  National  Institute  of 
Health.  JACK  LUNSFORD,  PhD,  has  been 
awarded  an  additional  $30,000  by  the  En- 
vironmental Protection  Agency  to  identify 
the  effects  on  human  lungs  of  oxides  of 
sulfur  suspended  in  the  air  by  industry  or 
autos. 

The  University  of  Texas  Medical  Branch 
was  recently  awarded  a grant  of  $148,977 
for  a three  year  period  from  the  John  A. 
Hartford  Foundation,  Inc,  forthe  continued 
development  of  a radio-immunoassay  for 
thymosin  in  man.  ALLAN  L.  GOLDSTEIN, 
PhD,  professor  and  directorof  the  division 
of  biochemistry  at  UTMB  and  co-discoverer 
of  thymosin,  directs  the  project. 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


A.  G.  ARRANT 
Abilene,  1922-1974 

P.  M.  BASSEL 
Temple,  1901-1975 

W.  F.  COLE 
Houston,  1908-1975 

J.  E.  DAILEY 
Houston,  1906-1975 

M.  L.  ELLIOTT 
Houston,  1894-1974 

R.  L HARGRAVE 
Wichita  Falls,  1904-1975 

J.  R.  LEVIN 
Overton,  1914-1975 


IN  MEMORIAM 


E.  C.  SCHOOLFIELD  jhe  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 

Fort  Worth,  1892-1975  nent  memorial  to  physicians  who  have  served  their  patients,  their  profession, 

and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more  than 
10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500  films  each 
year  to  physicians,  students,  and  to  those  seeking  information  related  to 
medicine  and  health  care.  The  resources  of  the  Library  include  60,000 
volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than  1,300 
professional  journals  are  received  monthly.  Services  are  provided  without 
charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $. 


. Given  in  Memory  of 


Please  send  remembrance  card  to: 

Name 

Address 

City  and  State 


Donor  Information: 

Name 

Address 

City  and  State  _ 
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Dr.  J.  R.  Levin 

Dr.  Jules  Richard  Levin  died  Feb  26, 

1975,  at  his  residence  in  Overton  after  an 
apparent  heart  attack.  The  physician  and 
surgeon  was  60  years  of  age. 

Dr.  Levin  was  born  in  Montreal,  and  re- 
ceived his  elementary  and  high  school 
education  in  Burlington,  Vt.  He  was  a grad- 
uate of  the  University  of  Vermont  College 
of  Arts  and  Sciences  (1936)  and  the  Uni- 
versity of  Vermont  College  of  Medicine 
(1939).  He  served  his  internship  at  Grace 
Hospital,  New  Haven,  Conn.  Dr.  Levin  then 
served  as  assistant  resident  in  surgery  at 
the  same  hospital  in  1941-1942.  He 
served  in  the  US  Army  Medical  Corps  as 
a first  lieutenant  and  then  completed  his 
surgical  training  in  1945  by  serving  his 
residency  at  the  New  York  Polyclinic  Post- 
graduate Medical  School  and  Hospital, 
New  York.  Until  1951,  Dr.  Levin  continued 
to  live  in  New  York  where  he  served  as  a 
clinical  instructor  and  lecturer  in  the  De- 
partment of  Surgery  at  the  New  York 
Polyclinic  Postgraduate  Medical  School 
and  Hospital,  and  as  a member  of  the  sur- 
gical staff  of  the  Hospital  for  Joint  Dis- 
eases. In  1951  he  moved  to  Cverton  to  join 
the  Heiligman  Clinic.  He  subsequently 
joined  the  staffs  of  the  Cverton  Memorial 
Hospital  and  the  East  Texas  Medical  Cen- 
ter, Tyler. 

Dr.  Levin  joined  the  Texas  Medical  Associ- 
ation in  1952.  Healsowas  a member  of 
the  Rusk  County  Medical  Society,  Ameri- 
can Medical  Association,  American  Col- 
lege of  Surgeons,  American  Board  of 
Surgeons,  International  College  of  Sur- 
geons and  American  Board  of  Abdominal 
Surgery. 

Survivors  are  his  wife,  Betty  Johnson 
Levin,  Cverton;  a brother,  Ben  Levin,  Los 
Angeles  and  four  sisters,  Mrs.  Sophia 


Danzigerand  Mrs.  Mollie  Schroenberg, 
both  of  Newtonville,  Mass,  Mrs.  Celia  Al- 
bert, Boston,  and  Mrs.  Bessie  Maslan,  Chi- 
cago. 


Dr.  R.  L.  Hargrave 

Retired  Wichita  Falls  surgeon  Dr.  Robert 
Lee  Hargrave  died  Feb.  26,  1975,  at  the 
age  of  70. 

Born  in  Dike,  Tex,  Dr.  Hargrave  received 
his  BS  (1926)  and  MD  (1928)  degrees 
from  Tulane  University  in  NewCrleans. 

He  interned  at  Charity  Hospital  in  New 
Crleansfrom  1928-1929.  He  then  went  to 
the  University  of  Minnesota  where  he  was 
a graduate  student  and  teaching  fellow  in 
pathology,  receiving  a Master  of  Arts  de- 
gree in  1931.  He  continued  his  studies  at 
the  Mayo  Foundation  where  he  was  a fel- 
low in  surgery  from  1931-1934.  He  was 
awarded  an  MS  degree  in  surgery  by  the 
University  of  Minnesota  in  December 
1934.  His  Wichita  Falls  practice,  estab- 
lished in  1934,  was  interrupted  only  by  his 
service  in  the  US  Army  from  1942-46.  He 
was  discharged  with  the  rank  of  lieutenant 
colonel.  Dr.  Hargrave  retired  in  1970. 
During  his  career,  he  authored  many 
medical  articles. 

Dr.  Hargrave  was  elected  to  inactive 
status  by  the  Wichita  County  Medical  So- 
ciety in  1972.  He  was  also  a member  of  the 
American  Medical  Association,  Alpha 
Omega  Alpha  honorary  medical  society. 

Phi  Rho  Sigma  medical  fraternity,  a fellow 
of  the  American  College  of  Surgeons,  and 
certified  by  the  American  Board  of  Sur- 
gery. 

The  physician  is  survived  by  his  wife,  Flor- 
ence Jarzyna  Hargrave,  Wichita  Falls;  two 
sons.  Dr.  Robert  Love  Hargrave,  Austin, 
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and  Thomas  W.  Hargrave,  Detroit;  two 
daughters,  Mrs.  Ann  Zoellner,  Tulsa,  and 
Mrs.  Constance  Sorrels,  Denton;  and  15 
grandchildren. 


Dr.  P.  M.  Bassel 

Retired  Temple  internist.  Dr.  Paul  M. 
Bassel,  died  Feb  20, 1975,  following  a long 
illness.  He  was  73  years  old. 

Dr.  Bassel  was  born  in  Belton.  He  attend- 
ed The  University  of  Texas  at  Austin  and 
received  his  medical  education  from  The 
University  of  Texas  Medical  Branch.  From 
1925-1928  he  served  as  a fellow  in  inter- 
nal medicine  at  the  Mayo  Clinic  in  Roches- 
ter, Minn.  He  joined  Scott  and  White  Clinic 
in  1928.  He  served  as  the  clinic’s  chair- 
man of  the  Medical  Advisory  Board  from 
1940-1947.  He  was  also  a charter  mem- 
ber and  former  president  of  Scott  and 
White  Memorial  Hospital  and  Scott,  Sher- 
wood and  Brindley  Foundation. 

Dr.  Bassel’s  professional  memberships 
included  the  American  Board  of  Internal 
Medicine,  the  American  Medical  Associa- 
tion, Bell  County  Medical  Society,  and  the 
American  Diabetic  Association.  He  was  a 
fellow  of  the  American  College  of  Physi- 
cians. He  was  elected  to  honorary  mem- 
bership in  Texas  Medical  Association  in 
1967. 

Surviving  are  his  wife,  Elizabeth  Potts 
Bassel,  Temple;  a son,  Paul  A.  Bassel, 
Temple;  a daughter,  Mrs.  Roy  Darden, 
Belton;  and  five  grandchildren. 


Dr.  E.  C.  Schoolfield 

Dr.  Emmett  Charles  Schoolfield,  retired 


Fort  Worth  family  practitioner,  died  Feb 
10,  1975,  at  the  age  of  82. 

Born  in  Ponder,  Tex,  Dr.  Schoolfield  was 
graduated  from  The  University  of  Texas 
Medical  Branch  at  Galveston  in  1917.  He 
served  an  internship  at  Cleveland  City 
Hospital  in  Cleveland,  Ohio,  from  1917-18 
and  attended  the  Postgraduate  Medical 
School  in  New  York  City.  A World  War  I 
veteran.  Dr.  Schoolfield  practiced  in  Fort 
Worth  from  1919  until  his  retirement  in 
1974. 

A member  of  the  Tarrant  County  Medical 
Society,  Dr.  Schoolfield  was  elected  an  in- 
active member  of  the  Texas  Medical  Asso- 
ciation in  1960. 

Survivingthe  physician  is  his  son,  Charles 
Schoolfield,  Peachtree  City,  Ga. 


Dr.  J.  E.  Dailey 

Dr.  James  Emerson  Dailey,  former  Hous- 
ton physician,  died  Feb  2, 1975.  The  thor- 
acic surgeon  was  68  years  old. 

Born  in  Clean,  NY,  Dr.  Dailey  received  an 
MD  degree  from  the  University  of  Buffalo 
in  1929.  He  served  as  an  intern  at  Buffalo 
Deaconess  Hospital  from  1929-30  and 
completed  residencies  at  St.  Francis  Hos- 
pital, New  York  City,  and  Sea  View  Hospi- 
tal,Staten  Island.  He  began  his  practice  in 
Houston  in  1937.  He  served  as  a comman- 
der in  the  US  Navy  during  World  War  II. 

He  retired  in  1970  and  moved  to 
Weslaco. 

Dr.  Dailey  was  a founder  and  past  presi- 
dent of  the  Southern  Thoracic  Surgical 
Association,  a fellow  of  the  American  Board 
of  Thoracic  Surgery  and  the  American  Col- 
lege of  Chest  Physicians,  a senior  member 
the  Texas  Surgical  Society,  and  a member 
of  the  Harris  County  Medical  Society.  He 
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authored  many  papers  on  thoracic 
surgery. 

Dr.  Dailey’s  survivors  include  his  wife, 
Catharine  Igoe  Dailey,  Weslaco;  a son, 
James  Dailey,  Houston;  four  daughters, 
Mrs.  Maggie  Stallings,  Kitty  Dailey,  and 
Candy  Dailey,  all  of  Houston;  and  Mrs. 
Sandy  Tomson,  Waco. 

Dr.  A.  G.  Arrant 

Dr.  Arthur  Gray  Arrant  died  Dec  28, 

1974  in  Ruidoso,  NM.  He  was 
52  years  old. 

Born  in  Portales,  NM,  Dr.  Arrant  was 
graduated  from  Hardin-Simmons  Univer- 
sity, Abilene,  in  1943.  He  served  as  a lieu- 
tenant (j.  g.)  in  the  US  Navy  Reserve  from 
1943  to  1946  and  was  a deck  officer  while 
in  the  European  Theater  of  Operations 
during  World  War  II.  Dr.  Arrant  received 
his  MD  degree  from  Baylor  College  of 
Medicine  in  1950.  He  served  an  internship 
at  Maumee  Valley  Hospital  in  Toledo,  Ohio, 
and  a general  surgical  residency  at  Rob- 
ert B.  Green  Memorial  Hospital  in  San 
Antonio.  He  had  practiced  in  Abilene  since 
1951. 

Dr.  Arrant  was  a past  president  of  the 
Taylor-Jones  County  Medical  Society.  He 
was  also  active  in  civic  and  church  affairs, 
serving  as  a deacon  in  the  University  Bap- 
tist Church,  chairman  of  the  Abilene  polio 
vaccine  trial  in  1954,  and  team  physician 
for  three  local  high  schools.  He  was  a 
member  of  the  Rotary  Club. 

Survivors  include  his  wife,  Carlene  Par- 
ker Arrant,  Abilene;  three  daughters, 

Mrs.  Rex  Pickens,  Arlington,  Mrs.  Rick 
Wright,  Philadelphia,  Pa,  and  Lucia  Ar- 
rant, Abilene;  a son.  Gray  Arrant,  Abi- 
lent;  his  mother,  Mrs.  H.  R.  Arrant,  Abi- 
lene; and  a sister,  Mrs.  W.  J.  Oxford, 
Abilene. 

Dr.  W.  F.  Cole,  Sr. 

Dr.  William  Frank  Cole,  Sr.,  died  Jan  22, 

1975  in  Houston.  The  family  physician  was 
66  years  old. 


Born  in  Blooming  Grove,  Tex,  he  attended 
Texas  Tech  University  and  Baylor  Univer- 
sity. He  was  a 1939  graduate  of  The  Uni- 
versity of  Texas  Medical  Branch  at  Gal- 
veston. He  served  a general  internship  at 
San  Diego  County  Hospital  in  San  Diego 
from  1939-40.  Dr.  Cole  had  practiced  in 
Houston  since  1941. 

Dr.  Cole  was  a past  president  of  the  Har- 
ris County  Academy  of  Family  Physicians. 
He  was  a member  of  the  Harris  County 
Medical  Society,  the  American  Academy  of 
Family  Practice,  and  the  American  Medi- 
cal Association.  He  was  also  a past  presi- 
dent of  the  West  University  Lions  Club  in 
Houston. 

Surviving  Dr.  Cole  are  his  wife,  Lora  Cam- 
mack  Cole,  Houston;  two  daughters, 

Nancy  Kay  Cole  Segrato,  San  Antonio,  and 
Linda  Cole  Eddins,  Houston;  two  sons.  Dr. 
William  Frank  Cole,  Jr.,  and  Richard 
Claude  Cole,  both  of  Houston;  and  seven 
grandchildren. 

Dr.  M.  L.  Elliott 

Retired  Houston  family  practitioner.  Dr. 
Monroe  L.  Elliott,  died  Dec  1,  1974,  at  the 
age  of  79. 

Born  in  Grayson  County,  Dr.  Elliott  was 
graduated  from  The  University  of  Texas 
Medical  Branch  at  Galveston  in  1923.  He 
completed  an  internship  at  John  Sealy 
Hospital  in  Galveston.  Dr.  Elliott  initiated 
his  practice  in  Sherman  but  moved  to 
Houston  four  months  later  where  he  prac- 
ticed from  1924  to  his  retirement  in 
1972. 

Dr.  Elliott  was  elected  to  honorary  mem- 
bership status  by  the  Harris  County  Medi- 
cal Society  and  the  Texas  and  American 
Medical  Associations. 

Survivors  include  his  wife  Helen  Marrs 
Elliott,  Houston;  a son,  Monroe  Elliott,  Jr., 
Austin;  a daughter,  Mrs.  Margaret  Lar- 
son, Bridgeport,  Conn;  two  grandchil- 
dren, and  several  nieces  and 
nephews. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
INPATIENT-OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 


A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay,  M.D. 


PSYCHOLOGY 


George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph.D. 


Fred  H.  Jordan,  M.D. 
John  T.  Holbrook,  M.D. 


Tom  I.  Payton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 


BUSINESS  MANAGER 


Daphne  Burrows 


COURTESY  STAFF 


O.T.  AND  R.T.  THERAPY 

(Acting  Director) 

Jeanette  Boothe 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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TO  ALL  MY  PATIENTS 


^inpite  you  to  discuss  frankly 
any  (Questions  regarding 
r^services  or  my  fees. 

^^e/hest  medical  service  is  based 
^Y/Jfriendly  mutual  under- 
standing between  doctor  and  patient. 


Do  Your  Patients  Understand  Your  Fees? 

Patients  hesitate  to  ask  about  fees.  But  they  want  to  know.  They 
naturally  worry  about  what  their  medical  costs  will  be.  And  if  they 
don’t  feel  free  to  talk  about  it,  serious  problems — misunderstanding, 
resentment  and  even  deep  hostility — can  arise,  threatening  the  all- 
important  rapport  between  you  and  your  patients. 

Open  discussion  before  treatment  prevents  such  embarrassing 
problems.  It  paves  the  way  for  mutual  understanding  and  good  will. 

An  AMA  Fee  Plaque,  prominently  displayed  in  your  waiting  room, 
serves  as  an  open  invitation  for  your  patients  to  discuss  medical  costs 
and  financial  problems  with  you.  It  shows  that  you  care.  Just  seeing 
the  message  can  give  many  financially  worried  patients  peace  of  mind. 

The  AMA  Fee  Plaque  works  hard  to  prevent  doctor-patient  mis- 
understandings. And  it  works  well. 

Suitable  for  wall  or  desk  display,  the  plaque  measures  6"  x 
101/2"-  The  lettering  is  white  on  a dark  brown  background  and  the 
frame  is  durable  beige  plastic. 

How  do  you  obtain  one? 

Just  mail  the  coupon  below  and  your  check,  or  money  order,  for 
$2.40  (postage  paid).  Your  Fee  Plaque  will  be  sent  to  you  by  return 
mail. 


Order  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Please  send  me A.M.A.  fee  plaques,  offered  at  only  $2.40 

each.  Enclosed  is  my  check  or  money  order  for  $ 

Name_ 

Add  ress 

City State Zip  Code 
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COMMEMORATING 
200 YEARS 
OFIRREGVLAR 
AMERICANS 

Casey  Jones  was  a bug  on 
punctuality— some  even  set 
their  watches  jDy  his 
train’s  whistle. 


Just  get  me  to  the  station  on  time.  For  200  years,  Americans  have  been 
in  a hurry.  But  some  things  just  don’t  happen  on  schedule—  like  bowel 
movements  in  a constipated  patient.  And  for  200  years,  Americans  have  dealt 
with  this  problem  ina  variety  of  ways— and  with  varying  degrees  of  success. 


Now  there’s  Modanef  One  tablet  with  the  evening  meal  provides  comfortable 
laxation  in  the  morning... for  postoperative,  pregnant,  or  geriatric  patients. 
Because  it’s  reliable.  Because  it’s  predictable.  Because  it’s  gentle. 


MODAIC 

LAXATIVE  TABLETS 


WARREN-TEED 

PHARr^ACEUTICAlS  INCORPORATED 

SUBSIOIARy  OF  ROHM  AND  HAAR  COMPANT 
COLUMeuS.OHiO  <13S1S 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.* 

NEAL  GREEN,  M.D. 


OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


• DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES 

OF  FORT  WORTH 

John  S.  Alexander,  M.D.,  M.A.C.R. 

Preston  W.  Nash,  M.D.,  M.A.C.R. 

Robert  J.  Atcheson,  M.D.,  M.A.C.R. 

Rolland  F.  Oakes,  M.D.,  M.A.C.R. 

Douglas  E.  Bibby,  M.D.,  F.A.C.R. 

Norman  L.  Presley,  M.D.,  M.A.C.R. 

William  V.  Bradshaw,  M.D.,  M.A.C.R. 

Sanford  Reitman,  M.D.,  M.A.C.R. 

Jack  G.  Brooks,  M.D.,  M.A.C.R. 

Gomer  W.  Roberts,  M.D.,  M.A.C.R. 

James  W.  Buice,  M.D.,  F.A.C.R. 

Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

Richard  C.  Gasser,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 

Warren  L.  McFarland,  M.D.,  M.A.C.R. 

DIPLOMATES  OF  THE  AMERICAN 

BOARD  OF  RADIOLOGY 

Offices: 

100  Medical  Tower  Bldg.  — 336-8681 

800  Eighth  Avenue  — 336-8627 

900  W.  Raiulol  Mill  Rd.,  Arlington,  Texas  76010  — 37  i-VG81 

2700  Tibbets,  Bedford,  Texas  76021  — 28.3-5363 

801  W.  Road  To  Six  Flags,  Arlington, 

Texas  76012  — 274-3319 

General  Surgery: 

L.  L.  Travis,  M.D. 

R.  K.  Willms,  M.D. 

R.  W.  Baggett,  M.D. 

Orthopeflic  Surgery: 

E.  L.  Mahon,  Jr„  M.D. 

Urology: 

H.  F.  Rives,  M.D. 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 


STAFF 
Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Armstrong.  M.D. 

D.  B.  Turner.  M.D. 

G.  T.  Kimmel,  M.D. 

Pathology: 

Harbert  Davenport,  Jr.,  M.D. 

Anesthesiology : 

W.  T.  Witt,  M.D. 


Obstetrics  and  Gynecology: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Pediatrics: 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Ralston,  M.D. 

J.  W.  Fischer,  M.D. 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 
S.  J.  Biltz 

Adm  of  Travis  Clinic  Foundation 
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Drive  a brand  new, 
1975 tax  deduction. 
Lincoln,  Cadillac, 
Mercury  or  pickup. 

Lease  at  fleet  discounts  through 
TMA’s  auto  lease  program 


Declare  the  new  car  you  lease  from  us  as  your 
business  car.  Couple  this  with  the  fact  any  car 
you  lease  from  us  is  at  the  same  low  discount 
large  businesses  enjoy  and  you’ve  got 
yourself  a beautiful,  1975  tax  deduction  you 
can  actually  drive  and  enjoy. 

Your  association  makes  it  possible  for  you 
to  participate  in  low  discount  leasing  rates  on 
brand  new  1 975  luxury  cars  and  trucks  with 
wide  flexibility;  any  vehicle  you  desire;  custom- 
tailored  leasing  program. 


Features 

• Low  lease  cost 

• Save  taxes 

• Keep  your  cash  working 

• Record  keeping  is  done  for  you 

• All  types  of  vehicles  and  equipment  available 

• Lease  tailored  to  your  requirements 

Through  TMA’s  discount  lease  program, 
you  can  also  dispose  of  your  present  vehicle, 
obtaining  its  value  in  cash  for  investment  else- 
where or  lowering  your  monthly  lease  payment. 

This  same  group  discount  program  may  be 
applied  to  ranch  or  other  business  vehicles. 

Let  us  show  you  how  the  TMA  Automobile 
Lease  Program  can  put  you  in  a 1 975  Lincoln, 
Cadillac,  Mercury,  pickuporvehicleof  your 
choice  right  now  and  at  the  same  time  save  you 
tax  dollars.  Send  in  the  coupon  today  forfull 
details. 


Texas  Medical  Association 
Automobile  Lease  Program 


To : Texas  Medical  Association  Automobile  Lease  Program 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

I am  interested  in  receiving  more  information  regarding  vehicle  leasing  through  my  TMA  membership. 


Name 


Address 


City_ 


_State_ 


.Zip. 


Phone. 


.Best  time  to  call: 


\ Type  of  vehicle(s)  I'm  interested 


in_ 


/a 
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Allergy 


Clinics 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
DIplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.,  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 

M.  D.  Knight,  M.D.,  Surgery 

W.  H.  Brauns,  M.D.,  Internal  Medicine 

Roy  E.  Moon,  M.D. 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Lawrence  G.  Thorne,  M.D. 

Theodore  J.  Haywood,  M.D.  K.  Venugopalan,  M.D. 

Orville  C.  Thomas,  M.D.  Joel  T.  Appleton,  M.D. 

Joseph  T.  Queng,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  713  661-1444 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE 
John  M.  Church,  M.D. 

Thomas  J.  Coleman,  M.D. 

Robert  R.  Dickey,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

John  E.  Johnson,  Jr.,  M.D. 

O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


HARRIS  HOSEN,  M.D.,  F.A.C.A. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  883-7411 

FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

T.  L.  Glenn,  M.D. 

C.  L.  Vernor,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Phillip  Kassner,  M.D. 

OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 


ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

ADMINISTRATOR 

Gene  Hybner 

DIRECTOR  OF  NURSES 

Clinic — Pat  Parker 


Remind  your  colleagues  of  your 
specialty  and  office  location. 
Purchase  a listing  in  the 
“Texas  Physicians’  Directory.” 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$10  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  aliowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  in  which 
there  is  an  American  Medical  Association  recognized  specialty  board 
and/or  an  AMA  approved  residency  program.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or  cancellation 
should  be  sent  to  Advertising  Manager,  TE)(AS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month 
preceding  publication  month. 


no 


TEXAS  MEDICINE 


MEDICAL  AND  SURGICAL  CLINIC  ASSOCIATION 

1200  Summit  Avenue,  Fort  Worth,  Texas  817  338-4747 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 


GENERAL  SURGERY 

Robert  C.  Barker,  M.D.  ‘Thomas  E.  Simons,  M.D. 

•Henry  V.  Birdwell,  Jr.,  M.D. 

‘Diplomate  of  American  Board  of  Surgery 

INTERNAL  MEDICINE 
DIAGNOSIS 

‘John  B.  Fershtand,  M.D. 

Edwin  B.  Wiison,  Jr.,  M.D. 

PULMONARY  DISEASE 
M.  Ebadat  Ali,  M.D. 

‘Diplomate  of  American  Board  of  Medicine 

INDUSTRIAL  MEDICINE 
Mark  N.  Hattarki,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE  CONSULTANTS 
‘Harry  W.  Banker,  M.D.  ‘Samuel  Jagoda,  Jr.,  M.D. 

‘E.  E.  Holt,  M.D.  Samuel  Jagoda,  M.D. 

‘Diplomate  of  American  Board  of  Radioiogy 


‘James  W.  Tunstill,  M.D. 

Cornelius  C.  Davis,  M.D. 
‘Nasim  Akhtar,  M.D. 


PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 

ADMINISTRATOR 
Bryan  Charles 


Duodenoscopy 
Colonoscopy 
Colonoscopic  Snare 
Polypectomy 
Arteriography 
Treadmill  Stress  Testing 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 


Telephone  713  948-8521 

Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 


901  Main  Street,  Big  Spring,  Texas  79720,  Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Ailensworth,  M.D. 


PEDIATRICS 

J.  M.  Woodall,  M.D. 
B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 


GENERAL  SURGERY 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
J.  E.  Mathews,  M.D.,  F.A.C.S. 


RADIOLOGY  & NUCLEAR  MEDICINE 

B.  Williams,  M.D. 

M.  L.  Bercier,  M.D. 


INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 


UROLOGY 

G.  F.  Dillon,  M.D. 


DERMATOLOGY 
H.  K.  Butler,  M.D. 


OBSTETRICS  AND  GYNECOLOGY 

M.  A.  Porter,  M.D.  ADMINISTRATION 

J.  W.  Kuykendall,  M.D. 

R.  L.  Heith,  Clinic  Manager 
Charles  N.  Butts,  Asst.  Clinic  Manager 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 


C.  H.  “Ham"  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modeiski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 


ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.  D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed.  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D, 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson.  M.D. 

Howard  J.  Pollock,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 
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Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


JOHN  C.  WILKINSON,  M.D.,  P.A. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


GERALD  A.  CASID,  M.D. 

Dermatology  and  Hair  Transplantation 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  272-5451 


FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 


Eye,  Ear,  Nose,  Throat 


SOMMAI  SEHAPAYAK  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 

Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 

Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 

DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  Mehdiabadi,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 

Dermatology 

Family  & General  Practice 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.« 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
’Diplomate  American  Board  of  Family  Practice 

DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 

SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 

THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 

Nederland,  Texas  77627 

Tel.  (713)  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.* 

’Diplomate  American  Board  of  Family  Practice 

JOE  M,  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 

B|l|  MEMORIAL  LIBRARY 

H IH  TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Gastroenterology 


Internal  Medicine 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


General  Surgery 


Neurological  Surgery 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8210  Walnut  Hi'l  Lane,  Suite  805,  Dallas  Texas  75231,  363-8524 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


Casey  E.  Patterson,  M.D.  Morris  Sanders.  M.D. 

Tom  M.  Nash,  M.D.,  Deceased  Ira  C.  Denton,  M.D. 

Charles  W.  Simpson,  M.D.  Jack  Woolf,  M.D.,  Consultant 

Phillip  E.  Williams,  Jr.,  M.D. 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 


BURT  B.  SMITH  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


PAULCARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 
Telephone  915  533-2508 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


PLAN  NOW  TO  ATTEND  THESE  MEETINGS 
OF  THE  TEXAS  MEDICAL  ASSOCIATION; 

Conference  on  Practice  Management 
October  4, 1975  — Austin 
Conference  on  Legislation 
January  17, 1976  — Austin 
109th  Annual  Session 
May  5-9, 1976  — Dallas 

Watch  future  issues  for  details. 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology  and  Electrodiagnosis 

Allan  L.  Naarden,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 
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Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 
WILLIAM  L.  HUTTON,  M.D. 
Diseases  and  Surgery  of  the  Retina 


318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 


BRUCE  C.  TAYLOR,  M.D. 
Diseases  & Surgery  of  the  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 


Nuclear  Medicine 
G.  U Black,  M.D. 

J.  E.  White,  M.D. 

F.  M.  Behike,  M.D. 

Diplomates,  American  Board  of  Nuclear  Medicine 


J.  L.  Reed,  M.D. 

W.  R.  Berry,  M.D. 

E.  D.  Seaman,  M.D. 


Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Obstetrics  & Gynecology 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

Suite  800,  Houston,  Texas  77025 
(713)  529-7321,  529-5828 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 


3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853-7319 


HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

DIplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology 

Colposcopy 

800  Fifth  Avenue.  Fort  Worth,  Texas  76104,  817  335-4393 

Orthopedic  Surgery 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

— Wynne  M.  Snoots,  M.D. 

Ophthalmology 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D.,  F.A.C.S. 

Malcolm  L.  Mazow,  M.O.,  F.A.C.S. 

Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 

Jeffrey  D.  Lanier,  M.D. 

Maple  L.  Avery,  M.D. 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 

DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 
WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 

ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail, 
address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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HOUSTON  ORTHOPEDIC  CLINIC 

loseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.O. 
lee  C.  Detenbeck,  M.D. 
rhomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

Robert  O.  Bateman,  M.D. 

\N.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L.  LEE  LANKFORD,  M.D. 

Dlplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgei7  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 


Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


MEDICAL  CENTER  EAR,  NOSE  & THROAT 
ASSOCIATES 

W.  Leonard  Draper,  M.D.,  Otolaryngology,  Otology  and  Nasal  Allergy 
John  W.  Herndon,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 
Richard  M.  Turney,  M.O.,  Otolaryngoiogy 

Jorge  A.  DeCardenas,  M.D.,  Otolaryngology  and  Micro-Laryngeal  Surgery 
Charles  A.  Van  Wart,  M.D.,  Otolaryngology,  Otology  and  Nasal  Plastic 
Surgery 

Melton  J.  Horwitz,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 

Diplomates  American  Board  of  Otolaryngology 

Olaf  Haug,  Ph.D. 

Paul  M.  Baccaro,  M.A. 

Joy  O’Neal,  M.F.A. 

Audiology,  Speech  Pathology,  Vestibular  Testing,  Hearing  Aid  Evaluation 

540  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77025,  713  524-8351 


Pathology 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


John  H.  Childers,  M.D.  E.  P.  Jenevein,  M.D. 

R.  R.  Rember,  M.D.  Garry  F.  Rust,  M.D. 

W.  L.  Crofford,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Bivd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 


ARTHUR  LORBER,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

1201  8th  Avenue 

Fort  Worth,  Texas  76104 

Telephone  817  336-4019 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 


4849  W.  Lawther  Dr.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytoiogy,  Hematolog;y,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 
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PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt.  M.D. 

E.  Hernandez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634^51 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 
LAURENCE  E.  WOLF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 


J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

Diplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES, 
PATHOLOGISTS 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytolo^  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 


612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Charles  W.  Bailey,  Jr.,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 


Physical  Medicine  & Rehabilitation  eoej^e^dical  Plaza  BWg.,  800  Eighth  Avenue,  Fort  worth,  Texas  76104, 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY,  Administrator 


VALENTIN  GRACIA,  M.D.,  P.A., 
F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

Villa  Rosa  Professional  Building 

2727  Babcock  Road,  Suite  F,  San  Antonio,  Texas  78229 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 


"Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 
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Psychiatry  & Neurology 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Teiephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231 
369-6511 


Psychiatry 


Perry  C.  Talkington,  M.D. 

Howfard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

•Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

•Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M Gordon.  M.D. 

Ronald  DeVere,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

•Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomate  American  Board  of  Psychiatry  and  Neurology 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 


CHARLES  B.  COVERT,  M.D. 

Psychiatry 

San  Felipe  Green  Professional  Building 

190io  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


Do  your  Patients 
understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an 
invitation  for  patients  to  discuss  medical 
costs  with  you.  It  shows  you  care  and  helps 
prevent  doctor-patient  misunderstanding. 

Send  $2.40  to:  Order  Department,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  III.  60610. 


8(X)  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 

Fort  Worth,  Texas  76104 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills.  M.D.,  D.A.B.R. 

Thomas  V.  Hinkle,  M.D.,  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 

Beaumont,  Texas 
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James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

J.  E.  White,  M.D.  W.  R.  Berry,  M.D. 

Diplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Rheumatology 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
EUGENE  R.  TODD,  M.D.,  DONALD  E.  JOHNSON,  M.D.  & 
ASSOCIATES 

L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue  3434  Swiss  Avenue 

Dallas,  Texas  75246  Dallas,  Texas  75204 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomates  of  American  Board  of  Urology 


DON  E.  CHEATUM,  M.D. 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  823-4151 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Richard  E.  Wood,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D.  Maruf  A.  Razzuk,  M.D. 

DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 
Thoracic  Surgery 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 


The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic,  Cardiac  and  Peripheral  Vascular  Surgery 

532  Medical  Plaza,  800  Eighth  Ave.,  Fort  Worth,  Texas  76104,  332-2720 


TMA  Physicians’  Placement  Service 

. . . Another  service  of  your  association 


DONALD  J.  NEESE,  M.D. 

DONALD  E.  FUERST,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713-521-9538 

400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713-332-2466 


VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


Present your  ideas 
in  Texas  Medicine 

For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 
Mrs.  Marilyn  Baker,  Managing  Editor 
TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Classified  Advertising 


Physicians  Wanted 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a four 
I man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
! location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 

I and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed.  fully  accredited  hospital.  The  doctors  have 
‘ no  hospital  financial  responsibility.  Will  start  the  right  man  at  $36,000 
, salary  for  first  year  and  full  partnership  after  one  or  two  years.  All 
( office  expenses  paid.  Visiting  & relocation  expenses  paid.  Please  reply 
, to  Ad-301,  Texas  Medicine^  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

j _ EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS:  Average  earn- 
ings  $45,000  with  gruarantee.  htill  department  status.  Maintain  free  prac- 
I tice  of  medicine.  Work  for  patient  on  fee-for-service  basis.  Call  1-512-653- 
I 8221.  Apply  to  Ad-417,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
j 78701. 

j FAMILY  PRACTICE,  with  two  other  family  practitioners.  Two  hospi- 

1 tals  with  550  beds  within  fifteen  minute,  4 lane  drive.  Progressive  Cen- 
tral Texas  community  of  4,350  population.  Community  void  of  problems 
of  large  cities.  15  miles  to  Waco  (pop.  102,000);  100  miles  to  Dallas. 
Fort  Worth,  and  Austin.  Good  schools  (no  bussing),  churches,  country 
club  with  18  hole  golf  course,  three  nearby  lakes,  recreational  facilities. 
An  excellent  place  to  raise  a family.  New  associate  would  be  on  salary 
first  year;  partnership  in  association  later.  Exchange  calls  and  week- 
ends with  two  other  physicians.  Contact,  R.  Dean  Elliott,  Administrator, 

I 414  Johnson  Drive.  McGregor,  Texas  76657.  AC817-840-3281. 

A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  55,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
i family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
: located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
i McCall  at  817-766-3551,  at  501  Midwestern  Parkway,  East,  Wichita  Falls, 

I Texas  76302. 


ENNIS,  ELLIS  COUNTY:  OPPORTUNITY  for  family  practice  in 
community  of  12,000,  serving  a trade  area  of  20,000.  Five  physicians  in 
town,  one  hospital,  65  beds,  open  staff.  35  miles  from  Dallas.  No  week- 
end E.  R.  call,  covered  by  hospital  based  physicians.  City  of  Ennis  em- 
ploying physicians  on  contract  basis,  office  supplied,  nurse  supplied, 
billing  provided,  gp'oup  hospitalization,  paid  vacation,  etc.  Contact  Ron- 
ald Hudspeth,  Administrator,  Ennis  Municipal  Hospital,  803  West  Lam- 
pasas,  Ennis,  Texas  75119. 

PEDIATRICIAN  TO  JOIN  three  board  certified  pediatric  group  in 
professional  association;  liberal  salary  and  fringe  benefits;  new  pediatric 
center  building  to  be  completed  in  October  is  located  next  to  teaching 
Children’s  Hospital;  beautiful  city  by  the  sea,  warm  year  round  climate, 
population  250,000.  For  details  write  Box  3154,  Corpus  Christi,  Texas 
78404. 

PHY;SICIAN  owned  and  managed  hospital,  158  beds,  has 
immediate  opening  for  two  general  practitioners  who  are  interested  in 
practicing  in  a physician  oriented  community  with  guaranteed  success. 
These  are  private  practice  opportunities.  Only  two  offices  remaining  in  a 
new  and  beautiful  medical  complex  next  to  the  hospital.  The  hospital 
will  insure  your  medical  success  by  offering  a six  months  cash  guarantee 
of  $5,000  per  month  in  addition  to  six  months  free  rent.  This  is  a rare 
opportunity  for  general  practice  physicians  who  would  like  to  work  in  a 
GP  community.  Pasadena.  Texas  is  a progressive  city  of  100,000  located 
as  a suburb  of  Houston,  Texas,  near  the  Manned  Space  Craft  Center; 
medical  community  enjoys  high  per  capita  earnings,  open  staff  policies, 
and  unlimited  medical  opportunities.  For  additional  Information  write  or 
call  Richard  Fly,  Pasadena  General  Hospital,  1004  Seymour,  Pasadena, 
Texas  77606.  Phone  713-473-1771. 

FP  OR  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
594-3595  for  Barnes,  Colwell  or  Cook. 

NEEDED  IMMEDIATELY:  FAMILY  PRACTITIONER.  The  communi- 
ty has  three  family  practitioners,  one  will  retire  shortly.  The  communi- 
ty and  surrounding  counties  serve  over  16.000.  The  hospital  has  77  beds 
and  JCAH  approved.  The  medical  community  is  harmonious  and  stable. 
Contact:  Edward  G.  Clark,  713-348-2631,  Madison  County  Hospital,  Box 
698,  Madisonville,  Texas  77864. 

PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $22,600  to  $29,600  with  usual 
state  benefits.  Texas  license  or  reciprocity  required.  Contact  the  Recruit- 
ing Specialist,  Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol 
Station,  Austin,  Texas  78711.  612-464-3761.  An  equal  opportunity /affir- 
mative  action  employer. 

PSYCHIATRIC  RESIDENCY  in  approved  3-year  program.  Effective 
connections  with  universities,  medical  schools,  private  clinics,  and  com- 
munity centers.  Outstanding  faculty  and  programs.  Stipends  with  Texas 
license  are  $13,000,  $14,000,  and  $16,000  per  year.  In  addition,  now 
offering  residency  in  child  psychiatry.  For  full  information  write  to: 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  & Research,  Austin 
State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78761. 

INTERNIST-GENERAL  PRACTITIONER:  Clinic,  including  lab  and 
x-ray.  Join  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  subsequent  partnership  offered.  Contact  Ribelles 
Clinic  Association.  9801  Katy  Freeway,  Houston,  Texas  77024. 

GENERAL  SURGERY,  FAMILY  PRACTICE  affluent  county  seat  farm 

community.  Good  schools,  churches,  hunting,  fishing,  unique  private 
country  club,  all  facilities.  Avoid  complexities  of  city.  Be  kind  to  yourself 
and  family.  Rear  children  in  peaceful,  small  town  atmosphere.  Enjoy 
being  part  of  total  community  activities.  28  bed  JCAH  hospital.  Please 
reply  to  Ad-641,  Texas  Medicine,  1801  North  Lamar  Blvd,,  Austin,  Texas 
78701  or  phone  806-447-2521  collect. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
adult  psychiatry  training.  Academic  program  in  child  development,  fami- 
ly therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psycho-pharmacology  and  ethology.  Basic  clinical  orientation  in 
child  development  with  intensive  individual  supervision  in  psychoanalytic 
and  eclectic  modalities,  and  pediatric  neurology.  Research  opportunities 
in  genetic  and  metabolic  disorders,  child  development,  linguistic  anthro- 
pology, community  services  and  other  fields.  Excellent  opportunities  in 
teaching,  administration,  inpatient  and  outpatient  clinical  programs. 
New  60-bed  inpatient  unit  for  children.  Liaison  with  graduate  schools, 
medical  school,  and  community  programs.  Stipends:  First  year,  $13,000; 
second  year,  $14,000;  third  year,  $16,000;  fourth  year,  $16,000.  Contact 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  & Research.  Austin 
State  Hospital,  4110  Guadalupe,  Austin.  Texas  78751. 

PHYSICIANS  WANTED  for  care  of  mentally  retarded  at  Travis  State 
School,  Austin,  Texas  78767.  Salary  attractive.  Write  or  phone  the  Super- 
intendent or  Medical  Director,  P.O.  Box  430,  Austin.  Texas  78767;  Phone 
512-926-2410.  An  equal  opportunity  employer. 

OPHTHALMOLOGIST  TO  ASSOCIATE  in  clinical  general  eye  practice 
with  variety  of  case  material.  Desire  person  interested  in  phacoemulsifica- 
tion and  photocongulation  although  other  subspecialty  helpful.  Opportuni- 
ties for  fulfilling  interests  in  a variety  of  activities  in  and  out  of  medical 
field  in  this  geographical  area.  Send  curriculum  vitae  first  letter.  Please 
reply  to  Ad-664,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
,8/01.  

GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $18,000  to  $24,000  per  year  negotiable. 
City  has  population  of  6,000  with  trade  area  of  20,000  to  25,000.  Contact 
Chris  S.  Ci-uzcosa,  M.D.,  300  South  5th  Street,  Carrizo  Springs,  Texas 
78834.  512-876-5236. 

URGENTLY  NEEDED  ONE  BOARD  ELIGIBLE  INTERNIST  and  two 
general  practitioners  or  family  practice  physicians  for  staff  positions  in 
a 336-bed  fully  accredited  general  medical  and  surgical  hospital  located  in 
the  beautiful  Texas  Hill  Country  only  65  miles  from  San  Antonio;  start- 
ing salary  determined  by  training  and  experience:  excellent  vacation  and 
sick  leave  benefits,  insurance,  retirement,  and  other  fringe  benefits. 
Please  write  or  call  Chief  of  Staff,  VA  Hospital.  Kerrville,  Texas  78028; 
telephone  number  512-896-2020,  ext.  112.  An  equal  opportunity  employer. 

FAMILY  PRACTICE  TO  JOIN  two-man  family  practice  partnership. 

Salary  first  year  with  partnership  thereafter  if  mutually  agreeable. 
Friendly  community  of  6,000  within  17  minutes  of  two  hospitals  in  city 
of  100,000.  Please  reply  to  Erwin  F.  Soell,  M.D.  or  Earl  F.  Watson,  M.D., 
P.O.  Box  578,  Iowa  Park,  Texas  76367. 

INTERNISTS  AND  FAMILY  PRACTICE  PHYSICIANS  WANTED  for 

East  Texas  city  of  25,000.  Excellent  facilities  available.  Best  recreational 
facilities  in  Texas  available  within  20  minute  drive.  Please  contact  Ad- 
667,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 

ERS  to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  J.  E.  Hogan,  M.D.,  Medical  Director, 
Malone  and  Hogan  Clinic,  901  Main  Street,  Big  Spring.  Texas  79720;  tele- 
phone  915-267-6361. 

WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  J.  E.  Hogan,  M.D.,  Medical  Director,  Ma- 
lone and  Hogan  Clinic,  901  Main  Street,  Big  Spring,  Texas  79720:  tele- 
phone  915-267-6361.  

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
in  the  department  with  all  new  facilities  in  hospital  and  clinic.  J.  E. 
Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  901  Main 
Street,  Big  Spring,  Texas  79710:  telephone  915-267-6361. 

LOCUM  TENENS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  300 
South  5th  Street,  Carrizo  Springs,  Texas  78834.  512-876-6236. 

WANTED:  PHYSICIAN  INTERESTED  IN  FAMILY  PRACTICE.  To 
establish  practice  in  a city  with  a population  of  4,200  located  in  Central 
West  Texas,  near  Abilene  and  San  Angelo.  Immediate  work  available.  36 
bed  open  staff  self-supporting  hospital  and  two  extended  care  facilities. 
Economy  of  farming,  ranching,  oil  producing,  and  industries.  Contact 
Ballinger  Chamber  of  Commerce,  803  Hutchings  Avenue,  Ballinger, 
Texas  76821. 

PHYSICIANS  WANTED — Progressive  East  Texas.  Located  near  East 
Texas  metroplex.  Known  as  one  of  the  most  outstanding  recreation  areas 
in  southwest.  Medical  staff  and  community  very  cooperative  in  helping  to 
establish  your  practice.  Call  214-845-2281  or  write  Milton  Bolgiano.  Ad- 
ministrator, Gladewater  Municipal  Hospital,  Box  632,  Gladewater,  Texas 
75647. 

PHYSICIANS  WANTED:  FAMILY  PHYSICIAN  AND/OR  INTERN- 
IST. with  interest  in  cardiology,  to  join  two  family  physicians.  New  open 
staff  hospital  being  built.  Three  ophthalmologists  and  one  ear,  nose  and 
throat  specialist  in  community.  Desire  to  build  specialty  group.  Oil  and 
gravel  industries,  Houston  shopping  centers  within  60  miles.  C.  I.  Shult, 
M.D.,  1220  Bowie,  Columbus,  Texas  78934. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 

sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  tor  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preening 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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BOARD  OR  BOARD  ELIGIBLE  FAMILY  PRACTITIONER  OR  IN- 
TERNIST to  associate  with  a two  doctor  group.  West  Texas  city  of 
20,000  located  in  the  center  of  a prosperous  irrigated  agriculture  area. 
45  minutes  from  new  Texas  Tech  School  of  Medicine.  Sunshine;  excel- 
lent schools;  friendly  people.  Office  in  new  27  bed  JCAH  specialty  hos- 
pital-clinic with  staff  membership  in  new  160  bed  general  hospital. 
Financial  arrangement  open  with  unlimited  future.  Contact  E.  O. 
Nichols,  Jr,  M.D.,  E.  O.  Nichols  Hospital,  Inc.,  715  Houston  Street, 

Plainview,  Texas  79072.  Phone  806-296-7425. 

WANTED:  TWO  PHYSICIANS.  One  internal  medicine  and  one  family 
practice  in  well  equipped  and  established  North  Dallas  Clinic,  prime  loca- 
tion, Clinic  has  both  heavy  private  practice  and  moderate  industrial  medi- 
cine practice.  All  ancillary  services  provided.  Guaranteed  take  home  in- 
come at  least  $40,000  per  year.  Please  reply  to  Ad-669,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

THE  UNIVERSITY  OF  TEXAS  HEALTH  SCIENCE  CENTER  AT  SAN 
ANTONIO,  TEXAS.  The  Department  of  Family  Practice  has  two  (2)  fac- 
ulty positions  open  for  immediate  occupancy  by  qualified  family  physi- 
cians. The  opportunities  include  participation  in  an  accredited  residency 
program,  teaching  responsibilities  in  the  undergraduate  curriculum  and 
involvement  in  direct  patient  care.  We  are  seeking  experienced  family 
practitioners  who  are  board  certified  or  eligible.  Salary  ranges  and  aca- 
demic rank  are  dependent  on  credentials  and  background.  Fringe  bene- 
fits are  liberal.  The  forty  (40)  hour  week  provides  the  opportunity  for 
an  excellent  family  life  style  in  a beautiful  city  and  teaching  institution. 
Write  or  call:  Herschel  L.  Douglas,  M.D.,  Chairman/Professor,  Depart- 
ment of  Family  Practice,  7703  Floyd  Curl  Drive,  San  Antonio,  Texas 

78284.  An  equal  opportunity /affirmative  action  employer. 

WANTED:  OB/GYN  PHYSICIANS  to  join  established  practice,  multi- 
specialty  group.  Salary  Open.  If  compatible  association,  partnership  avail- 
able for  two  physicians  of  this  specialty.  Please  reply  to  Ad-568,  Texas 

Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GP— BEFORE  YOU  DECIDE  ON  A LOCATION  to  practice,  invest  five 
minutes  of  your  time  in  a collect  phone  call  to  Gerald  Moore,  Adminis- 
trator, Lynn  County  Hospital  District,  Tahoka,  Texas;  806-998-4533.  We 

are  only  28  miles  from  Lubbock,  TexaSj_  _ 

~PHYSICIAN~  OWNED~MANAGED~HOSPITAL  HAS  IMMEDIATE 
private  practice  opportunities  because  of  expansion  in  the  following 
specialties:  anesthesiology,  internal  medicine,  orthopedic  surgery,  general 
surgery.  Success  in  your  practice  guaranteed  by  the  hospital  through  a 
guarantee  of  $6,000  per  month,  cash  collected  for  a period  of  six  months 
in  addition  to  six  months  free  rent  in  one  of  two  of^  our  new  profes- 
sional buildings.  We  invite  inquiries  from  those  physicians  who  desire 
immediate  success  in  a private  fee-for-service  environment  and  who  have 
the  qualifications  in  any  of  these  specialties.  Please  write  Richard  Fly, 
Pasadena  General  Hospital,  1004  Seymour,  Pasadena,  Texas  77606  or 
call  collect  at  713-473-1771._  _ 

WANTED  INTERNIST  WITH  SUBSPECIALTY  in  either  cardiology, 
gastroenterology,  pulmonary  diseases  or  rheumatology  in  1976  or  1976. 
New  clinic  building  and  new  hospital.  J.  E.  Hogan,  M.D.,  Medical  Direc- 
tor, Malone  and  Hogan  Clinic,  901  Main  Street,  Big  Spring,  Texas 

W20:_TeIephone  916-267-6361^ 

FAMILY  PRACTITIONER  WANTED:  Farwell,  Texas,  area  serving 
2,100  in  town  and  a rural  population  of  7000.  Stable  economy;  agricul- 
tural and  cattle  feeding  area.  Clinic  available  early  May:  nursing  home 
in  progress.  Nine  miles  from  hospital  facilities  in  Clovis,  New  Mexico. 
For  further  information  contact  Claude  Rose,  Jr.,  P.O.  Box  226,  Farwell, 
Texas  79325,  (806)  481-3281;  Bob  Anderson,  (806)  481-3327;  or  Don 

Williams,  (806)  481-3638. 

MD — GP  or  FP  urgently  needed  in  Groesbeck,  Texas  to  eventually 
enter  partnership  with  two  older  MDs,  one  who  plans  to  retire  shortly. 
Progressive  county  seat,  town  of  2,600  people  with  large  trade  territory. 
Multiple  medium  size  industries,  bank  assets  over  13  million  dollars, 
cattle  and  gas  country.  New  38  bed  hospital.  Excellent  easily  available 
consultants,  only  40  minutes  from  Waco,  Texas.  Adequate  time  for 
recreation,  rest  and  vacation.  Contact  Groesbeck  Clinic,  P.O.  Box  470, 
Groesbeck,  Texas  76642. 

WANTED:  Young,  general  surgeon  willing  to  do  some  GP.  Solo  prac- 
tice but  trade  out  on  assisting  with  surgery,  calls,  vacation,  etc.  Excel- 
lent office  sites.  Two  hospitals  with  recent  large  expansion  of  both. 
Good  area  for  living  with  many  recreational  facilities.  Please  reply  to 
^d-663,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  NEUROSURGEON  for  locum  tenens  for  4 to  6 weeks  in 
July  and  August,  1975.  Salary  — $1750  per  week.  Good  opportunity  for 
resident,  finishing  trainee,  or  for  other  interested  physician.  Excellent 
medical  facilities  available.  Please  reply  to  Ad-564,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

GASTROENTEROLOGIST  AND  INTERNISTS^ANTED:  Five  man 
internist  group  in  Abilene,  Texas,  population  100,000.  Democratic  pro- 
fessional association,  two  hospital  endoscopy  labs,  ideal  office  set-up. 
Quick  full  association,  good  salary  first  year.  Excellent  recreation,  three 
colleges.  General  internists,  chest  physician,  endocrinologist  and  rheu- 
matologist needed.  Contact  business  manager,  Abilene  Diagnostic  Clinic, 

642  East  Highway  80,  Abilene,  Texas  79601,  916-673-6201.  

WANTED : PHYSICIAN  GROUP  ~TO  COVER  EMERGENCY  ROOM 
at  Cook  Memorial  Hospital,  Levelland,  Texas  and  University  Hospital, 
Lubbock,  Texas.  Contact  Weldon  Chamberlin,  Administrator,  University 
Hospital,  806-792-7112;  write  1900  South  College,  Levelland,  Texas. 
“family  PRACTICE  IN  ^AUSTIN,  TEXAS.  Good  location,  young 
practice,  and  good  facilities.  Tremendous  opportunity.  Association  with 
family  practice  residency  program  possible.  Paul  A.  Grandy,  M.D.,  10805 

North  Lamar  Blvd.,  Austin,  Texas  78753.  612-837-2640. 

INTERNIST  OR  GP  WANTED  for  well  located,  beautiful  building, 
two-man  clinic  in  progressive  town  of  12,000.  80  miles  toward  Texarkana 
from  Dallas  on  IH  30.  Eleven  other  practitioners  in  town.  Retiring,  leav- 
ing large  industrial  i^ractice,  plus  active  private  practice.  llO-bed,  well 
equipped,  open  staff  hospital.  Near  state  university.  Above  average  in- 
come town.  Reply  direct  to  Ray  Hanna,  M.D.,  Box  797,  Sulphur  Springs, 

Texas  75482^ 

FAMILY  PRACTITIONER  WANTED  for  multispecialty  clinic  in  South- 
west. New  hospital  in  town  of  moderate  size.  Percentage  of  practice  with 
guaranteed  minimum  income  of  $46,000.  per  annum.  Please  reply  to  Ad-669, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

MEDICAL  DIRECTOR  for  new  612-bed  Fort  Worth  State  School. 
Salary  up  to  $32,680,  with  no  office,  employee  or  equipment  expense. 
Benefits  include  vacation,  holidays.  State  retirement,  tax  sheltered  an- 
nuities and  others.  Contact  Jedd  Blessing,  Personnel  Director,  Fort 
Worth  State  School,  P.O.  Box  16307,  Fort  Worth,  Texas  76133.  817- 
292-9723.  An  equal  opportunity /affirmative  action  employer. 


PHYSICIAN  WANTED — Unusual  opportunity  for  general  practicing 
physician,  b'ully  equipped  office  with  many  patient  files  available.  Town 
of  4000.  Excellent  economic  conditions.  Ninety  bed  hospital.  Please  reply 
to  Ad-671,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BOARD  QUALIFIED^ 0 RECERTIFIED  PEDIATRICIAN  to  join  three 
man  group.  Medical  school  oriented.  Salary  open  or  straight  association. 
Complete  modern  clinic — Oak  Cliff  Children’s  Medical  Center,  427  West 

10th  Street,  Dallas,  Texas  75208.  

“lIVE“aND  work  where  OTHERS  VACATION:  Port  Aransas, 
Mustang  Island;  a rapidly  developing  tourist  and  recreational  area  needs 
a physician.  Community  of  2000  permanent,  20,000  transient  population. 
Offers  unlimited  potential:  excellent  quality  of  life,  leisurely  pace,  and 
unmatched  recreational  opportunities.  Hospitals  within  seven  miles, 
major  metropolitan  area  36  miles  away.  Please  reply  to  W.  Lynn  Gavit, 
Box  188,  Port  Aransas,  Texas  78373^ 

COASTAL  BAYTOWN,  TEXAS,  on  Galveston  Bay,  60,000  population, 
has  specific  needs  for  additional  family  physicians.  Modern  191-bed 
BAYTOWN  MEDICAL  CENTER  with  adjacent  professional  building, 
offers  unique  professional  and  economic  possibilities.  Excellent  financial 
assistance  available  for  joining  a group  or  developing  a solo  practice. 
For  further  information,  call  collect  713-427-6412,  Mr.  Gary  Sherlock, 
Administrator,  Baytown  Medical  Center,  1700  Bowie  School  Drive,  Bay- 
town,  Texas  77520. 

NEED  GP  WITH  OB  for  July  and  August.  Beach  20  miles  away.  Can 
arrange  for  family  to  stay  in  Beach  Condominium.  Salary  negotiable. 
Prefer  bilingual  (Spanish).  Opportunity  for  partnership  if  desired.  Call 
Joe  Zavaletta,  M.D.,  825  Palm  Blvd.,  Brownsville,  Texas  78620;  612- 
546-3930. 

OBSTETRICIAN-GYNECOLOGIST  NEEDED  to  join  multispecialty 
clinic  in  Southwest.  New  hospital  in  town  of  moderate  size.  Percentage  of 
practice  with  guaranteed  minimum  income  of  $45,000  per  annum.  Please 
reply  to  Ad-570,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

HOUSTON  PHYSICIAN“l^EEDS~IX)CUM“TENEirs  from  August  23 
to  September  21.  In  addition,  assistance  with  practice  of  internal  medi- 
cine is  desired.  Upon  mutual  agreement  financial  and  other  details  for 
long  term  arrangements  can  be  discussed.  Please  reply  to  Ad-568,  Texas  ■■ 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ALLERGIST:  Urgently  need^.  The  Wichita  Falls.  Texas  community 
is  in  need  of  an  adult  allergist;  unlimited  opportunities;  excellent  hos- 
pital and  recreational  facilities:  ideal  for  growing  family:  300,000  draw 
area;  join  solo  allergist  (incorporated  practice)  or  start  on  your  own; 
no  initial  investment  required:  will  help  to  get  practice  going.  Reply 
including  curriculum  vitae  to  Hermann  Gregory,  M.D.,  1310  Ninth  Street, 
Wichita  Falls,  Texas  76301.  Phone  817-322-6926. 

TEXAS,  SAN  ANTONIO:  Emergency  physicians  needed  for  new  group 
serving  three  hospitals.  66,000  ER  visits/year.  Fee  for  service.  Depart- 
mental status.  Past  earning  history  $50,000  plus  additional  income  for  ’ 
optional  participation  in  employee  health  service.  Warm  climate,  near 
coast  and  Mexico.  Write  or  call  George  Pruett,  M.D.,  730  North  Main, 
B-112,  San  Antonio,  Texas  78206.  Telephone  612-222-0746  or  512-653-6356. 

AMARILLO;  Physician  for  general  practice  needed.  Doctor  retiring  • 
June  30,  1976.  Office  equipped,  including  portable  Sanborn  Visette  ■ 

Electrocardiogram,  files,  five-room  suite,  w’aiting  room.  Basis  of  prac- 
tice— visiting  four  nursing  homes.  Secretary  with  five  years  experience, 
Medicare-Medicaid,  bookkeeping,  is  willing  to  remain.  Contact  Fred  Faust, 
M.D.,  705  Fisk  Building,  8th  and  Polk,  Amarillo,  Texas  79101.  Telephone 
806-373-7407. 

FAMILY  ' PHYSICIAN=URGENTLY~NEEDED“ in  southwest  Dallas 
County  serving  approximately  6,000.  Currently  one  active  physician  who 
is  planning  retirement:  excellent  income  potential:  practice  immediately 
available.  Excellent  medical  practice  established  23  years.  Beautiful  new 
hospital  five  minutes  from  office.  Respond  directly  to:  Chamber  of 
Commerce,  P.O.  Box  355,  Cedar  Hill,  Texas  75104  or  telephone  214- 
291-4291,  Dr.  Glenn  Clark. 

“ADMIT'TING^AND” emergency  ROOM  PHYSICIANS— Vacancy  in 
staff  of  eight  full-time  physicians.  Certification  not  required.  1300-bed 
teaching  hospital,  excellent  facilities,  fringe  benefits,  regularly  sched- 
uled hours.  Nondiscrimination  in  employment.  Write  Chief  of  Staff,  VA 
Hospital,  Houston,  Texas  77211. 

Situations  Wanted 

OB-GYN,  30  board  eligible,  university  training.  Solo,  associate  or  group 
will  be  considered.  Please  reply  to  Ad-542,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

“cardiovascular-thoracic  and  general  SURGEON,  40, 

bilingual  (Spanish)  seeks  association  with  group,  institution  or  another 
surgeon.  Available  any  time.  Please  reply  to  Ad-662,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN:  Female,  30,  board  eligible,  available  July  or  August 
1975.  Desires  association,  solo,  group  practice  or  full  time  hospital  staff 
in  or  near  Houston  Metro  area.  University  trained,  Pennsylvania  license, 
FLEX.  Please  reply  to  Heena  N.  Thakkar,  M.D.,  c/o  Bipin  R.  Kapadia, 
906  Autumn  Oaks,  Houston,  Texas  77024. 

GENERAL  SURGEON,  board  eligible,  wishes  to  relocate,  willing  to 
do  some  general  practice,  prefer  solo,  good  hospital,  small  city,  good 
references,  Texas  license,  and  available  immediately.  Please  reply  to 
Ad-567,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 

OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 

from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas,  Texas  75218. 

FOR  SALE;  Examining  equipment  and  surgical  instruments  for  eye, 

ear,  nose  and  throat  practice:  Keratometer;  Thorpe  Slit  Larnp;  A-0 
Projectochart;  A-O  EENT  chair,  foot  pedal,  hydraulic:  Vistamatic 
Ophthalmoscope;  Zeiss  M-1  Operating  Microscope.  Please  reply  to  Frank 
B.  Duncan,  M.D.,  Amarillo  Building,  Amarillo,  Texas  79101;  phone 

office  806-373-2232:  home  806-376-7976. 

ARLINGTON — In  the  middle  of  America’s  future  and  present.  Two 
thousand  feet  of  new  modern  office  facilities  available  for  one  or  two 
professional  offices  in  a highly  desirable  medical-dental  area.  Ideal  loca- 
tion for  GP  or  specialist.  Tom  Clayton,  DDS,  1007  West  Mitchell, 
Arlington,  Texas  76013;  Phone  817-460-0121,  817-274-4707. 
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i FOR  SALE  OR  RENT:  11  room.  2100  square  feet,  carpeted,  furnished, 
equipped,  medical  office.  Ideally  located  1 Mi  miles  from  new  Dallas 
Methodist  Branch  Hospital  and  mile  from  Southwest's  largest  new 
Red  Bird  Mall  Shopping  Center.  Present  MD  moving.  Available  August 
1,  1976.  $760  monthly.  Allen  M.  Fain,  M.D.,  627  Hustead  and  Fain, 
Duncanville,  Texas  76116.  

^/liscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
1510  West  26th  Street.  Austin,  Texas  78706.  Phone  612-472-9261. 


If  you  don't  like  thinking  about  .safety, 
think  where  you  might  be  without  it. 


National^ 
Saf^  m/ 
Council^" 
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Editorials 


LET'S  ALL  HAVE  A SAFE  SUMMER 

As  summer  approaches  Texans  need  to  be  re- 
minded about  accidental  drowning.  Nearly  700 
Texans  drown  each  year,  making  water-related 
accidents  the  second  leading  cause  of  accident- 
al death.  Approximately  half  of  the  drownings 
occurwhile  the  victim  is  swimmingorwading. 
The  other  half  result  from  accidentally  falling 
into  the  water  while  boating,  fishing,  or  playing 
near  the  edge  of  lakes  or  pools,  or  overturning 
or  slippingfrom  innertubes  or  inflatable  rafts 
that  have  drifted  beyond  the  swimmer’s  range 
from  shore.  Most  water  accidents  take  place 
within  50  feet  of  help,  but  the  victim  and  on- 
lookers often  do  not  have  sufficient  water  safety 
skills  to  effect  a rescue. 

Older  children  and  young  adults  are  at 
greatest  risk  of  drowning  in  natural  bodies  of 
water,  while  younger  children  drown  more  of- 
ten in  pools.  Ten  percent  of  drownings  occur  in 
home,  motel,  or  apartment  pools.  Tragically, 
more  than  half  of  the  victims  of  home  pool 
drownings  are  children  less  than  five  years  of 
age,  who  wander  unattended  into  unsupervised 
pools,  which  often  have  no  protective  fence  or 
barrier. 

As  physicians  we  can  play  a major  role  in 
preventing  these  needless  deaths.  Your  pa- 
tients should  be  reminded  of  the  risks  of  water- 
related  activities.  Your  school  and  city  recrea- 
tion departments  should  be  encouraged  to 
make  swimming  and  water  safety  instruction 
available  to  all  young  people.  Every  child  should 
learn  to  swim  50  feet  and  tread  water.  You 
should  encourage  your  city  government  to  pass 
regulations  requiring  a protective  barrier 
around  all  home,  motel  and  apartment  pools. 
The  National  Swimming  Pool  Institute  recom- 
mends a fence  or  barrier  at  least  4 feet  in 
height  equipped  with  self-latching  mechanism 
above  the  reach  of  toddlers  and  provided  with 
hardware  for  permanent  locking. 


Even  with  all  these  efforts,  not  every  accident 
can  be  prevented.  Your  local  emergency  res- 
cue vehicles,  ambulances,  and  emergency 
rooms  should  be  equipped  and  personnel 
trained  for  drowning  resuscitation. 

Let’s  all  have  a safe  summer. 

“See  you  at  the  lake.’’ 

Paxton  H.  Howard,  Jr.,  MD,  Temple. 

TEXAS  MEDICINE:  A BARGAIN  PACKAGE 

Traditionally,  one  of  the  bonds  between  mem- 
bers in  a scientific  or  fraternal  organization 
has  been  the  journal,  which  also  has  served  as  a 
tangible  return  of  the  membership  dues.  Para- 
doxically, some  organizations  have  never  clear- 
ly defined  the  purposes  of  their  publications, 
recognizing  only  that  a scholarly  publication 
is  evidence  of  their  existence.  The  question 
arises  whether,  in  today’s  complex  world,  there 
is  time  for  leisurely  reading  of  a journal.  Cer- 
tainly, there  is  no  time  for  a purposeless,  loose- 
ly edited  publication.  It  is  essential  that  a publi- 
cation serve  the  needs  of  its  members  and  lead- 
ership. 

In  recent  years  in  the  medical  profession, 
publications  have  proliferated  (an  estimate  a 
few  years  ago  cited  as  many  as  9,000  medical 
publications  in  the  world,  and  some  doctors  feel 
sure  that  all  of  these  arrive  on  their  desks 
monthly).  Much  paper  has  been  wasted  with 
trivia. 

Paper,  however,  is  no  longer  an  inexpensive 
commodity.  The  trend  is  toward  fewer  and 
smaller  publications,  and  that  is  good  in  many 
ways;  it  will  conserve  paper  and  require  better 
editing.  Words  on  paper,  in  otherwords,  are  no 
longer  cheap.  Despite  the  trends,  however,  the 
reader  is  still  bombarded  with  published  ma- 
terial. The  problem  created  for  the  reader  is 
oversaturation,  overcommunication  com- 
pounded by  other  distracting  factors — work. 
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television,  family,  community,  ad  infinitum.  Pri- 
orities and  selective  reading  are  necessary  for 
everyone.  Most  of  us  have  too  many  demands  on 
ourtimeto  read  everything. 

Why,  then,  should  Texas  Medical  Association 
continue  to  publish  a large  monthly  journal?  Is 
it  a luxury?  Is  it  necessary?  Texas  Medicine  rep- 
resents the  largest  single  expenditure  in  the 
budget  of  the  Texas  Medical  Association.  Should 
Texas  Medical  Association  continue  to  allocate 
funds  toward  publication  of  the  journal? 

A review  of  three  recent  issues  shows  that 
Texas  Medicine  \sB  bargain  package.  The  doc- 
tor who  takes  a few  moments  to  review  it  each 
month  gets  tangible  returns  toward  keeping  his 
freedom,  and  toward  improving  his  own  and  his 
patient’s  welfare.  He  becomes  a well-informed 
physician.  He  knows  where  to  go  to  get  help  on 
the  issues  facing  physicians  today.  The  variety 
of  content  in  the  February,  March,  and  April 
issues  reflects  the  scope  of  activities  in  the  medi- 
cal world  in  Texas;  for  example,  the  following 
topics  were  covered  in  these  issues: 

1.  Texas  Medical  Association’s  role  in  cor- 
rectingthe  serious  professional  liability  insur- 
ance dilemma  faced  by  Texas  physicians. 

2.  Information  on  utilization  review  regula- 
tions as  reported  during  a major  meeting 
called  by  theTexas  Medical  Association  in  Janu- 
ary. 

3.  Background  on  the  new  health  planning 
and  resources  development  act,  a far-reaching 
act  affecting  delivery  of  health  care. 

4.  A report  citing  AMA  approval  of  TMA’s 
continuing  education  programs,  an  area  of  im- 
portance to  all  physicians. 

5.  A comprehensive  review  providing  the 
facts  on  the  expansion  of  medical  schools  in 
Texas  during  the  1970s,  a topic  of  public  de- 
bate at  this  time. 

6.  A thoughtful  feature  on  the  broad  spec- 
trum of  folk  beliefs  and  folk  medicine  in  Texas 
and  the  Southwest,  and  how  these  factors  inter- 
act with  the  physician’s  scientific  medical  prac- 
tice. 

7.  Advance  information  on  continuing  edu- 
cation courses  and  medical  meetings. 

8.  Columns  on  legislative,  legal,  and  profes- 
sional liability  concerns  of  interest  to  physi- 


cians, prepared  by  TMA’s  own  legal  counsel  and 
directed  specifically  to  Texas  physicians. 

9.  A variety  of  scientific,  medical  articles 
comprising,  among  other  topics,  abortion,  al- 
cohol, cancer,  heart,  child  abuse,  air  pollution, 
radiologic  diagnosis,  and  drug  problems. 

10.  Editorial  comments  on  emergency 
health  care  and  appeals  for  active  involvement 
of  physicians  in  health  matters. 

11.  News  of  a personal  interest,  including 
newsmakers  and  obituaries. 

12.  A comprehensive  news  section  reflect- 
ing the  diverse  news  of  the  month  of  concern  to 
Texas  physicians. 

All  of  this  and  more  has  been  aggregated  into 
one  big  bargain  package  monthly  forTexas  doc- 
tors. 

The  purpose  of  Texas  Medicine  is  dual,  but 
clear:  (1)  to  communicate  medically  related 
events  and  news  of  interests  to  Texas  physi- 
cians, and  (2)  to  promote  continuing  education 
through  publication  of  scientific  articles  and 
listings  of  meetings  and  courses. 

In  addition,  Texas  is  still  more  fortunate  than 
most  states  which  are  trying  to  publish  the  tradi- 
tional journal  fortheir  members.  Paper  costs  are 
threateningthe  survival  of  some  publications; 
alarmingly  low  advertising  revenue  has  caused 
severe  cutbacks  for  some;  available  resource 
material  and  editorial  capability  have  affected 
others;  and  some  suffer  from  poor  editorial  di- 
rection and  failure  to  keep  up  with  changing 
times.  Thus  far,  on  the  contrary,  Texas  re- 
mains in  a favorable  position.  Texas  continues 
to  lead  state  journals  in  number  of  advertising 
pages,  and  advertising  income  offsets  the  cost 
of  production. 

Most  importantly,  Texas  is  fortunate  to  have 
the  cooperation  of  its  medical  schools,  specialty 
societies,  individual  specialists,  and  the  officers 
of  the  Texas  Medical  Association  as  major  re- 
sources to  support  development  of  a strong 
journal. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension. fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  free 
and/  or  severity  of  grand  mal  seizun 
require  increased  dosage  of  standar 
convulsant  medication;  abrupt  withe 
may  be  associated  with  temporary  ii 
crease  in  frequency  and/or  severity 
seizures.  Advise  against  simultaneoi 
gestion  of  alcohol  and  other  CNS  de| 
sants.  Withdrawal  symptoms  (simile 
those  with  barbiturates  and  alcohol) 
occurred  following  abrupt  discontin 
(convulsions,  tremor,  abdominal  an^ 
cle  cramps,  vomiting  and  sweating) 
addiction-prone  individuals  under  c; 


:cording  to  her  major 
bms,  she  is  a psychoneu- 
atient  with  severe 
y.  But  according  to  the 
ption  she  gives  of  her 
;s,  part  of  the  problem 
)und  like  depression, 
because  her  problem, 
gh  primarily  one  of  ex- 
; anxiety,  is  often  accom- 
l by  depressive  symptom- 
y.  Valium  (diazepam) 
ovide  relief  for  both— as 
:essive  anxiety  is  re- 
the  depressive  symp- 
ssociated  with  it  are  also 
elieved. 

lere  are  other  advan- 
n using  Valium  for  the 
;ement  of  psychoneu- 
nxiety  with  secondary 
sive symptoms:  the 
)therapeutic  effect  of 
a is  pronounced  and 
This  means  that  im- 
nent  is  usually  apparent 


in  tne  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


lance  because  of  their  predisposi- 
habituation  and  dependence.  In 
ncy,  lactation  or  women  of  child- 
I age,  weigh  potential  benefit 
t possible  hazard, 
itions:  If  combined  with  other  psy- 
oics  or  anticonvulsants,  consider 
lly  pharmacology  of  agents  em- 
; drugs  such  as  phenothiazines, 
ics,  barbiturates,  MAO  inhibitors 
ler  antidepressants  may  potentiate 
on.  Usual  precautions  indicated  in 
;s  severely  depressed,  or  with  latent 
sion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


\ Roche  Laboratories 
ROCHE  y Division  of  Hofftnann-La  Roche  Inc. 
/ Nutley.  New  Jersey  07110 


)Ne  stand  up  for  our  beliefs 


I am  honored  to  be  president  of  a med- 
ical association  that  is  willing-  to  stand 
up  for  its  beliefs.  During  the  coming 
year,  I pledge  to  serve  with  steadfast 
determination  and  awareness  of  the 
problems  we  face  today. 

As  this  issue  goes  to  press,  the  legis- 
lative picture  is  uncertain.  There  are 
two  things  you  can  depend  upon.  One 
is  that  you  can  never  forecast  with  ac- 
curacy what  bills  will  or  will  not  be 
passed  in  the  Texas  Legislature.  The 
second  is  that  whatever  the  legislative 
outcome,  your  Association’s  efforts  to 
fulfill  our  number-one  priority — the 
cost  of  professional  liability  insurance 
— will  not  end  until  the  issues  have 
been  resolved  and  the  financial  bur- 
dens upon  physicians  and  their  pa- 
tients have  been  eased. 

Let  me  assure  you  that  I will  make 
certain  that  all  options  tvill  be 
examined. 

Several  proposals  have  been  receiv- 
ed by  the  Task  Force  on  Professional 
Liability  regarding  self-insurance. 
These  include  formation  of  a physi- 
cian-owned mutual  or  stock  insurance 
company,  purchasing  an  existing  casu- 
alty insurance  company,  forming  a 
trust  fund  through  TMA  member 
contributions,  entering  into  agree- 
ment with  a captive  agency  or  reinsur- 
er, and  more. 

All  possible  approaches  will  be  thor- 
oughly examined  and  all  options  will 
be  left  open. 

Whatever  is  agreed  upon,  the  Texas 
Medical  Association  will  prepare  a 
plan  so  that  each  physician  will  be  able 
to  obtain  liability  protection  and  con- 
tinue in  the  practice  of  medicine  in  his 
or  her  specialty. 


We  also  will  continue  to  communi- 
cate our  story  to  the  profession  and 
the  public. 

The  year  ahead  will  be  challenging 
to  our  profession,  to  our  freedom,  and 
to  the  rights  and  privileges  of  our  pa- 
tients. Although  numerous  problems 
are  before  us,  I accept  these  chal- 
lenges. I pledge,  as  your  new  presi- 
dent, to  work  untiringly  with  others 
who  will  join  me  in  finding  solutions 
to  these  problems.  With  your  help,  we 
will  succeed. 


Nym  L.  Barker,  MD,  President, 
Texas  Medical  Association. 
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TEXAS  MEDICINE 


G.I.  SPASM  « INSOMNIA 

Matropinal " Forte  Inserts 

• Selective  control  of  G.l.  Spasm 

• Fast  acting  sedation 

• Abuse  resistant  formula  and  dosage  form 

• No  written  Rx  required 

• Low  patient  cost 


' s 


■■-U- 


In  those  situations  where  nervous  ten- 
sion is  manifested  as  G.l.  hypermotility 
and  spasm,  Matropinal  Forte  In- 
serts may  be  useful  to  control  the 
spasm  while  providing  much- 
needed  rest  for  the  patient. 
And  because  Matropinal 
Forte  Inserts  is  a suppository, 
there  is  less  abuse  potential 
— less  danger  of  it  being 
used  as  a crutch.  Matro- 
pinal Forte  is  also  available 
in  tablet  form  for  use  when  the 
physician’s  knowledge  of  the 
patient  obviates  the  need  for  an 
abuse-resistant  dosage  form. 

Brief  summary; 

Composition;  Each  Forte  Insert  — Homatropine 
Methylbromide  10  mg,,  Pyrilamine  Maleate  8 mg,. 
Pentobarbital  90  mg.;  Each  Forte  Tablet  — Homa- 
tropine Methylbromide  10  mg.,  Methapyrilene  Puma- 
rate  12  5 mg,.  Pentobarbital  90  mg.  (Warning  May  be 
habit  forming  ) Indications:  Matropinal  dosage  forms 
are  indicated  for  their  anticholinergic  and  sedative 
actions  in  nausea  and  vomiting,  smooth  muscle  spasm 
including  pylorospasm,  gastroenteritis,  irritable  colon  and 
diarrhea,  in  selected  cases  of  duodenal  and  peptic  ulcer. 
Contraindications;  Sensitivity  to  individual  ingredients; 
porphyria  or  familial  tendency,  severe  hepatitis  or  renal  dis- 
ease, Precautions:  Use  cautiously  in  patients  with  liver  disease 
Use  only  under  direct  physician  supervision  in  the  presence  of 
narrow  angle  glaucoma  and  prostatic  hypertrophy  Adverse 
Reactions:  In  susceptible  individuals,  dry  mouth,  blurred  vision  or 
drowsiness  Observe  caution  in  operating  machinery  Dosage: 
One  or  two  Forte  Inserts  rectally  or  one  or  two  Forte  Tablets  every 
4 to  6 hours,  depending  on  the  degree  of  sedation  required 
Individualize  dosage. 

CAUTION:  Federal  law  prohibits  dispensing 
without  prescription.  Write  for  literature  and 
GVi-'.,  samples.  See  your  PDR  for  full  prescribing 
informationonall Matropinal dosageforms 


. Comatic  Laboratoriea,  Inc. 

° HOUSTON.  TEXAS  77042 


Adquisitions  Div. 

Univ,  of  Calif 

San  IVancisco,  Calif.  94143 


Scott  and  White  Clinic 


AN  ASSOCIATION  AFFILIATED  WITH  SCOTT  AND  WHITE  MEMORIAL  HOSPITAL 
AND  SCOTT,  SHERWOOD  AND  BRINDLEY  FOUNDATION. 

TEMPLE,  TEXAS  76501  AC  817  778-4451 


Senior  Consultant 

Perry  C.  Talkington,  M.D. 
Psychiatrist-in-Chief 

Howard  M.  Burkett,  M.D. 
Medical  Director 

James  K.  Peden,  M.D. 
Director  of  Professional 
Education 

Jerry  M.  Lewis,  M.D. 
Associate  Psychiatrists 
Claude  L.  Jackson,  M.D. 
Dode  Mae  Hanke,  M.D. 
Doyle  I.  Carson,  M.D. 
Larrie  W.  Arnold,  M.D. 


Stanley  L.  Seaton.  M.D. 
Keith  H.  Johansen,  M.D. 
Linda  R.  Hughes,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King.  M.D. 

Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Donald  N.  Offutt,  M.D. 
Larry  R.  Kimsey.  M.D. 
Charles  M.  Smith.  M.D. 
Gregory  G.  Dimiiian,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M D. 

Carol  A.  Lewis,  M.D. 

Sandra  Steinbach,  M.D. 
Marianne  Seidel,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 

John  T.  Gossett,  Ph  D. 

Dale  R.  Turner,  Ph.D, 

Robert  W.  Hagebak,  Ph.D. 

Social  Work 

Robert  P.  Stewart,  M.S.S.W. 
Donald  H.  Cawley,  M.S.S.W. 
Peggy  B.  Nash,  M.S.W. 
Connie  D.  Bennett,  M.S.S.W. 
Sally  McCall,  M.S.S.W. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Therapy 
Edward  R.  Supina,  M.Ed 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  Jr. 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  HOSPITAL 


AC  214  381-7181 


P.  0.  Box  11288 


Dallas,  Texas  75223 


egislative  summaries 
lanaging  high-risk  pregnancy 
iformed  consent  for 
anaerobic  infectldhS'" 


STorbett-HfutctfingB-^mitl:;  Memorial  Ifospital 

anil  Sl0rb0tt-l|iitrl7in0ja-^mttl|  Cltnir 


fflarlm,  (Hcxas  76661 


Telephone:  936-3561 


322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland.  M.D..  F.A.C.S. 
Howard  L.  Smith,  M,  D,,  F.A,C.S, 
Cecil  A,  McRee,  M,D. 

INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D, 

James  S.  Bussell,  M.  D, 

C.  G.  Brown,  M.D, 

VASCULAR  SURGEY 
Cecil  A.  McRee,  M,D. 

EYE,  EAR,  NOSE  AND  THROAT 
S.  W,  Hughes,  M.D, 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R,  Swetland,  M,D,,  F.A,C.S. 


ALLERGY 

S,  W.  Hughes,  M.D, 

CARDIOLOGY 

W,  F.  McKinley,  Jr.,  M,D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M,D„F,A,C.O.G. 
William  Pickvance,  M,D, 

RADIOLOGY 

J.M.  Brown,  M,D,,  F.A,C.R. 
PATHOLOGY 

Ronald  E,  Henderson,  Jr.,  M,D, 
David  M,  McTaggart,  M.D. 

S.  M.  Bunn.  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith.  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


NEUROPSYCHIATRY 

S.  B.  Morrison,  M.D. 

NEUROSURGERY 

Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Director-Coordinator,  Nursing  Service: 

T.  G.  Newton,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  Januar>',  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  76211  Telephone  823-4151 


INTERNAL  MEDICINE 
Edwin  M.  Cleveland.  M.D. 

John  B.  Allen,  M.D.,  D.A.B.I.M. 

Morris  E.  Magers,  M.D. .D.A.B.I.M. 

Channing  Woods.  M.D. 

Richard  C.  Stone,  M.D..  Gastroenterology 
Landon  W.  Stewart.  M.D..  D.A.B.I.M. 

Cloyce  L.  Stetson.  Jr.,  M.D.,  D.A.B.I.M. 

David  S.  Sowell.  HI.  M.D..  D.A.B.I.M.,  Cardiology 
Don  E.  Cheatum,  M.D..  D.A.B.I.M.,  and  D.A.B.  Rhu. 
(Arthritis  and  Connective  Tissue  Diseases) 

ORTHOPEDIC  SURGERY 

George  S.  Phalen,  M.D..  D.A.B.O.S..  F.A.G.S. 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Bourland,  M.D.,  D.A.B.O.G. 

John  B.  Miller,  III,  M.D. 

PEDIATRIGS 

Halcuit  Moore,  M.D.,  D.A.B.P.,  F.A.A.P. 

P.  E.  Luecke,  Jr.,  M.D.,  D.A.B.P.,  F.A.A.l’. 

Larry  Gray,  M.D.,  D.A.B. P.,  F.A.A.P. 

GENERAL  SURGERY 

Henry  G.  Montgomery,  M.D.,  D.A.B. S.,  F.A.G.S. 
George  P.  Fosmire,  M.D.,  D.A.B.S..  F.A.G.S. 

Miller  S.  Bell,  M.D.,  D.A.B.S.,  D.A.B.T.S. 

UROLOGY 

Harry  M.  Spence,  M.D.,  D.A.B. U.,  F.A.C.S. 

William  H.  Hoffman,  M.D.,  D.A.B.U..  F.A.C.S. 
Richard  B.  Dulany,  M.D.,  D.A.B.U.,  F.A.C.S. 

RADIOLOGY 

Raymond  W.  Burford,  M.D.,  D.A.B.R. 

Joe  B.  Caldwell.  M.D.,  D.A.B.R. 

James  B.  Evans.  M.D. 


DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D.,  F.A.C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIG  SURGERY 
D.  VV.  Shuster,  M.D.,  D.A.B.O. 

James  P.  Albrite,  M.D.,  D.A.B.O. 

OPHTHALMOLOGY 

R.  M.  Burnside,  M.D.,  D.A.B.O. 

James  M.  Copps,  M.D.,  D.A.B.O. 

DENTI.STRY  AND  DENTAL  SURGERY 
J.  Boyd  Hollabaugh,  D.D.S. 

William  F.  Walton,  D.D.S. 

George  D.  Blake,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 

C.  H.  Rosamond.  Administrator 
Jack  Green,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N. 

INACTIVE  STATUS 

George  M.  Underwood.  M.D.,  D.A.B.I.M.,  F.A.C.P., 
Gastroenterology 

P.  E.  Luecke,  Sr..  M.D.,  D.A.B.P..  F.A.A.P. 

William  H.  Potts.  M.D.,  F.A.C.P.,  Internal  Medicine 
Ozro  T.  Woods.  M.D..  Surgery  Emphasizing  Tumors 
J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  and  Gynecology 
Adam  D.  Green,  M.D.,  Surgery 
B.  Celia  Slaughter,  M.D.,  D.A.B. P.,  F.A.A.P. 


Disruptive  anxiety  usually  meets  its  match  here.  > 


• Often  effective  when  reassurance  and  counseling  are  insufficient. 

• Three  dosage  strengths  to  meet  most  therapeutic  needs. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications;  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications;  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness 
’(e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions:  . « 

ORAL:  In  the  elderly  and  debilitated  and  in 
children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated.  Not  recom- 
' mended  in  children  under  six. 

INJECTABLE:  Keep  patients  under  observa- 
tion, preferably  in  bed,  up  to  three  hours  after 
initial  injection;  forbid  ambulatory  patients  to 
operate  vehicle  following  injection;  do  not 
administer  to  patients  in  shock  or  comatose 
I states;  use  reduced  dosage  (usually  25  to  50 
: mg)  for  the  elderly  or  debilitated  and  for 
children  age  twelve  or  older. 

ORAL  AND  INJECTABLE:  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
compounds  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyper- 
active aggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEC  patterns  (low-voltage 
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and  your  vacation  trip  is 
well  deserved.  Enjoy  it!  If  it 
is  still  a few  weeks  away, 
you  might  start  shedding 
those  tensions  with  daily 
microvacations — mental 
trips  to  the  places  you  love 
best  with  the  most  cheerful 
companions  that  memory 
and  imagination  can  invite. 
Try  it,  you’ll  like  it. 

NEXT  MONTI 

Next  month  articles  will  be 
on  pneumoperitoneum  as- 
sociated with  splenic  infarc- 
tion and  superimposed  clos- 
tridial infection,  regional 
enteritis,  metastatic  renal 
cell  carcinoma,  cancer  of 
the  kidney,  centralization  of 
services  and  protection  of 
physicians,  and  annuities. 

A feature  article  will  offer 
a glimpse  into  the  world  of 
forensic  pathology. 
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64th  Texas  Legislature  considers  numerous  medical  bills 

Health  care,  health  related  issues,  and  medical  professional  liability 
insurance  were  among  the  most  discussed  issues  during  the  64th 
regular  session  of  theTexas  Legislature  which  adjourned 
June  2. 

While  the  major  thrust  of  the  Texas  Medical  Association’s  efforts 
was  toward  the  resolution  of  the  medical  professional  liability  insur- 
ance problem,  many  other  matters  which  are  of  special  interest  to 
the  physicians  of  Texas  were  introduced,  considered,  and  voted  on 
by  the  lawmakers. 

Of  the  3,540  House  and  Senate  bills  and  Joint  Resolutions,  more  than 
475  were  considered  and  monitored  by  theTMA  Council  on  Medical 
Legislation. 

In  addition  to  medical  professional  liability  insurance,  topics  of  major 
legislative  interest  included  health  planning,  health  maintenance  or- 
ganizations, and  drug  substitution.  The  legislators  also  considered 
items  in  the  areas  of  medical  education,  licensure  of  allied  health 
groups,  drug  matters,  abortions,  child  care,  emergency  medical  care, 
anatomical  gifts,  mental  health,  research,  and  many  others. 

Articles  outlining  the  major  provisions  of  some  of  the  bills  of  parti- 
cular interest  to  the  medical  profession  follow  on  subsequent  pages 
of  this  section. 
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Texas  delegates  urge  MDs  to  continue  services  to  patients 

The  Texas  Medical  Association's  House  of  Delegates  has  advocated 
the  profession’s  continuing  provision  of  full  medical  services  to 
patients. 

The  action  was  taken  at  a special  session  of  the  house  called  June  3 
in  Austin  to  review  the  crisis  in  professional  liability  insurance  in 
Texas.  The  policy  stand  was  based  in  part  on  the  delegates’  anticipa- 
tion of  long-term  remedies  to  the  problem  to  be  formulated  by  the 
newly  appointed  Medical  Professional  Liability  Study 
Commission. 

In  an  address  before  the  meeting,  Gov  Dolph  Briscoe  announced 
the  immediate  activation  of  the  18-member  commission  created  by 
SB  491 . This  commission  is  to  make  specific  recommendations, 
including  proposed  legislation,  regardingthe  medical  liability 
situation. 

The  governor  told  the  delegates,  “If  the  commission  comes  back  in  a 
reasonable  length  of  time  with  constructive  recommendations  to 
solve  this  problem,  I will  at  that  time  take  a look  at  the 
recommendation,  and  if  further  constructive  action  can  be  taken  I 
will  consider  such  action.’’ 

Physician  members  of  the  commission  are  Dr.  E.  Don  Webb  of 
Houston  and  Dr.  Milton  V.  Davis  of  Dallas.  Former  University  of  Texas 
law  school  dean  W.  Page  Keeton  heads  the  commission  which  was  to 
meet  initially  in  late  June. 

In  his  remarks.  Governor  Briscoe  expressed  his  concern  for  the 
rising  rates  of  medical  liability  insuranceand  the  subsequent  effect 
on  total  health  care  costs.  He  also  stressed  the  complexity  of  the 
problem. 

“This  problem  of  medical  liability  insurance  is  neither  a medical 
problem  alone,  nora  legal  problemalone,  noran  insurance  problem 
alone,  and  is  therefore  not  amenable  to  resolution  by  or  with  any 
single  discipline,’’  he  stated.  During  his  presentation,  Governor  Bris- 
coe signed  SB  491  and  SB  466  and  reviewed  the  major  provisions  of 
the  two  bills  passed  by  the  Legislature. 

In  closing,  the  governor  said,  “Let  us  see  the  impact  of  the  new 
regulations,  and  thoroughly  study  the  facts  on  both  rates  and  claims 
in  Texas . . . then  move  cooperatively  to  provide  long  lasting  solutions 
that  are  in  the  best  interests  of  the  people  of  Texas.’  ’ 
Followingthegovernor’stalk,  Joe  Christie,  chairman  of  the  State 

(Delegates — continued  on  p 8) 


Gov  Dolph  Briscoe — 
spoke  to  delegates 


Dr.  Travis  Smith — 
presided  at  meeting 


Dr.  Joseph  Ainsworth — 
discussed  legislation 
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Delegates 

(continued  froyn  p 7) 

Board  of  Insurance,  pledged  his 
efforts  to  see  that  the  joint  under- 
writing association  formed  by  SB  491 
would  be  operational  in  60  days. 

Temporary  policy 

In  its  position  statement,  the  House 
of  Delegates  applauded  Governor 
Briscoe  for  his  activation  of  the  study 
commission.  The  house  pledged 
TMA’s  full  cooperation. 

The  house  asked  members  of  TMA 
to  continue  to  inform  their  patients 
by  all  possible  methods  concerning 
the  professional  liability  insurance 
crisis  and  toappeal  forthe  under- 
standing and  active  support  of  the 
citizens  of  Texas  and  of  state  repre- 
sentatives and  senators  for  an  effec- 
tive, long-term  resolution  of  the 
problem. 

The  delegates  stated,  “The  House  of 
Delegates  firmly  believes  that  the 
solution  to  the  problem  is  legislative 
in  nature.’’  In  this  respect  the  house 
directed  the  association  to  continue 
to  work  for  remedial  legislation  which 
would  include  “realistic  statutes  of 
limitations  on  a permanent  basis  and 
reasonable  provisions  for  damages 
which  will  provide  adequate  compen- 
sation for  patients  with  legitimate 
compensable  injuries.” 

In  addition,  the  house  pledged  the 
association’s  resources  and  efforts  to 


Governor  Briscoe  signs  two  professional  liability 
bills  at  the  House  of  Delegates  meeting  while  Dr. 
Nym  L.  Barker,  TMA  president,  looks  on. 


all  of  its  members  in  assistingthem 
to  purchase  adequate  professional 
liability  insurance  at  reasonable  pre- 
miums from  reliable  insurance 
carriers. 

In  the  adopted  policy  statement,  the 
delegates  appealed  to  all  TMA  mem- 
bers who  are  protected  by  profes- 
sional liability  insurance  to  support 
the  house’s  recommendation  that 
“patients  and  the  public  will  best  be 
served  by  a dedicated  profession  con- 
tinuingto  provide  medical  care  to  the 
people  of  the  state.”  The  delegates 
also  expressed  sympathy  and  support 
to  those  physicians  who  are  unable  to 
continue  to  practice  medicine  be- 
causethey  cannot  obtain  insurance 


Doctors  filled  the  gallery  for  the  House  of  Representatives  debate  on  the  medical  professional  liability 
bills. 
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THE  TEXAS  MEDICAL  ASSOCIATION 

takes  pride  in  their  insurance  brochure  which 
describes  the  various  provisions  of  the 
Group  Insurance  Plans 
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and 
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Compare 
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Know  what  you  are  buying  and  then  buy  the  plan  most 

suitable  to  your  needs. 


Write  for  a detailed  T.M.A.  Insurance  Brochure  today 

TEXAS  MEDICAL  ASSOCIATION 


Insurance  Service  Office 
1801  N.  Lamar  Blvd. 
Austin,  Texas  78701 
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or  cannot  afford  to  pay  exorbitant 
premiums. 

The  delegates  imposed  limits  on  the 
temporary  policy  position  by  calling 
for  a reevaluation  of  this  action  in 
early  October. 

The  House  of  Delegates  also  passed 
resolutions  commending  the  Gover- 
nor Lieutenant  Governor,  Speaker  of 
the  House  of  Representatives,  and 
some  14  state  senators  and  represen- 
tatives for  their  suppport  of  TMA 
backed  legislation. 

Professional  liability 
focus  of  numerous  bills 

Several  bills  were  introduced  in  the 
64th  Legislature  as  a result  of  TMA 
efforts  to  resolve  the  crisis  in  medical 
professional  liability  insurance  in 
Texas. 

SB  635  by  Sen  Ray  Farabee  of  Wichita 
Falls  (companion  bill  HB  1 127  by  Rep 
Pike  Powers  of  Beaumont)  would  have 
created  the  Texas  Patients’  Compen- 
sation Act.  This  bill  was  passed  by  the 
full  Senate  after  three  days  of  debate 
by  a vote  of  23-6.  The  bill  was  report- 
ed favorably  out  of  the  State  Affairs 
Committee  of  the  House.  However, 
after  some  eight  hours  of  debate,  the 
bill  failed  to  receive  a majority  vote  in 
the  House  by  a vote  of  7 1 -69. 

As  originally  introduced,  the  bill  cre- 
ated a compensation  board.  The  bill 
was  subsequently  amended  to  provide 
for  1)  a screening  panel,  2)  the  use  of 
the  traditional  jury  system  for  the 
resolution  of  claims,  3)  the  removal  of 
the  requirement  that  a plaintiff  must 
place  the  amount  of  damages  sought 
in  the  petition,  4)  the  requirement 
that  warranties  be  in  writing,  5)  the 
creation  of  an  absolute  liability  on  any 
one  individual  health  care  provider  in 
the  amount  of  $100,000,  and  6)  the 
creation  of  a ceiling  on  the  maximum 
award  that  could  be  recovered  on  any 


one  occurrence  by  any  one  patient  in 
the  amount  of  $500,000. 

According  to  Dr.  Joseph  T.  Ainsworth, 
chairman,  TMA  Council  on  Medical 
Legislation,  the  bill  would  have  attack- 
ed the  problem  on  a longterm  basis. 
Dr.  Ainsworth  said  that  although  the 
bill  did  not  pass,  it  did  establish  the 
issues  and  bringthe  problem  not  only 
to  the  attention  of  the  Legislature,  but 
the  public  as  well. 

"A  special  word  of  thanks  must  go  to 
Sen  Ray  Farabee  and  Rep  Pike  Powers 
for  their  willingness  to  be  authors  of 
these  bills,”  Dr.  Ainsworth  stated. 
‘There  has  never  been  a bill  relating 
to  the  tort  field  that  has  generated  as 
much  intense  feelings  on  all  sides.” 

JUA 

SB  491  by  Sen  A.  R.  Schwartz  of  Gal- 
veston and  Sen  Don  Adams  of  Jasper 
(companion  bill  HB  1763  by  RepTom 
Uherof  Bay  City)  was  passed  by  the 
Legislature  and  signed  by  Governor 
Briscoe.  This  bill  creates  a statutory 
mechanism  to  allow  the  State  Board 
of  Insurance  to  promulgate  a plan  of 
operation  for  a Joint  Underwriting  As- 
sociation. This  association  would  call 
for  all  companies  writing  liability  in- 
surance in  Texas  to  share  in  the  risk 
on  policies  to  be  issued  to  physicians 
who  cannot  obtain  coverage  in  the 
voluntary  market.  This  bill  also  creat- 
ed a Medical  Professional  Liability 
Study  Committee.  The  bill  is  a two- 
year  stop-gap  measure  and  will  be  in 
effect  until  1977. 

Rates 

SB  466  by  Sens  Schwartz  and  Adams 
(companion  bill  HB  1625  by  Rep 
Sarah  Weddington  of  Austin)  was 
passed  and  signed.  This  bill  places 
the  regulation  of  medical  professional 
liability  insurance  for  physicians,  hos- 
pitals, and  others  under  the  supervi- 
sion of  the  State  Board  of  Insurance. 


TEXAS  MEDICINE 


A multitude  of  news  media  representatives  covered  Governor  Briscoe's  address  to  the  TMA  House  of 
Delegates. 


The  bill  also  makes  suits  against  phy- 
sicians and  hospitals  subject  to  a two- 
year  statute  of  limitations  except  in 
the  case  of  a minor  where  the  statute 
of  limitations  runsto  the  child’s 
eighth  birthday.  The  bill  requires  that 
malpractice  insurance  policies  be 
written  on  not  less  than  an  annual 
basis  and  requires  carriers  to  give  at 
least  90  days  written  notice  of  pre- 
mium increase,  cancellations,  or 
non  renewal. 

Other  bills 

The  overall  subject  of  medical  pro- 
fessional liability  insurance  consum- 
ed a large  portion  of  the  time  of  the 
Senate  Economic  Development  Com- 
mittee, the  House  Insurance  Commit- 
tee, and  the  House  State  Affairs  Com- 
mittee. The  Texas  Medical  Association 
testified  on  more  than  30  occasions 
on  the  various  bills  regardingthe 
medical  professional  liability 
situation. 

Other  measures  which  the  TMA  sup- 
ported and  caused  to  be  introduced 
related  to  the  statute  of  fraud,  admis- 
sibility of  evidence  of  collateral 
source,  screening  panels,  assigned 
risk  plans,  full  disclosure  of  claims, 
losses,  and  experience  by  insurance 
carriers. 

Atotal  of  16  House  bills  and  seven 
Senate  bills  related  to  the  malprac- 
tice insurance  problem. 


HMO  act  passed 

After  two  years  of  discussion  and 
hearings  by  the  House  and  Senate 
Joint  Public  Health  Subcommittee, 

SB  180,  the  Health  Maintenance  Or- 
ganization Act  of  Texas  was  passed 
duringthis  session  of  theTexas 
Legislature. 

The  prime  objection  of  the  TMA  to  the 
bills  relatingto  HMOs  which  were  in- 
troduced in  the  63rd  session  of  the 
Legislature  were  removed  by  SB  180. 
This  bill  specifically  prohibits  the  cor- 
porate practice  of  medicine.  In  addi- 
tion to  that,  there  is  split  jurisdiction 
in  regard  to  the  regulation  and  control 
of  HMOs  organized  under  this  act. 

The  fiscal  affairs  will  be  regulated  by 
the  State  Board  of  Insurance  and  the 
health  services  side  of  the  operation 
will  be  regulated  and  supervised  by 
the  Texas  Department  of  Health  Re- 
sources (formerly  the  State  Depart- 
ment of  Health). 

The  bill  will  provide  a reasonable 
method  of  regulation  of  HMOs  and  at 
the  same  time  provide  proper  safe- 
guards for  those  people  who  sub- 
scribe to  the  HMOs.  TMA  officials  feel 
the  bill  will  regulate  the  delivery  of 
health  care  in  such  a mannerto  be  in 
the  best  interest  of  patients  and  phy- 
sicians alike.  The  acceptance  of 
TMA’s  position  in  this  area  represent- 
ed an  acceptance  and  concurrence  of 
TMA’s  previous  position. 
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he  MUDRANES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 

Phenobarbital  (to  lessen  cardiac  stimulation). 


f (3u!UjJ0)-}!qeij  9q  Aeiai)  ^ 
'3luiz  1tfll8dtf00N3Hd 

■3^91  l3H3Niya3Hd3 
Suioei  3NniAHdONIIAIV 
3U1  001  3iy300VIVnD  3Ad30A13 


wnisswod  “'A 


INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons. 


Federal  latv  prohibits  dispensing  without  prescription. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23261 
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state  gains  planning  agency; 
certificate  of  need  bill 

The  passage  of  PL  93-641  called  for 
the  states  to  provide  for  a health  plan- 
ning agency  and  certificate  of  need 
legislation. 

HB  2164  by  RepTim  Von  Dohlen  of 
Goliad,  as  it  was  originally  introduced, 
was  objectionable  to  TMA  because  it 
did  not  allow  proper  input  by  the 
health  care  providers  and 
physicians. 

After  a series  of  negotiations  and  con- 
ferences with  the  Governor,  the  Lieu- 
tenant Governor,  the  Speaker  of  the 
House,  and  the  author,  the  bill  was 
amended  and  given  TMA  support.  The 
bill  provided  that  the  Governor  de- 
signate the  State  Department  of 
Health  as  the  health  planning  agency 
for  Texas.  The  name  of  the  health  de- 
partment was  changed  to  the  Texas 
Department  of  Health  Resources.  The 
composition  of  the  Board  of  Health 
was  expanded  from  its  present  nine 
members  to  a board  of  18.  In  addi- 
tion, a Health  Facilities  Commission 
was  established  to  issue  and  pass 
upon  applications  for  a certificate  of 
need  to  build  a health  facility  as  de- 
fined in  the  act. 

Health  legislation 
covers  varied  areas 

In  addition  to  professional  liability 
insurance,  health  maintenance  organ- 
izations, and  health  planning,  a va- 
riety of  health  issues  faced  the  64th 
Texas  Legislature. 

HB  21  by  Rep  Mickey  Leland  of  Hous- 
ton would  have  provided  forthe 
establishment  of  a drug  formulary 
and  a permissible  substitution  of 
generic  drugs  which  were  found  to  be 
biologically  equivalent. 

This  bill  did  pass  the  House  of  Re- 
presentatives, however,  was  never  re- 
ported out  of  the  Senate  Human  Re- 
sources Committee.  TMA  testified  in 
opposition  to  this  bill  which  had  the 
endorsement  of  the  Texas  Pharma- 
ceutical Association.  TMA’s  objec- 
tions were  based  on  the  grounds  that 
1)  at  this  time  it  is  impossible  to  de- 


termine biological  equivalency,  2) 
permitting  the  interchange  of  differ- 
ent forms  of  a drug  until  meaningful 
equations  are  available  should  be  op- 
posed, and  3)  the  logical  retention  of 
control  of  the  exact  therapeutic  regi- 
men for  a patient  should  rest  with  the 
physician,  if  for  no  reason  than  that 
the  physician  is  in  the  more  favorable 
position  to  judge  whether  the  pre- 
scribed therapy  is  working  or  not. 

In  the  63rd  session  of  the  Legislature, 
the  Rural  Medical  Education  Board 
was  established.  The  board  was  set  up 
with  the  constitutional  powers  to 
make  gifts,  grants,  and  scholarships 
to  medical  students  who  will  practice 
medicine  in  counties  of  25,000  or 
less.  The  medical  student  who  makes 
a contract  with  the  board  will  have  to 
practice  five  years  in  a rural  area  to 
have  his  entire  medical  education  cost 
forgiven  by  the  state.  Duringthis  ses- 
sion of  the  Legislature,  TMA  testifed 
in  favor  of  the  passed  appropriation 
of  $100,000  each  year  for  gifts, 
grants,  and  scholarships,  and 
$30,000  each  year  for  operation  of 
same. 

Also  in  the  area  of  education,  HB 
2136  by  Fred  Head  of  Troup,  states 
that  the  board  of  regents  of  the  va- 
rious medical  schools  establish  rules 
and  procedures  forthe  admission  of 
equally  qualified  students  who  would 
enter  into  a contract  with  the  Rural 
Medical  Education  Board  forthe fi- 
nancingof  theireducation.  As  orig- 
inally introduced,  the  bill  would  have 
required  all  medical  schools  in  Texas 
tosetaside25%  of  their  entering 
class  for  students  who  had  agreed  to 
practice  in  rural  areas.  The  TMA  op- 
posed such  wording  of  the  bill. 

The  Legislature  passed  HB  768  by 
Rep  Lane  Denton  of  Waco  which  re- 
lates tothe  qualifications  forTexas 
licensure  of  certain  Texas  residents 
educated  in  foreign  countries.  The  bill 
adopted  the  Fifth  Pathway  approved 
by  the  American  Medical  Association 
and  the  Texas  State  Board  of  Medical 
Examiners.  The  bill  was  amended  at 
the  request  of  TMA  to  remove  the  ob- 
jectionable features. 
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Texas  Medical  Association 


lestem  Mediterranean 


Air-Sea  Cruise 


An  Exciting  New  Itinerary  Featuring: 

Lisbon  • Cadiz/Seville  • Tangier  • Gibraltar  • Mallorca  • Tunis  • 

Malta  • Sicily  • Hydra  • Athens 

As  Low  As  $1148 


ATwo-Week  Do-As-You-Please  Holiday 
On  Royal  Cruise  Line's  New  Luxury  Ship 
m.  s.  GOLDEN  ODYSSEY 
Includes:  Direct  Flights  on 
World  Airways  Chartered  Jets 


All  Meals  of  Superb  International  Cuisine . 
Cruise  Director  and  Staff  toAssist  at  All  Times. 
Generous  70  Lb.  Baggage  Allowance. 
Departure  from  Houston  and 
Dallas-Fort  Worth  October  13,  1975 


Send  to: 


Texas  Medical  Association 
Western  Mediterranean  Air-Sea  Cruise 
1801  North  Lamar  Blvd 
Austin,  Texas  78701 

Enclosed  is  my  check  for  $ — 


$100  per  person  as  deposit. 


Names 


Address 


State 


Space  Strictly  Limited  Make  Reservations  Now 


Another  Non-Regimented  INTRAV  Deluxe  Adventure 


Legislative  highlights 


BILL  NO. 

DESCRIPTION 

TMA  POSITION 

ACTION 

SB  635 
(Farabee) 

Texas  Patients'  Compensation  Act 

Supported 

Passed  Senate; 
failed  House 

SB  491 

(Schwartz,  Adams) 

Joint  Underwriting  Association — professional 
liability  insurance 

Supported 

Passed 

SB  466 

(Schwartz,  Adams) 

Regulation  of  professional  liability  insurance 

Supported 

Passed 

SB  180 
(Gammage) 

Creation,  certification,  operation  of  HMOs 

Supported  as 
amended 

Passed 

HB  2164 
(Von  Dohlen) 

Health  planning 

Supported 

Passed 

HB  21 
(Leland) 

Drug  substitution 

Opposed 

Passed  House; 
never  reported 
out  of  Senate 
committee 

SB  323 
(Gammage) 

Mandatory  requirement  that  accident  and 
health  insurance  policies  include  payment  for 
chiropractic  services 

Opposed 

Never  reported 
out  of  subcommittee 

HB  768 
(Denton) 

Fifth  Pathway 

Supported  as 
amended 

Passed 

HB  254 
(Willis) 

To  establish  Texas  Woman's  University  Medical 
School  at  Fort  Worth 

Policy” 

Passed  House; 
failed  Senate 

HB  1341 
(Pentony) 

To  require  two  years  service  in  rural  area  for 
permanent  medical  license 

Opposed 

Never  reported 
out  of  committee 

HB  2136 
(Head) 

Admission  of  students  to  state  medical  schools 
in  return  for  practicing  in  rural  or  underserved 
area 

Supported  as 
amended 

Passed 

SB  310 
(Snelson) 

Gives  Board  of  Medical  Examiners  certain 
authority  to  extend  expiration  date  of 
temporary  licenses 

Supported 

Passed 

HB  26 
(Leland) 

To  prohibit  sale  of  any  drug  without 
bioavailability  information 

Opposed 

Never  considered 
by  either  house 

HB  339 
(Bird,  Miller) 

Regulates  who  may  perform  abortions  in  first 
trimester,  where  it  can  be  performed  in  second, 
prohibiting  abortion  in  third 

Opposed 

Never  reported 
out  of  committee 

SB  41 
(Sherman) 

Standards  for  state  administrative  agency 
practice  and  procedures 

Supported  as 
amended 

Passed 

SB  2 

(Gammage) 

Alcoholism  program  to  place  emphasis  on 
treatment  as  opposed  to  criminal  activity 

Supported 

Passed  Senate; 
never  voted  on 
by  House 

SB  93 
(Schwartz) 

To  make  anatomical  gift  by  signing  statement 
on  drivers  license 

Supported  as 
amended 

Never  voted 
on  by  Senate 

HB  1581 
(Weddington) 

Kidney  Health  Care  Act 

Supported 

Passed 

HB  578 
(Allred) 

To  remove  requirement  that  MH-MR 
commissioner  be  a physician 

Opposed 

Never  reported 
out  of  committee 

SB  110 

(Mauzy,  Schwartz) 

To  privilege  information  given  by  a patient  to 
licensed  physician 

Supported 

Never  voted  on 
by  Senate 

HB  579 
(Allred) 

To  require  superintendent  of  State  Mental 
Hospital  be  a physician 

Opposed 

Never  reported 
out  of  committee 

*TMA  policy  is  to  support  the  position  of  the  Texas  College  and  University  Coordinating  Board  as  opposed  to 
creation  of  any  new  medical  schools  until  existing  medical  schools  are  adequately  funded  and  brought  to  their 
capacity. 
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SEAVIEW 
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1 

I PHYCHIATRIC 

HOSPITAL 

Announces  an  expanded  specialized  program  for 
the  patient  with  acute  physical,  psychological  and 
social  problems.  Complete  diagnostic  and  therapeu- 
tic services  are  offered  in  an  open  environment 
conducive  to  recovery.  Bilingual  professional  and 
support  staff. 

Patients  of  all  age  groups  are  accepted  by  referral. 


QUALIFIED  CARE  BY: 

PSYCHIATRIST  STAFF; 
Charles  Bludworth,  MD 
Cecil  A Childers,  MD 
William  B Cline,  MD 
Willis  G Goodenow,  MD 
Shannon  Gwin,  MD 
Joel  Kutnick,  MD 
Maria  Izquierdo,  MD 
James  M May,  MD 
James  M Meaney,  MD 
James  C Walker,  MD 
Laurence  Taylor,  DO 


PSYCHOLOGY  SERVICES: 

David  Feltoon,  PhD 
Byron  Dodd,  MA 
Stephen  Simmons,  MA 

SOCIAL  SERVICE: 

Wallace  Whitworth,  ACSW 

OCCUPATIONAL  THERAPY: 

Melinda  Huggins,  OTR 

DIRECTOR  OF  NURSING: 

Susan  Fowler,  RN 


Accredited:  Joint  Commission  on  Accreditation  of  Hospitals 

Licensed:  State  Department  of  Mental  Health  and  Retardation 

Approved  by:  Blue  Cross,  CHAMPUS,  Medicare  and  commercial  in- 
surance 

Member  of  all  local,  state  and  national  hospital  associations 


OUTPATIENT  INPATIENT  DAY  CARE 


1316  Third  Street 
Corpus  Christi,  Texas  78404 
Phone  512-883-0931  Collect 


Rondomvcin 

(methaQ/cline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS;  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  eftective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skelefal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growfh  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  Impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfecfion  occurs  due  fo  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease.,  when  coexistent  syphilis  is  suspected,  perform  darktield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adulls-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule;  900  mg  initially,  followed  by  300  mg 
q.i.d,  for  a total  of  5.4  grams. 

For  treatmenf  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  tour  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS) , total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI);  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

Iff  J WALLACE  LABORATORIES 

CRANBURY,  NEW  JERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomvcin  300.« 

[metihacifcline  HCI] 


Delivers  from  the  very  first  dose: 

tudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


makes  sense 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR,  The  following 
is  a brief  summary. 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 


quently  — both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  ‘Dyazide’  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocyt  openia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an*  additive  hypotensive  effect.  ‘Dyazide’ 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation 


Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric -coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  (>5,4  mEq/L)  has  been  reported  in 
4%  of  patients  under  60  years,  in  12%  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  ‘Dyazide',  check  serum  potassium  fre- 


‘DVi^ZIDE’ 

Just  once  orlwice  daily  for  maintenance, 
tfydrochlorothmide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 


Commission  favors 
fetal  research 

The  National  Commission  forthe 
Protection  of  Human  Subjects  of  Bio- 
medical and  Behavioral  Research 
has  said,  by  an  8- 1 vote,  that  the  fed- 
eral government  should  end  its  mor- 
atorium on  funds  for  fetal 
research. 

The  commission  stated  the  research 
should  continue  under  current  De- 
partment of  Health,  Education,  and 
Welfare  regulations. 

In  separate  actions,  the  commission 
said  that  nine  other  recommenda- 
tions should  be  enforced  as  soon  as 
HEW  can  develop  appropriate  regu- 
lations. These  resolutions  set  out  the 
circumstances  and  acceptable  risks 
for  fetal  research. 

In  1974  Congress  banned  federal 
money  for  fetal  research  until  the 
commission  could  study  the  problem 
and  make  recommendations. 

Baylor  receives  grant 
for  professorship 

Baylor  College  of  Medicine  has  re- 
ceived a $500,000  endov/ment  from 


“I  didn't  even  know  my  wife  was  selling  my  old 
samples  at  her  garage  sale!” 


the  Sid  W.  Richardson  Foundation  of 
Fort  Worth,  forthe  establishment  of 
the  Sid  W.  Richardson  Professor- 
ship in  Ocular  Microbiology. 

The  professorship  became  effective 
June  1.  According  to  Dr.  David 
Paton,  chairman  of  ophthalmology  at 
Baylor,  the  position  has  been  filled 
by  Dr.  Dan  B.  Jones,  associate  pro- 
fessor of  ophthalmology  and  chief  of 
ocular  microbiology. 

Dr.  Paton,  who  is  also  director  of  the 
Institute  of  Ophthalmology,  said  that 
Dr.  Jones's  Ocular  Microbiology 
Laboratory  is  “one  of  the  best  re- 
search facilities  of  its  kind  in  the  na- 
tion. It  also  provides  valuable  learn- 
ing experiences  for  residents  and 
medical  students,  and  serves  as  a 
reference  laboratory  for  fungal  eye 
diseases  in  the  Southwest  and 
throughout  the  United  States.” 


Cancer  society 
refutes  endorsements 

In  response  to  a number  of  inquiries 
concerning  cancer  insurance,  the 
American  Cancer  Society  has  issued 
a statement  that  the  society  in  no  way 
endorses  any  commercial 
product. 

According  to  society  officials,  recent 
calls  and  letters  have  been  prompted 
by  the  inclusion  of  ACS  statistics  in 
sales  promotion  literature. 

The  ACS  does  not  authorize  the  use 
of  its  educational  films,  literature  or 
the  reproduction  of  its  graphs, 
charts,  or  statistics  for  any  com- 
mercial purpose.  Officials  further 
stated  that  ACS  policy  forbids  the  im- 
plied endorsement  of  commercial 
service  or  products. 

The  ACS  is  asking  persons  to  report 
the  use  of  the  society’s  educational 
material  in  direct  sales  promotions 
to  the  state  board  of  insurance  and 
the  American  Cancer  Society 
office. 
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TMA  committee  to  conduct 
accreditation  survey 

The  Texas  Medical  Association’s 
Committee  on  Continuing  Education 
will  be  accepting  applications  for  in- 
stitutions and  organizations  in  Texas 
which  are  interested  in  receiving  ac- 
creditation for  their  continuing  med- 
ical education  programs. 

The  committee  will  select  one  institu- 
tion for  a pilot  accreditation  survey 
to  be  conducted  prior  to  Dec  1, 

1975.  The  AM  A Council  on  Medical 
Education  provisionally  approved 
the  Texas  Medical  Association's  pro- 
posal fora  pilot  study  and  basic  prin- 
ciples for  local  accreditation.  After 
completion  of  the  provisional  year  in 
December,  the  AMA  will  consider 
designatingTMA  as  an  accrediting 
agency.  Physicians  participating  in 
such  accredited  programs  would  re- 
ceive AMA  Category  I credit  toward 
the  Physician’s  Recognition 
Award. 

The  TMA  committee  will  have  avail- 
able for  interested  institutions  a set 
of  guidelines  to  assist  them  in  meet- 
ing standards  approved  by  the  TMA 
and  the  AMA.  The  committee  has  set 
July  15as  the  deadline  for  applica- 
tions for  participation  in  the  pilot 
study.  1 hese  requests  should  be  di- 
rected to  Dr. Bryan  V.  Williams, 
Chairman,  Committee  on  Continuing 
Education,  Texas  Medical  Associa- 
tion, 1801  N Lamar  Blvd,  Austin 
78701. 

Task  force  reports 
no  health  hazard 
posed  by  Vietnamese 

The  nearly  2,000  Vietnamese  or- 
phans who  have  been  airlifted  to  this 
country  display  a variety  of  illnesses, 
but  no  diseases  “of  a unique  or  seri- 
ous nature  which  might  be  intro- 
duced into  this  country,’’  a special 
Task  Force  on  Medical  Care  of  the 
Vietnamese  Child  has 
reported. 


The  task  force,  organized  by  the 
American  Academy  of  Pediatrics, 
has  been  in  touch  with  the  federal  gov- 
ernment’s Center  for  Disease  Con- 
trol and  Bureau  of  Community 
Health  Services  as  well  as  the  Agency 
for  International  Development,  and 
with  physicians  screeningthe  or- 
phans upon  their  arrival  in  the 
United  States. 

According  to  the  task  force  report, 
acute  illnesses  suffered  by  the  or- 
phans are  those  which  are  commonly 
seen  in  the  United  States.  Many  of  the 
children  have  been  found  to  be  suf- 
fering from  diarrhea,  intestinal 
parasites,  dehydration,  hepatitis, 
skin  rashes,  lung  infections,  and 
multiple  vitamin  deficiency 
diseases. 

In  addition,  the  task  force  said  that 
physicians  treating  the  orphans 
should  be  on  the  lookout  for  tubercu- 
losis, meningitis,  conjunctivitis,  chic- 
kenpox,  and  rubella.  The  task  force 
stressed  the  need  for 
immunizations. 

Because  of  possible  indiscriminate 
use  of  antibiotics  in  Vietnam,  the  task 
force  urged  physicians  to  obtain  sen- 
sitivity tests  as  well  as  cultures,  since 
some  of  the  orphans’  infections  may 
be  resistant  to  commonly-adminis- 
tered antibiotics. 


Requirements  revised 
for  nursing  home  care 

The  Texas  State  Department  of  Pub- 
lic Welfare  has  issued  new  require- 
ments regarding  nursing  home 
care. 

Up  to  now,  optometrists,  fitter/dis- 
pensers of  hearing  aids,  and  podia- 
trists have  been  able  to  screen  nurs- 
ing facility  patients  at  will.  The  new 
standards  require  that  screening  by 
these  personnel  must  be  written  in 
the  attending  physician’s  orders  in 
order  for  DPW  to  reimburse  these 
persons  for  their  services. 
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Building  complex 
dedicated  in  Dallas 

A new $50  million  buildingcomplex, 
which  more  than  doubles  the  size  of 
The  University  of  Texas  Health  Sci- 
ence Center  at  Dallas,  was  dedicated 
April  27. 

Dr.  Sherman  M.  Mellinkoff,  a well- 
known  medical  scientist  and  educa- 
tor, was  the  main  speakerforthe 
event.  Former  Gov  Allan  Shivers, 
chairman  of  the  UT  System  Board  of 
Regents,  presided  at  the  dedication 
program. 

Since  1967,  five  major  buildings 
have  been  added  to  the  campus  just 
north  of  Parkland  Hospital.  Current- 
ly, another  major  building  is  under 
construction,  bringingtotal  dollars 
involved  to  more  than  $50 
million. 

The  new  construction  has  enabled 
Southwestern  Medical  School  to  be- 
gin accepting  entering  classes  of 
200,  as  compared  to  around  100  be- 
fore the  expansion  began.  It  also 
means  expansion  of  the  programs  in 
the  Graduate  School  of  Biomedical 
Sciences  which  now  counts  about 
140  student  medical  scientists  and  of 
the  School  of  Allied  Health  Sciences 
which  now  has  more  than  190  stu- 


dents enrolled  in  nine  pro- 
grams. 


Winners  announced 
for  writing  contest 

Two  Baylor  College  of  Medicine  stu- 
dents have  been  named  by  the  Texas 
Medical  Association  as  winners  of  its 
tenth  annual  Texas  Medicine  Award 
competition  for  excellence  in  scien- 
tific writing. 

Selected  as  recipient  of  the  top  stu- 
dent writing  award  is  Richard  E.  Bul- 
ler,  a candidate  for  the  combined 
MD-PhD  degree.  The  second  place 
winner  is  Dr.  Steven  E.  Civiletto,  a 
recent  May  medical  graduate. 

Each  winner  was  presented  a cash 
prize  and  a certificate  in  a special 
award  ceremony  conducted  in  Hous- 
ton. First  place  earned  $300  with 
second  place  receiving  $100.  The 
winning  articles  will  be  published  in 
Texas  Medicine  later  this 
year. 

Buller’s  winning  paper  is  entitled 
“Tumoricidal  Steroids:  A Potential 
Cure  for  Advanced  Breast  and  Pros- 
tatic Cancer.”  The  second  place  arti- 
cle is  ‘‘Tissue  Culture  Preservation 
of  Human  and  Rabbit  Corneas.”  Both 


Mr.  Buller 


Dr.  Civiletto 
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papers  represent  work  done  by  the 
winners  at  Baylor. 

A native  of  New  York  City,  Buller  is  a 
graduate  of  the  University  of  Califor- 
nia at  Los  Angeles.  He  attended  Van- 
derbilt University  School  of  Medicine 
priortocomingto  Baylor. 

Dr.  Civiletto,  a native  of  Dallas,  was 
graduated  from  the  University  of 
Michigan,  Ann  Arbor.  His  future 
medical  training  plans  includean  in- 
ternship at  Baylor’s  affiliated  hospi- 
tals and  a residency  in  ophthalmol- 
ogy at  Bascom  Palmer  Eye  Institute 
atthe  University  of  Miami  School  of 
Medicine. 

The  TMA  award  was  established  in 
1966  to  recognize  the  best  scientific 
article  written  by  a medical  student 
while  enrolled  in  a Texas  medical 
school.  Articles  must  deal  with  a sub- 
ject within  the  realm  of  the  basic  sci- 
ences or  medicine  and  must  be  origi- 
nal and  unpublished.  Excellence  of 
scientific  work  and  competence  in 
the  writing  craft  are  the  judging 
criteria. 

Texas  site  selected 
for  1979  AMA  meeting 

The  American  Medical  Association 
has  selected  San  Antonio  as  the  site  of 
the  1979  AMA  WinterScientific  (Clini- 
cal) Convention. 

San  Antonio  was  recommended  by 
the  Council  on  Scientific  Assembly 
and  approved  by  the  Board  of  T rus- 
tees.  Selection  of  dates  will  be  made 
by  the  council. 

Future  winter  sessions  of  the  House 
of  Delegates  will  be  separate  from 
the  scientific  convention. 

Abortion  deaths  down 

The  National  Academy  of  Sciences 
has  reported  that  fewer  women  have 
died  or  been  injured  from  abortions 
since  the  Supreme  Court  legalized 
the  procedure. 

According  to  the  academy’s  ten- 
month  study,  a woman  has  less  risk 


of  dying  from  a legal  abortion  than 
from  completing  her  pregnancy. 

The  study  said  that  although  the  risk 
of  death  from  abortion  increases 
dramatically  with  the  duration  of 
pregnancy,  it  is  far  less  dangerous 
in  the  first  three  months  than  such 
common  surgical  procedures  as  ton- 
sil or  adenoid  removal. 

The  report  also  said  that  the  greater 
availability  of  abortion  does  not  ap- 
pear to  reduce  the  demand  for  con- 
traceptive services  and  devices.  This 
finding  is  viewed  as  an  indication 
that  abortion  is  not  generally  being 
considered  as  a substitute  for  birth 
control  measures. 

Members  of  the  study  panel  stated 
that  the  report  was  an  endorsement 
of  the  1 973  Supreme  Court  rulings 
which  limited  states’  rights  to  con- 
trol abortion. 

San  Antonio  hospital 
participating  in  study 

Santa  Rosa  Medical  Center  in  San 
Antonio  is  among  30  clinical  centers 
across  the  country  which  are  par- 
ticipating in  a new  national  coopera- 
tive clinical  trial,  the  Aspirin  Myo- 
cardial Infarction  Study  (AMIS), 
initiated  by  the  National  heart  and 
Lung  Institute. 

According  to  the  institute,  it  has  been 
postulated  that  thrombosis  plays  a 
major  role  in  both  the  early  and  late 
stages  of  coronary  artery  occlusion 
and  that  platelet  aggregation  is  a 
large  component  in  the  formation  of 
arterial  thrombi.  Aspirin,  in  small 
doses,  inhibits  platelet  aggregation 
for  prolonged  periods  of  time,  and 
therefore  might  be  of  value  in  pre- 
venting or  retarding  coronary  oc- 
clusion in  subjects  with  coronary 
heart  disease.  This  would  be  reflect- 
ed in  a decrease  in  the  incidence  of 
myocardial  infarction  and  a de- 
crease in  mortality. 

To  test  this  hypothesis,  AMIS  is  seek- 
ing to  enlist  persons  aged  30-69  who 
have  sustained  a documented  myo- 
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cardial  infarction  no  less  than  eight 
weeks  or  more  than  60  months  prior 
to  entry  into  the  study.  These  sub- 
jects will  be  randomly  allocated  into 
control  and  experimental  groups 
with  double-blind  control  of  assigned 
medication  over  the  followup  period 
of  three  years.  About  4,200  partici- 
pants nationwide  are  necessary  to 
satisfy  the  statistical  design  of  the 
study. 

The  principal  investigator  at  Santa 
Rosa  is  Dr.  Elmer  E.  Cooper. 


Dallas  neurologists 
undertake  research 

Neurologists  at  The  University  of 
Texas  Health  Science  Center  at  Dal- 
las have  been  awarded  three  major 
research  grants  totaling  more  than 
$700,000  from  the  National  Cancer 
Institute  for  studies  of  a nerve-cell 
malignancy  known  as  neuroblas- 
toma, the  most  common  solid  cancer 
afflicting  children. 

Goals  of  the  coordinated  five-year 
research  effort  are  to  seek  im- 
proved drug  therapy  for  treating 
the  disease  and  to  understand  more 
completely  the  biochemical  functions 
of  neuroblastoma  cells,  said  Dr.  Roger 
N.  Rosenberg,  chairman  of  neurol- 
ogy at  Southwestern  Medical 
School. 

Dr.  Rosenberg  will  be  chief  investi- 
gator for  the  overall  project,  in  col- 
laboration with  Dr.  Fred  Baskin  who 
will  be  senior  researcher. 


Leukemia  society 
to  award  grants 

Applications  for  grants  to  support 
research  aimed  at  finding  a control 
or  cure  for  leukemia  are  now  avail- 
able from  the  Leukemia  Society  of 
America,  Inc. 

The  society  offers  three  types  of  fund- 
ing programs  for  post-doctoral 
medical  scientists  who  are  working 
in  the  fields  of  leukemia  and  related 
disorders  of  the  blood-forming  or- 
gans. The  programs  include  scholar- 
ships ($100,000  grants  for  five-year 
periods  for  investigators  who  have 
demonstrated  distinct  ability  in  leu- 
kemia research),  special  fellowships 
($31,000  grants  for  two-year  peri- 
ods for  investigators  who  have  dem- 
onstrated ability  in  leukemia  re- 
search and  whose  qualifications 
place  them  between  scholar  and  fel- 
low status),  and  fellowships  (25,000 
grants  for  two-year  periods  for 
promising  investigators  to  encour- 
age theirwork  in  leukemia 
research.) 

The  deadline  for  submitting  complet- 
ed applications  is  Oct  1.  Proposals 
will  be  reviewed  in  January,  1976 
with  approved  grants  to  become  ef- 
fective the  following  July. 

Application  forms  and  additional  in- 
formation may  be  obtained  from  Dr. 
Rose  Ruth  Ellison,  Vice  President  for 
Medical  and  Scientific  Affairs,  Leuke- 
mia Society  of  America,  Inc,  21 1 E 
43rd  St,  New  York,  NY 
10017. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute 

values  on  mutual  funds.) 


Investment  Media* 

1975 

Throiioh 

5/31/75 

3 Years 
Ended 
12/31/74 

5 Years 
Ended 
12/31/74 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+32.4% 

-35.1% 

-26.6% 

1.4% 

Loomis-Sayles  Mutual  Fund 

+ 23.2% 

-29.7% 

-21.1% 

3.6% 

Mercantile  Bank  Equity  Fund 

+35.6% 

-46.9% 

-36.1% 

4.0% 

Mercantile  Bank  Fixed  Income  Fund 

+ 1.7% 

-17.2% 

- 8.5% 

8.2% 

T Rowe  Price  Growth  Stock  Fund 

+ 42.5% 

-43.3% 

-33.5% 

2.0% 

Stein  Roe  & Farnham  Balanced  Fund 

+ 29.8% 

-29.6% 

-20.8% 

3.2% 

Standard  & Poor  500  Stock  Average 

+ 33.0% 

-32.8% 

-25.5% 

Dow  Jones  Industrial  Average 

+35.1% 

-30.7% 

-22.9% 

’Includes  reinvested  capital  gains  distributions. 
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JERRY  A.  ARGOVITZ.  DDS 

EFFECTIVE  MONEY  MANAGEMENT  FOR  THE  DOCTOR 

HYATT  REGENCY,  HOUSTON,  TEXAS  - AUGUST  2ND  AND  3RD,  1975 

(9:00  a.m.  - 5:00  p.m.) 


98%  of  the  doctors  are  committing  financial 
suicide  due  to  the  omission  and  commission  of 
improper  money  management. 

if  you  don't  believe  me  ask  yourself  these  ques- 
tions! 

(1)  How  many  doctors  do  you  know  who  are 
in  a financial  position  that  would  give  them  the 
ability  to  retire  or  have  real  financial  security? 

(2)  If  you  become  disabled  tomorrow  and  could- 
n't practice  your  profession,  how  much  income 
would  you  have  coming  in  to  take  care  of  you 
and  your  family? 

(3)  How  many  have  wills? 

(4)  How  many  pay  income  taxes? 

(5)  How  many  have  life  insurance?’ 

(6)  How  many  have  a financial  goal  and  a finan- 
cial plan  that  is  really  working  and  you  are  pleas- 
ed with?  BE  HONEST  WITH  YOURSELF. 

We  as  doctors  are  in  the  top  5%  of  the  educated 
people  in  the  world  and  we've  planned  for  our 
death  by  securing  a will  and  buying  life  in- 
surance. 

The  majority  of  us  are  investing  50%  of  our 
earnings  in  tax  payments,  and  I'll  assure  you  it 
is  a terrible  investment  with  an  absolute  guar- 
antee of  zero  percent  return  and  no  chance  of 
ever  making  a profit. 

Doctors  you  must  realize  it  doesn't  have  to  be 
this  way. 

Tax  evasion  is  against  the  law — tax  avoidance 
is  your  constitutional  right. 

EFFECTIVE  MONEY  MANAGEMENT  is  a must 
in  order  to  obtain  financial  security,  peace  of 
mind,  and  freedom  of  mind,  not  after  death,  but 
while  we're  still  alive,  productive  and  in  good 
health  to  enjoy  the  "Fruits  of  our  labors." 

How  would  you  like  to  be  able  to  practice  your 
profession  as  a hobby?  I did  it  for  2 years  and 
loved  it.  A successful  dental  practice  and  EFFEC- 
TIVE MONEY  MANAGEMENT  were  the  only 
tools  I had. 

Let  me  show  you  some  interesting  statistics 
about  dentists. 


(1)  The  average  life  span  of  a dentist  is  53  years 
old. 

(2)  The  highest  rate  of  divorces  of  all  profes- 
sions. 

(3)  The  highest  rate  of  suicides  of  all  profes- 
sions. 

(4)  95%  of  all  dentists  at  age  65  are  still  prac- 
ticing dentistry  and  it  is  not  because  they  want 
to,  but  because  they  have  to. 

The  statistics  for  the  medical  doctors  won't  vary 
greatly. 

Doctors  it  is  time  you  take  the  blinders  off  and 
look  at  the  cold  hard  facts. 

"Most  of  us  are  so  busy  making  a living  that 
we  don't  have  the  time  to  make  any  money." 

Remember  it  isn't  what  you  make,  but  what  you 
keep  that  really  counts. 

EFFECTIVE  MONEY  MANAGEMENT  is  the  only 
answer. 

There  are  only  2 ways  I know  to  make  money  . . . 

(1)  The  money  you  make  by  practicing  your  pro- 
fession. 

(2)  The  ability  to  have  your  money  make  money 
for  you. 

Doctors  if  you  and  your  wives  will  share  2 days 
of  your  lives  with  me,  I know  it  will  be  one  of 
the  most  rewarding,  factual,  entertaining,  and 
informative  48  hours  of  vour  life.  This  encoun- 
ter will  have  a definite  effect  on  your  "TOTAL 
FUTURE." 

Give  a man  food,  feeds  him  for  a day  . . . Teach 
a man  to  grow  food,  feeds  him  for  a life  time. 


Dr.  Argovitz  is  36  years  old,  retired  from  a successful 
dental  practice  at  the  age  of  33.  By  utilizing  his  skill 
to  effectively  manage  his  money  and  direct  his  invest- 
ments, giving  him  maximum  benefits  for  his  investment 
dollars,  allowed  him  to  become  financially  independent. 
At  this  time  Dr.  Argovitz  manages  millions  of  dollars 
and  knows  the  physical  and  mental  financial  traumas 
each  doctor  has  endured.  Who  else  could  possibly  un- 
derstand the  oersonal  sacrificies.  Blood,  Sweat  and  Tears 
and  hard  work  just  to  make  a buck,  much  less  keep  it? 
Another  doctor  would  for  sure!  He  has  the  ability  to 
relate  and  teach  effective  money  management. 


This  lecture  is  strictly  for  the  information  and  education  of  the  audience. 

(No  tape  recorders  allowed  during  lecture) 

Registration  fee  is  $195,  and  includes  both  doctor  and  wife.  Send  your  check  payable  to  Professional 
Lecture  Series,  c/o  Ms.  Barbara  Bounds  — Suite  A — 400  South  Cottonwood,  Richardson,  Texas 
75080.  For  more  information,  call  (214)  234-8082.  Special  rates  will  be  available  at  the  Hyatt 
Regency,  Houston,  Texas,  by  specifying  that  you  will  be  attending  a seminar  by  Professional  Lec- 
ture Series. 
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CAPITAL  COMMENTS 


CHICAGO:  COURT  ENJOINS  HEW  HOSPITAL  REGULATIONS.  US  District  Court 
Judge  Julius  J.  Hoffman  has  enjoined  Caspar  W.  Weinberger,  secretary  of  the 
Department  of  Health,  Education  and  Welfare,  from  enforcing  or  proceeding 
with  the  implementation  of  hospital  utilization  review  regulations  which  would 
have  been  applicable  to  all  Medicare  and  Medicaid  patients  effective  July  1.  The 
injunction  was  announced  May  27  in  Chicago.  The  American  Medical  Associa- 
tion, joined  by  five  individual  physicians  and  ten  Medicare,  Medicaid  and  other 
patients,  brought  the  action  Feb  20.  No  date  has  been  setforthe  hearings  on 
the  request  for  a permanent  injunction,  and  an  HEW  motion  for  a stay  pending 
appeal  was  denied.  Cross  motions  for  a summary  judgment  are  being  studied  by 
the  court.  At  the  TMA  House  of  Delegates  in  May,  the  delegates  voted  to  support 
the  AMA  suit. 

WASHINGTON:  AMA  OPPOSES  MANPOWER  PROVISIONS.  The  American  Medi- 
cal Association  has  urged  all  members  of  the  House  of  Representatives  to  op- 
pose two  key  provisions  of  a health  manpower  bill  that  would  extend  federal 
control  over  medical  education.  The  controversial  sections  of  the  bill  that  won 
easy  passage  in  the  House  Interstate  and  Foreign  Commerce  Committee  would 
1)  establish  federal  control  of  the  number  and  location  of  medical  residencies, 
and  2)  require  all  medical  students  to  repay  the  federal  government  for  US  aid 
to  the  school.  The  bill  authorizes  $1.7  billion  for  aid  to  medical,  dental,  nursing, 
and  other  schools  with  a $2,100  perstudent  capitation  subsidy  by  the  federal 
government  for  medical  students.  A vote  in  the  House  is  expected  about  mid- 
summer. The  Senate  has  not  yet  considered  the  bill. 

WASHINGTON:  STANDARDS  FOR  LABORATORIES  TO  BE  CONSIDERED.  Legis- 
lation to  require  all  clinical  laboratories  to  meet  specified  federal  standards  is 
slated  for  a close  congressional  look  this  year.  Physicians’  private  office  labs 
could  be  covered  under  draft  legislation  if  work  is  done  for  more  than  one  physi- 
cian. The  measure  is  backed  by  Sens  Jacob  Javits  (R-NY)  and  Edward  Kennedy 
(D-Mass). 

WASHINGTON:  NHI  PROPOSAL  GAINS  28  SPONSORS.  The  AMA’s  new  national 
health  insurance  proposal  has  won  28  sponsors  in  the  House  of  Representatives. 
The  Comprehensive  Health  Care  Insurance  Act,  the  only  new  NHI  bill  before 
Congress  this  year,  is  based  on  maintaining  the  structure  of  the  present  private 
health  insurance  system,  coupled  with  federal  aid  for  low-income  people  and 
catastrophic  coverage  for  all.  The  plan  requires  employers  to  offer  workers  com- 
prehensive insurance  and  provides  financial  aid  for  small  businesses  that  would 
find  such  a requirement  difficult.  The  self-employed  would  be  guaranteed  cover- 
age at  rates  not  exceeding  125%  of  group  rates  for  salaried  people. 

CHICAGO:  NATIONAL  LIABILITY  CONFERENCE.  A national  invitational  confer- 
ence on  the  professional  liability  crisis,  sponsored  jointly  by  the  AMA  and  the 


Editor’s  note: 
“Capital  Com- 
ments” is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 
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American  Hospital  Association,  will  be  held  July  9 at  the  Marriott  Motor  Hotel, 
Chicago.  The  purpose  of  the  conference  is  to  bring  physician  and  hospital  lead- 
ership in  each  state  together  to  deal  with  the  many  mutual  legislative  interests 
in  achieving  adequate  solutions  to  the  malpractice  problem.  In  addition,  strate- 
gies and  tactics  that  can  be  developed  to  reduce  the  excessive  cost  of  profes- 
sional liability  insurance  and  to  change  the  basic  system  for  handling  malprac- 
tice claims  will  be  identified.  The  conference  will  stress  solutions  to  the  problems 
through  changes  in  the  tort  system  and  other  state  legislation. 

WASHINGTON:  AMA  QUESTIONS  PROPOSED  CONFIDENTIALITY  RULES.  The 
AMA,  in  comments  submitted  in  late  May,  raised  several  questions  regarding 
proposed  rules  affecting  the  confidentiality  of  certain  Social  Security  docu- 
ments. The  association  reviewed  proposed  rules  which  would  identify  providers, 
practitioners,  and  other  persons  contrary  to  a general  rule  prohibiting  such 
disclosure. 

WASHINGTON:  LABOR-HEW  APPROPRIATIONS.  The  House  Appropriations  Com- 
mittee’s Subcommittee  on  Labor  and  HEW  Appropriations  has  concluded  its 
review  of  the  Administration’s  budget  request.  The  AMA  has  called  for  increased 
funding  in  several  areas  including  maternal  and  child  health  care  programs,  the 
Food  and  Drug  Administration,  the  National  Health  Service  Corps,  the  National 
Institutes  of  Health,  and  such  ongoing  programs  as  are  directed  to  the  problem 
of  migrant  health  care,  Indian  health  care,  alcoholism,  drug  dependency,  and 
mental  health. 

MINNEAPOLIS:  CENSUS  SHOWS  DECLINE  IN  HMO  NUMBERS.  Accordingto 
InterStudy’s  April  “Census  of  HMOs,’’  a quarterly  report  derived  from  an  ongoing 
survey  to  determine  where  HMOs  are  starting  up  and  the  problems  they  en- 
counter, HMO  numbers  are  declining  slightly.  The  report  states  the  total  number 
of  HMOs  in  the  country  is  181,  down  two  from  January,  1975.  Despite  the  over- 
all decrease  in  numbers,  the  April  census  shows  that  1 1 new  HMOs  began  de- 
livering care  since  January — five  more  openings  than  duringthe  Novemberto 
January  quarter.  Three  of  the  new  plans  are  in  urban  areas  that  have  no  other 
HMOs  and  one  is  serving  a rural  population. 

CHICAGO:  COURT  UPHOLDS  PSRO  LAW.  A three-judge  Federal  District  Court 
in  Chicago  upheld  the  Professional  Standards  Review  Organization  system  cre- 
ated under  the  Social  Security  Amendments  of  1972.  In  a 36-page  opinion,  the 
court  rejected  the  contentions  raised  by  the  Association  of  American  Physicians 
and  Surgeons  that  PSRO  deprived  physicians  of  their  right  to  practice,  inter- 
fered with  the  physician-patient  relationship  and  invaded  the  privacy  of  poten- 
tial patients.  In  dismissingthe  case  the  court  declined  to  rule  on  the  PSRO  law 
provision  purportingto  grant  professional  liability  immunity  when  norms  are 
observed  and  the  physician  acted  with  due  care. 
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Announcing 

The  only  major  new  combination 
antihypettensive  in  a decade 


hydrochloride, 


Each  tablet  contains:  Catapres®,  brand  of  clonidine 
0.1  or  0.2  mg  and  chlorthalidone,  15  mg 


Please  see  last  page  of  advertisement 

for  a brief  summary  of  the  prescribing  information 

including  precautions,  warnings,  and 

adverse  reactions. 


Catapres^ 

(clonidine  hydrcx^hloride) 

contributes: 

Action  at  the  vasomotor  centers, 
as  shown  in  animal  studies— not 
a rauwolfia  derivative  or  a 
sympathetic  blockerora  “false 
transmitter” 


Maximal  blood  pressure  lower- 
ing without  the  weeks  of  delay 
common  with  the  rauwolfia 
class  of  antihypertensives 

Significant  blood  pressure 
reduction  without  alteration 
of  normal  hemodynamic 
responses  to  exercise 

Mild  and  infrequent  orthostatic 
hypotension 

Littleornochangein  renal  blood 
flow  and  glomerular  filtration 
rate 

Reduced  plasma  renin  activity 
and  excretion  of  aldosterone 
and  catecholamines  (see 
Actions  section) 


Combines  Catapres  (clonidine  hydrochloride) 

with  a diuretic -the  oniy  major  new 
combination  antihypertensive  in  a decade 


Chlorthalidone 

contributes: 

Pharmacologic  action  similar 
to  the  thiazides 

Smooth,  extended  diuretic/ 
antihypertensive  effect 

Additive  or  potentiating  effect 
on  adjunctive  antihypertensive 
agents 


The  most  common  adverse  reactions  with 
Combipres  are  dry  mouth,  drowsiness,  and 
sedation.  As  with  thiazide-containing  combi- 
nation antihypertensives,  hypokalemia,  hyper- 
uricemia, and  decreased  glucose  tolerance 
may  occur.  Combipres  is  contraindicated  in 
patients  with  known  sensitivity  to  chlorthali- 
done and  in  those  with  severe  renal  or  hepatic 
disease. 

Please  see  last  page  of  advertisement  for  a 
brief  summary  of  the  prescribing  information 
including  precautions,  warnings,  and  adverse 
reactions. 

See  box  Warning  on  next  page  concerning 
the  appropriate  use  of  Combipres. 


^WARNING  Combipres  is  not  indicated  for 
initial  therapy  of  hypertension.  Hypertension 
requires  therapy  titrated  to  the  individual 
patient.  If  the  fixed  combination  represents 
the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  The 
treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Works  broadly 

Wide  therapeutic  range— mild  to 
severe  hypertension 


Works 

conveniently 

Simplifies  therapy  for  the  hyper- 
tensive patient  who  needs  more  than 
one  drug* 

Works  for  less 

Costs  less  than  two  separate 
prescriptions* 


Works  and  works 
and  works 

Convenience  and  economy  encour- 
age patients  to  stay  on  medication,  ' 
help  assure  continued  blood  pressure  ; 
control  overthe  long  course  of 
therapy* 


Works  harder 

Usually  exerts  a more  pronounced 
antihypertensive  effect  than  either 
component  alone  in  equivalent  doses* 


The  only  major  new  combination 
antihypertensive  in  a decade 


Works  in  the  majority  of  hypertensive  patients 


Chlorthalidone  vs  Combipres 

A Comparison  of  Standing  Blood  Pressure  Response  in  8 Studies 


175  — 


Mean  Optimum  Daily  Dose 
Chlorthalidone  (mg)  50 

50 

47.7 

50 

50 

50 

71 

50 

Combipres  (mg)  0.3 

0.48 

0.47 

0.4 

0.43 

0.68 

0.52 

0.4 

No.  of  Patients  42 

20 

11 

17 

34 

9 

31 

9 

who  completed  study 

Study  t 

2 

3 

4 

5 

6 

7 

8 

Please  see  last  page  of  advertisement  for  a brief  summary  of  the  prescribing  information  including  precautions,  warnings,  and  adverse  reactions. 

Guidelines  for  Titrating  Catapres  and 
Chlorthalidone  Dosages; 

Initial  doses:  Catapres  — one  0.1  mg  tablet 
twice  daily.  Chlorthalidone  — 50  mg  daily. 

Dosage  Increments:  While  daily  chlorthali- 
done doses  remain  at  50  mg,  further  incre- 
ments of  Catapres  of  0.1  mg  or  0.2  mg  per 
day  can  be  made  at  intervals  of  2 to  14  days 
depending  on  severity  of  hypertension.  The 
usual  daily  dose  of  Catapres  ranges  be- 
tween 0.2  and  0.8  mg.  Studies  indicate  that 
2.4  mg  is  the  maximum  effective  daily  dose, 
but  doses  as  high  as  this  have  rarely  been 
used, 

Combipres® 

Each  tablet  contains: 

Catapres®,  brand  of  clonidine  hydrochloride, 

0.1  or  0.2  mg  and  chlorthalidone,  15  mg 


WARNING:  This  fixed  combination  drug  is  not 
indicated  for  initial  therapy  of  hypertension.  Hyper- 
tension requires  therapy  titrated  to  the  individual 
patient.  If  the  fixed  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management.  The  treatment  of 
hypertension  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant. 


Actions:  Catapres  (clonidine  hydrochloride):  The 
mechanism  of  action  appears  to  be  central  alpha- 
adrenergic  stimulation  as  demonstrated  in  animal 
studies.  This  results  in  inhibition  of  bulbar  sympa- 
thetic cardioaccelerator  and  sympathetic  outflow  from 
the  brain.  Other  studies  in  humans  have  provided  evi- 
dence of  a reduction  in  plasma  renin  activity  and  the 
excretion  of  aldosterone  and  catecholamines.  The 
exact  relationship  between  these  pharmacologic  ac- 
tions of  Catapres  (clonidine  hydrochloride)  in  humans 
and  its  antihypertensive  effect  has  not  been  fully 
elucidated  at  this  time. 

Chlorthalidone:  The  diuretic  action  of  chlorthalidone 
IS  thought  to  be  due  to  inhibition  of  sodium  and 
chloride  reabsorption  in  the  proximal  tubule. 
Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension  (see  box  warning). 

Contraindications:  Patients  with  known  hypersen- 
sitivity to  chlorthalidone  and  patients  with  severe 
renal  or  hepatic  diseases. 

Warnings:  Tolerance  may  develop  in  some  instances 
necessitating  a reevaluation  of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxicity  find- 
ings in  animals,  and  since  information  on  possible 
adverse  effects  in  pregnant  women  is  limited  to 
uncontrolled  clinical  data,  the  drug  is  not  recom- 
mended in  women  who  are  or  may  become  pregnant 
unless  the  potential  benefit  outweighs  the  potential 
risk  to  mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  avail- 
able with  the  use  of  Combipres  in  children. 
Precautions:  When  discontinuing  Combipres,  reduce 
the  dose  gradually  over  2 to  4 days  to  avoid  a pos- 
sible rapid  rise  in  blood  pressure  and  associated  sub- 
jective symptoms  such  as  nervousness,  agitation, 
and  headache.  Patients  should  be  instructed  not  to 
discontinue  therapy  without  consulting  their  physi- 
cian. Rare  instances  of  hypertensive  encephalopathy 
and  death  have  been  recorded  after  cessation  of 
clonidine  hydrochloride  therapy.  A causal  relation- 
ship has  not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise  in  blood 


new  CombipreSi 

Each  tablet  contains:  Catapres®,  brand  of  clonidine  H hydrochloride. 

0,1  or  0 2 mg  and  chlorthalidone.  15  mg 


pressure,  should  it  occur,  can  be  reversed  by  resump- 
tion of  Combipres  therapy  or  by  intravenous  phen- 
tolamine.  Patients  who  engage  in  potentially 
hazardous  activities,  such  as  operating  machinery  or 
driving,  should  be  advised  of  the  sedative  effect  of 
the  clonidine  hydrochloride  component.  This  drug 
may  enhance  the  CNS-depressive  effects  of  alcohol, 
barbiturates  and  other  sedatives.  Like  any  other 
antihypertensive  agent,  Combipres  should  be  used 
with  caution  in  patients  with  severe  coronary 
insufficiency,  recent  myocardial  infarction,  cerebro- 
vascular disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Combipres  should  receive 
periodic  eye  examinations.  While,  except  for  some 
dryness  of  the  eyes,  no  drug-related  abnormal  oph- 
thalmological  findings  have  been  recorded  with 
Catapres,  in  several  studies  the  drug  produced  a 
dose-dependent  increase  in  the  incidence  and 
severity  of  spontaneously  occurring  retinal  degenera- 
tion in  albino  rats  treated  for  6 months  or  longer. 

Patients  predisposed  toward  or  affected  by  diabetes 
should  be  tested  periodically  while  receiving 
Combipres,  because  of  the  hyperglycemic  effect  of 
chlorthalidone. 

Because  of  the  possibility  of  progression  of  renal 
failure,  periodic  determination  of  the  BUN  is  indi- 
cated. If,  in  the  physician's  opinion,  a rising  BUN  is 
significant,  the  drug  should  be  stopped. 

The  chlorthalidone  component  of  Combipres  may 
lead  to  sodium  and/or  potassium  depletion.  Muscu- 
lar weakness,  muscle  cramps,  anorexia,  nausea, 
vomiting,  constipation,  lethargy  or  mental  confusion 
may  occur.  Severe  dietary  salt  restriction  is  not 
recommended  in  patients  receiving  Combipres. 

Periodic  determinations  of  the  serum  potassium 
level  will  aid  the  physician  in  the  detection  of  hypo- 
kalemia, Extra  care  should  be  given  to  detection  of 
hypokalemia  in  patients  receiving  adrenal  cortico- 
steroids, ACTH  or  digitalis.  Hypochloremic  alkalosis 
often  precedes  other  evidence  of  severe  potassium 
deficiency.  Frequently,  therefore,  more  sensitive  indi- 
cators than  the  potassium  serum  level  are  the  serum 
bicarbonate  and  chloride  concentrations.  Also  indica- 
tive of  potassium  depletion  can  be  electrocardio- 
graphic alterations  such  as  changes  in  conduction 
time,  reduction  in  amplitude  of  the  T wave;  ST  seg- 
ment depression;  prominent  U wave.  These  abnor- 
malities may  appear  with  potassium  depletion  before 
the  serum  level  of  potassium  decreases.  To  lessen 
the  possibility  of  potassium  deficiency,  the  diet,  in 
addition  to  meat  and  vegetables,  should  include 
potassium-rich  foods  such  as  citrus  fruits  and 
bananas.  If  significant  potassium  depletion  should 
occur  during  therapy,  oral  potassium  supplemehts  in 
the  form  of  potassium  chloride  (3  to  4.5  gm/day), 
fruit  juice  and  bananas  should  be  given. 

Adverse  Reactions;  The  most  common  reactions  are 
dry  mouth,  drowsiness  and  sedation.  Constipation, 
dizziness,  headache,  and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish  with  contin- 
ued therapy. 

Clonidine  hydrochloride:  Anorexia,  malaise,  nausea, 
vomiting,  parotid  pain,  mild  transient  abnormalities 
in  liver  function  tests;  one  case  of  possible  drug- 
induced  hepatitis  without  icterus  and  hyperbilirubi- 
nemia in  'a  patient  receiving  clonidine  hydrochloride, 
chlorthalidone  and  papaverine  hydrochloride.  Weight 
gam,  transient  elevation  of  blood  glucose,  or  serum 
creatine  phosphokinase;  congestive  heart  failure, 
Raynaud's  phenomenon;  vivid  dreams  or  nightmares, 
insomnia,  other  behavioral  changes,  nervousness, 
restlessness,  anxiety  and  mental  depression.  Also 
rash,  angioneurotic  edema,  hives,  urticaria,  thinning 
of  the  hair,  pruritus  not  associated  with  a rash; 
impotence,  urinary  retention;  increased  sensitivity  to 
alcohol,  dryness,  itching  or  burning  of  the  eyes,  dry- 
ness of  the  nasal  mucosa,  pallor,  gynecomastia, 
weakly  positive  Coombs'  test,  asymptomatic  electro- 
cardiographic abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy. 


Chlorthalidone:  Symptoms  such  as  nausea,  gastric 
irritation,  anorexia,  constipation  and  cramping,  weak- 
ness, dizziness,  transient  myopia  and  restlessness 
are  occasionally  observed.  Headache  and  impotence 
or  dysuria  may  occur  rarely.  Orthostatic  hypotension 
has  been  reported  and  may  be  potentiated  when 
chlorthalidone  is  combined  with  alcohol,  barbiturates 
or  narcotics.  Skin  rashes,  urticaria  and  purpura  have 
been  reported  in  a tew  instances. 

A decreased  glucose  tolerance  evidenced  by  hyper- 
glycemia and  glycosuria  may  develop  inconsistently. 
This  condition,  usually  reversible  on  discontinuation 
of  therapy,  responds  to  control  with  antidiabetic 
treatment.  Diabetics  and  those  predisposed  should 
be  checked  regularly. 

As  with  other  diuretic  agents  hypokalemia  may  occur 
(see  Precautions).  Hyperuricemia  may  be  observed 
on  occasion  and  acute  attacks  of  gout  have  been  pre- 
cipitated. In  cases  where  prolonged  and  significant 
elevation  of  blood  uric  acid  concentration  is  consid- 
ered potentially  deleterious,  concomitant  use  of  a 
uricosuric  agent  is  effective  in  reversing  hyperurice- 
mia without  loss  of  diuretic  and/or  antihypertensive 
activity. 

Idiosyncratic  drug  reactions  such  as  aplastic  anemia, 
thrombocytopenia,  leukopenia,  agranulocytosis,  and 
necrotizing  angiitis  have  occurred,  but  are  rare. 

The  remote  possibility  of  pancreatitis  should  be  con- 
sidered when  epigastric  pain  or  unexplained  gastro- 
intestinal symptoms  develop  after  prolonged 
administration. 

Other  adverse  reactions  which  have  been  reported 
with  this  general  class  of  compounds  include;  jaun- 
dice, xanthopsia,  paresthesia  and  photosensitization. 
Overdosage:  Catapres  (clonidine  hydrochloride): 
Profound  hypotension,  weakness,  somnolence, 
diminished  or  absent  reflexes  and  vomiting  followed 
the  accidental  ingestion  of  Catapres  by  several  chil- 
dren from  19  months  to  5 years  of  age.  Gastric  lavage 
and  administration  of  an  analeptic  and  vasopressor 
led  to  complete  recovery  within  24  hours.  Tolazoline 
in  intravenous  doses  of  10  mg  at  30-minute  intervals 
abolishes  all  effects  of  Catapres  overdosage. 
Chlorthalidone:  Symptoms  of  overdosage  include 
nausea,  weakness,  dizziness,  and  disturbances  of 
electrolyte  balance.  There  is  no  specific  antidote,  but 
gastric  lavage  is  recommended,  followed  by  suppor- 
tive treatment.  Where  necessary,  this  may  include 
intravenous  dextrose  and  saline  with  potassium 
administered  with  caution. 

How  Supplied:  Combipres®  0.1  (Each  tablet  contains 
clonidine  hydrochloride.  0,1  mg  + chlorthalidone, 

15  mg).  It  is  available  as  pink,  oval,  single-scored 
compressed  tablets  in  bottles  of  100. 

Combipres®  0.2  (Each  tablet  contains  clonidine 
hydrochloride,  0.2  mg  + chlorthalidone,  15  mg).  It  is 
available  as  blue,  oval,  single-scored  compressed 
tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing 
information. 


References:  1.  Becker.  M.  C.:  Data  on  tile  at 
Boehringer  Ingelheim  Ltd.  2.  Belle,  M.  S.:  Data  on  file 
at  Boehringer  Ingelheim  Ltd.  3.  Hall,  B.  H.:  Data  on 
file  at  Boehringer  Ingelheim  Ltd,  4.  McDonald,  R.  L.: 
Data  on  file  at  Boehringer  Ingelheim  Ltd,  5.  Parsons, 
W,  B , Jr  : Data  on  file  at  Boehringer  Ingelheim  Ltd. 
6.  Russell,  R.  P,:  Data  on  file  at  Boehringer  Ingelheim 
Ltd  7.  Winemiller,  R.  H : Data  on  file  at  Boehringer 
Ingelheim  Ltd  8.  Yeh,  B Data  on  file  at  Boehringer 
Ingelheim  Ltd. 
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NO  RON  IS 


•Want  a list  of  relevant  references?  Please  use  the  coupon. 


Unless  the  kid  takes  it. 

Frivolous  observation? 
Hardly.  The  medical  literature 
is  now  replete  with  data 
showing  that  25  to  50%  are 
drug  defaulters.*  Adults.  Kids. 


Everything  is  for  naught  if 
the  kid’s  taste  buds  reject 
the  product. 


That’s  what’s  nice  about 
INCREMIN  with  Iron  Syrup. 
It  really  tastes  okay. 


Now,  to  convince  yourself 
that  INCREMIN  with 
Iron  Syrup  makes  iron 
“bioavailable”  by  effec- 
tively delivering  itto  the 
patient,  request  starter 
samples.  Also  available: 
Aprintofthis  original 
artwork  (without  any 
text)  suitable  for  framing. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 

I 

! FREE  SAMPLE  COUPON 


Lederle  Laboratories 
Bldg.  140,  Room  104R 
Pearl  River,  N.Y.  10965 

□ Please  have  your  representative 
deliver  samples  of  INCREMIN  with 
Iron  Syrup. 

□ Please  send  print  suitable  for  framing. 

□ Please  send  bibliography  on  patient 
compliance  problems. 


Dietary  Supplement 


With 


Syrup 


Each  teaspoonful  (5  cc)  contains: 
Elemental  Iron 


(as  Ferric  Pyrophosphate) 

30  mg 

1-Lysine  HCi 

300  mg 

Thiamine  HCI  (Bi) 

10  mg 

Pyridoxine  HCI  (B*) 

5 mg 

Vitamin  B12 

25  mcgm 

Sorbitol 

3.5  Gm 

Alcohol 

0.75% 

DOSAGE:  Prevention  of  iron-deficiency 
anemia— Children  and  Adults— 1 tsp.  (5  cc) 
daily. Treatment  of  iron-deficiency  anemia— 
Children:  1 tsp.  t.i.d.;  Adults:  1 tsp.  q.i.d. 


SUPPLY:  Bottles  of  4 fl.  oz.  and  16  fl.  oz. 


COMMEMORATING 
200 YEARS 
OF  IRREGVLAR 
AMERICANS 

Casey  Jones  was  a bug  on 
punctual ily— some  even  set 
their  watches  jDy  his 
train’s  whistle. 


Just  get  me  to  the  station  on  time.  For  200  years,  Americans  have  been 
in  a hurry.  But  some  things  just  don’t  happen  on  schedule—  like  bowel 
movements  in  a constipated  patient.  And  for  200  years,  Americans  have  dealt 
with  this  problem  in  a variety  of  ways— and  with  varying  degrees  of  succ^s. 


Now  there’s  Modanef  One  tablet  with  the  evening  meal  provides  comfortable 
taxation  in  the  morning... for  postoperative,  pregnant,  or  geriatric  patients. 
Because  it’s  reliable.  Because  it’s  predictable.  Because  it’s  gentle. 


MODANE 


WARREIVI-TEEO 

PHARMACEUTICALS  INCORPORATED 
subsidiary  of  OeHM  AMO  MAAK  AeMAAMT 
COLUMBUS.  OHSO  43315 


LAXATIVE  TABLETS 


an  effective  combination  of  medication 
and  psychoiogy  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAMA  INLAY-TABS 

Each  tablet  poritains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg.; 


aluminum  hydroxide  dried  gel,  150  mg. 

Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individuaiized”  medication— one 
they  may  find  more  acceptable  and  possibly  - 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
AdjustabTe  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 


Division  of  Sandoz-Wander,  Inc. 
Lincoln,  Nebraska  68501 


THE 

NATURAL 
WAY 


For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P.)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P.  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 

PREMARIN  . . . naturally. 


BRIEF  SUMMARY 

{For  lull  prescribint^  hilormaliou,see  package 

circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Rasetl  on  a review  of 
PREMARIN  Tablets  by  llic  National  Acad- 
emy of  Sciences  National  Researcli  Council 
and/or  other  information,  FDA  has  classified 
the  iiulications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  imiuced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the  metiopausal  syndrome 
and  postmenopause;  .sctiile  vaginitis  and 
kraurosis  vulvac,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  retpiires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  arc  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen  dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings;  Estrogen  therapy  shouUl  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  tnastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

1 he  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
arc  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother’s 
milk  atid  an  estrogenic  elicct  upon  the  infant 
has  been  described.  I he  long  range  eflect  on  the 
nursing  itifatit  cannot  be  detei  mined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases,  atid  this  usutilly  indicates  progression  of 
bone  metastases.  Fh  is  occuri  ence  depends  nei  thcr 
on  dose  nor  on  iminobili/atiou.  In  the  presence 
of  progression  of  the  caticcr  or  hypercalcemia, 
estrogen  administration  should  be  slopped. 

.A  statistically  significant  associatioti  has  been 
reported  between  m.iternal  itigestion  of  diethyl- 
stilbestrol  dining  pregnancy  and  tbc  occurrence 
of  vaginal  carcinoma  in  the  offspring.  I his  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  tiot  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  sfiort  acting  estrogens, 
the  following  precautions  should  be  observed: 

complete  pretieatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  ovei dosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todvnia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uteiine  fibromyomata  may  in- 
crease in  sice  while  using  estrogens;  therefore, 
patients  should  he  examined  at  regular  intervals 
while  leceiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  lelevant  specimens  arc  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
cslrogetis  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hiliit  anterior  pituitary  functions.  I his  should 
be  boine  in  mind  when  treatitig  patients  in 
whom  fertility  is  desired. 

I he  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  cndociine  function  tests  may 
he  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  arc  abnormal  in  a patient 
taking  cstrogeti,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administiation: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (.Sec  DOS.AGE 
A N n A 1 ) M 1 N 1 ,S  I R A r 1 ON ) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weigbt  (increase,  decrease) 
beadacbe 
allergic  rash 

hepatic  cutaneous  poiphvria  becoming  manifest 
Dosage  and  Administration:  PREM.ARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
0 selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— \ .2b  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  eflective  control. 

If  the  patient  has  not  mensliuated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating. cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsetpient  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  tnaintaiti  the  patient  symptom  free. 

Post  meno  pause  — as  a protective  measure 
against  estrogen  dcficiency-iiuluced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvac)— I). 3 mg.  to  1.2.5  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  I'aginitis,  Kraurosis  I'ulvae  with  or 
without  Pruritus— O.'i  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
intlividual  patient.  .Administer  cyclically. 

How  .Supplied:  I’RF.M.ARIN  (Conjugated  Estro- 
gens Tablets,  U.S.If) 

No.  8()5— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  860— Ffacii  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 .000. 

No.  868— Ffach  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1 .000.  7352 
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PREA/IARJN 


BRAND 

OF 


CONJUGATED 
ESTROGENS 
TABLETS,  U.SP 


CONTAINS  ONLY 
NATURAL  ESTROGENS 
...NO  SYNTHETICS 
OR  SUPPLEMENTS 


AYERST  I,ABOR.ATORlES 
New  York,  N.Y.  10017 


Of  course  they  all  drowned. 

But  then,  another  55,600 
Americans  were  killed  in 
motor-vehicle  accidents. 
And  17,600  died  from 
falling.  Fire  claimed 
another  6,300  lives. 

The  figures  go  on  and  on. 
But  maybe  you  get  the 
point. 

Don’t  let  us  hear  about  you 
by  accident. 

National- 
Safety 
Council  ^ ■ 

If  you  don’t  like 
thinking  about  safety, 
think  where  you’d  be 
without  it. 


A reminder  from  the  National 
Safety  Council.  A non-profit, 
non-governmental  public 
service  organization.  Our  only 
goal  is  a safer  America. 


PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu’ 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13jug/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SCOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 

ROeRIG^> 

A division  ot  Pfizer  Pharmaceuticals 

New  York.  New  York  10017 
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TEXAS  MEDICINE 
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A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.— max- 
imum dose,  4 tsp.=20  cc.) 
offers  highly  effective  control 
of  both  pinworms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
in  clinical  studies^  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  ingestion. . . 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescription  can 
economically  treat  the  entire 
family 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


NSN  6505-00-148-6967 


Pinworms,  roundworms  controlled 
with  a single,  non-staining  dose  of 

ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  r^O  nig.  pyrantel/inl. 


*Ddta  on  file  at  Roerig. 


Ol^L  SUSPENSION 


Please  see  prescribing  inlormation  on  facing  page. 
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iiCEPTED  CONCEPTS  IN  ANGINA  THERAPY^ 

• Nitrates  are  the  first  line  of  defense 
against  angina  pectoris 

• The  therapeutic  goal  of  oral  nitrate  therapy 
is  an  anaina-free  patient 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg./day) 

To  provide  prophylaxis  against  anginal  attacks  often  caused 
by  unavoidable  everyday  stress. 

To  reduce  the  frequency  and  severity  of  angina  pectoris 
attacks.  (Not  intended  to  abort  the  acute  episode.) 


♦ Indications;  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences — National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows; 

“Possibly”  effective;  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 


Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 

Adverse  Reactions;  Cutaneous  vasodilation  with  flushing.  Fleadache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/ or  professional  samples? 

IVES  LABORATORIES  INC.  ^ 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE® 


CONTINUING  EDUCATION  COURSES 


JULY 

Basic  Sciences:  Physiology 

Title:  Vectorial  Analysis  of 
Electrocardiogram 

Sponsor:  Baylor  College  of  Medicine, 
Houston 

Dates:  Jul  14-31,  1975 
Duration:  Continuous;  12  days;  IV2 
hours  instruction  per  day 
Fee:  None 

Enrollment:  Minimum,  10;  maximum, 
100 

Credit:  18  hours 

Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  observes  procedure,  en- 
rollee  performs  procedure,  laboratory 
work,  lecture,  open  question,  television 
Contact:  Dr.  Robert  LVick,  Prof  of 
Physiology,  Baylor  College  of  Medicine, 
1200  Moursund  Ave,  Houston  77025 


Ophthalmology 

Title:  Low  Vision  Aid  Symposium 
Sponsor:  Program  in  Ophthalmology,  UT 
Medical  School  at  Houston 
Location  of  Course:  North  and  South 
Auditorium,  Hermann  Hospital,  Houston 
Date:  Jul  12,  1975 

Duration:  Continuous:  V2  day;  5 course 
hours 

Designed  For:  Full  time  specialty  in 
Ophthalmology 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Richard  S Ruiz,  Dir,  Pro- 
gram in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Prof 
Bldg,  Houston  77025 

Title:  Ophthalmology  for  the  Non 
Ophthalmologist 

Sponsors:  Texas  Society  for  the  Preven- 
tion of  Blindness;  UT  Medical  School  at 
Houston,  Program  in  Ophthalmology 
Location  of  Course:  Holiday  Inn  Medical 


Center,  6701  S Main  St,  Houston 
Date:  Jul  26,  1975 
Contact:  Joanne  Allen,  Program  Dir, 
Texas  Society  for  the  Prevention  of 
Blindness,  PO  Box  13400,  Houston 
77019 


Radiology  & Radioisotopes 

Title:  External  Beam,  Interstitial  and 
Intracavitary  Dosimetry — Principles 
Sponsor:  UT  Health  Science  Center  at 
Houston 

Location  of  Course:  UT  System  Cancer 

Center,  MD  Anderson  Hospital  and 

Tumor  Institute,  Houston 

Dates:  Jul  1-12,  1975 

Duration:  Continuous;  10  days;  8 hours 

instruction  per  day 

Fee:  $300 

Enrollment:  Minimum,  10;  maximum, 
25 

Teaching  Methods:  Enrollee  observes 
procedure,  lecture,  open  question 
Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 


AUGUST 


Cardiovascular  Disease 

Title:  Tutorials  in  the  Tetons  (Cardiac 
Emergencies) 

Sponsors:  The  American  College  of 
Cardiology;  The  University  of  Nebraska 
Medical  Center,  Omaha;  Northern  Rocky 
Mountain  Continuing  Education  Division 
of  the  Mountain  States 
Location  of  Course:  Jackson  Lake 
Lodge,  Grand  Teton  National  Park, 
Moran,  Wyo 

Dates:  Aug  23-25,  1975 


Fee:  ACR  members,  $125;  nonmembers, 
$150 

Credit:  11  hours.  Category  I,  AMA 
Physician’s  Recognition  Award 
Contact:  Miss  Mary  Anne  Mclnerny,  Dir, 
Dept  of  Continuing  Education  Programs, 
9650  Rockville  Pike,  Bethesda,  Md 
20014 

Adolescents’  Medical  Care 

Title:  Health  Care  for  Adolescents — 

Interdisciplinary  Approach 

Sponsor:  UT  Health  Science  Center  at 

San  Antonio 

Dates:  Aug  9-10,  1975 

Duration:  Continuous;  IV2  days;  9 hours 

Fee:  $65 

Designed  for:  General  practice  and  part- 
time  specialty;  Full-time  specialty 
Credit:  9 prescribed  hours,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Pediatrics 

Title:  Radiology  of  the  Pediatric 
Gastrointestinal  Tract 
Sponsors:  Dr.  Charles  E Shopfner; 
Institute  for  Pediatric  Radiology 
Location  of  Course:  Marriott  Hotel,  New 
Orleans 

Dates:  Aug  2-3,  1975 
Credit:  Category  I,  AMA  Physician’s 
Recognition  Award;  13  hours,  American 
College  of  Radiology 
Contact:  Institute  for  Pediatric  Radio- 
logy, 4148  N Cleveland  Ave,  Kansas 
City,  Mo  64117 


Radiology 

Title:  Radiology  of  the  Pediatric  Gas- 
trointestinal Tract  (see  PEDIATRICS) 
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the  we^of  scientific  opinion: 


If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 
was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has  ^ 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

“. . . the  problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 


i 
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“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
I practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription... 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.C  20005 

^Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 
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If  severe  contact  dermatitis 
does  not  respond 
to  conventional  therapy... 


Medror4  mg  Dosepak 

(methylprednisolone, Upjohn) 

short-term,  tapered, 
corticosteroid  therapy 


Dosage  Directions 

1st  day  jk: 


To  remove  tablet,  press  from  this  side 


Take  2 tablets  before  breakfast,  1 tablet  after  lunch  and  after  supper,  ^nd  2 tablets  at  bedtime. 


2nd  day 


> > 


Take  1 tablet  before  breakfast.  1 tablet  after  lunch  and  after  supper,  and  2 tablets  at  bedtime. 
3rd  day 

Take  1 tablet  before  breakfast  and  I tablet  after  lunch,  after  supper,  and  at  bedtime. 


4th  day 


Take  1 tablet  before  breakfast,  after  lunch,  and  at  bedtime. 


Sth  day 


I 


Take  I tablet  before  breakfast  and  at  bedtime. 


Sth  day 


Take  I tablet  before  breakfast. 


Unless  otherwise  directed 
by  your  physician,  all  six  (6) 
tablets  in  the  row  labeled  1st 
day  should  be  taken  the  day  you 
receive  your  prescription,  even 
though  you  may  not  receive  it  until 
late  in  the  day.  All  six  (6)  tablets  may 
be  taken  immediately  as  a single  dose, 
or  may  be  divided  into  two  or  three  doses 
and  taken  at  intervals  between  the  time  you 
receive  the  medicine  and  your  regular  bedtime. 


I Afi  1 ai  I 


Poison  ivy  and  other  severe  allergic  states 
intractable  to  adequate  trials  of  conventional 
treatment  will  often  respond  to  a short, 
intensive,  adjunctive  course  of  Medrol. 

Medrol  Dosepak  is  designed  to  provide  a tapered, 
six-day  course  of  methylprednisolone  tablets. 

On  occasion,  a six-day  course  of  Medrol  therapy 
may  not  be  sufficient  and  therapy  may  need 
to  be  extended.  If  there  is  continued  contact 
with  the  sensitizing  agent,  corticosteroids 
will  not  completely  suppress  the  inflammatory 
response.  A further  caution : If  lesions  become 
infected  during  Medrol  therapy,  it  should 
be  remembered  that  steroids  may  decrease 
resistance  to  infection  and  hinder  the  body's 
ability  to  localize  an  infection. 

MEDROL  COMPRESSED  TABLETS— 2,  4 & 16  MG 
(METHYLPREDNISOLONE  TABLETS,  N.F..  UPJOHN) 

DESCRIPTION  AND  ACTIONS:  Medrol  (methylprednisolone)  Is  a synthetic  glucocor- 
ticoid with  potent  anti-mflammatory  efiects.  It  is  readily  absorbed  from  the  Gl  tract. 
Glucocorticoids  cause  profound  and  varied  metabolic  effects  and  modify  the  body's  im- 
mune responses  to  diverse  stimuli 

INDICATIONS:  1 Endocrine  Disorders:  Primary  or  secondary  adrenocortical  insuf- 
ficiency (hydrocortisone  or  cortisone  is  the  first  choice:  synthetic  analogs  may  be  used 
in  con|unction  with  mineralocorticoids  where  applicable,  in  infancy,  mineralocorticoid 
supplementation  Is  of  particular  importance)  Congenital  adrenal  hyperplasia,  nonsup- 
purative thyroiditis,  hypercalcemia  associated  with  cancer.  2 Rheumatic  Disorders:  As 
ad|unctive  therapy  tor  short-term  administration  (to  tide  the  patient  over  an  acute  epi- 
sode or  exacerbation)  in  psoriatic  arthritis,  rheumatoid  arthritis  (selected  cases  may 
reguire  low-dose  maintenance  therapy):  ankylosing  spondylitis:  acute  and  subacute 
bursitis:  acute  nonspecific  tenosynovitis:  acute  gouty  arthritis.  3 Collagen  Diseases: 
During  an  exacerbation  or  as  maintenance  therapy  in  selected  cases  of— Systemic 
lupus  erythematosus,  acute  rheumatic  carditis,  4 Dermatologic  Diseases: 
Pemphigus:  bullous  dermatitis  herpetiformis,  severe  erythema  multitorme  (Stevens- 
Johnson  syndrome):  exfoliative  dermatitis,  mycosis  tungoides:  severe  psoriasis  5, 
Allergic  Stales:  Control  of  severe  or  incapacitating  allergic  conditions  intractable  to 
adequate  trials  of  conventional  treatment:  Seasonal  or  perennial  allergic  rhinitis,  bron- 
chial asthma,  contact  dermatitis,  atopic  dermatitis,  serum  sickness,  6 Ophthalmic 
Diseases:  Severe  acute  and  chronic  allergic  and  inflammatory  processes  involving  the 
eye  and  its  adnexa  such  as-allergic  corneal  marginal  ulcers,  herpes  zoster  ophthal- 
micus. anterior  segment  inflammation,  diffuse  posterior  uveitis  and  choroiditis;  sympa- 
thetic ophthalmia,  allergic  coniunctivitis,  keratitis:  chorioretinitis,  optic  neuritis:  irrtis 
and  iridocyclitis.  7 Respiratory  Diseases:  Symptomatic  sarcoidosis;  Loeffler's  syn- 
drome not  manageable  by  other  means,  berylliosis:  fulminating  or  disseminated  pulmo- 
nary tuberculosis  when  concurrently  accompanied  by  appropriate  antituberculous 
chemotherapy  8 Hematologic  Disorders:  Idiopathic  and  secondary  thrombocytopenia 
in  adults,  acquired  (autoimmune)  hemolytic  anemia,  erythroblastopenia  (RBC  anemia): 
congenital  (erythroid)  hyperplastic  anemia.  9 Neoplastic  Diseases:  For  palliative  man- 
agement of;  leukemias  and  lymphomas  in  adults:  acute  leukemia  of  childhood  10 
Edematous  Slates:  To  induce  a diuresis  or  remission  of  proteinuria  in  the  nephrotic 
syndrome,  without  uremia,  of  the  idiopathic  type  or  that  due  to  lupus  erythematosus. 

11,  Miscellaneous:  Tuberculous  meningitis  with  subarachnoid  block  or  impending 
block  when  concurrently  accompanied  by  appropriate  antituberculous  chemotherapy. 
Systemic  dermatomyositis  (polymyositis) 

CONTRAINDICATIDNS:  Systemic  fungal  infections 

WARNINGS:  In  patients  on  corticosteroid  therapy  subiected  to  unusual  stress,  in- 
creased dosage  of  rapidly  acting  corticosteroids  before,  during,  and  after  the  stressful 
situation  IS  indicated. 

Corticosteroids  may  mask  some  signs  of  infection  and  new  infections  may  appear 
during  their  use  There  may  also  be  decreased  resistance  and  inability  to  localize  infec- 
tion. Prolonged  use  may  enhance  the  establishment  ot  secondary  ocular  infections  due 
to  fungi  or  viruses. 

Since  adequate  human  reproductive  studies  have  not  been  done,  the  use  in  preg- 
nancy, nursing  mothers  or  women  of  childbearing  potential  requires  that  the  possible 
benefits  be  weighed  against  the  potential  hazards  to  the  mother  and  the  embryo  or 
fetus.  Infants  should  be  observed  for  signs  of  hypoadrenalism. 

Average  and  large  doses  of  hydrocortisone  or  cortisone  can  cause  elevation  of  blood 
pressure,  salt  and  water  retention,  and  increased  excretion  ot  potassium  These  effects 
are  less  likely  to  occur  with  the  synthetic  derivatives  except  when  used  m large  doses. 
Dietary  salt  restriction  and  potassium  supplementation  may  be  necessary  All  corticos- 
teroids increase  calcium  excretion. 

While  on  corticosteroid  therapy,  patients  should  not  be  vaccinated  against  small- 
pox. Dther  immunization  procedures  should  not  be  undertaken  in  patients  who  are 
on  corticosteroids,  especially  on  high  dose,  because  of  possible  hazards  of  neuro- 
logical complications  and  a lack  of  antibody  response. 

The  use  of  corticosteroids  in  active  tuberculosis  should  be  restricted  to  those  cases 
of  fulminating  or  disseminated  tuberculosis  in  which  the  corticosteroid  is  used  for  the 
management  of  the  disease  in  coniunction  with  an  appropriate  antituberculous  regi- 
men. 


If  corticosteroids  are  indicated  in  patients  with  latent  tuberculosis  or  tuberculin  reac- 
tivity, close  observation  is  necessary  as  reactivation  of  the  disease  may  occur.  During 
prolonged  corticosteroid  therapy,  these  patients  should  receive  chemoprophylaxis 
PRECAUTIONS:  Hormone  therapy  is  an  adjunct  to,  and  not  a replacement  for,  conven- 
tional therapy. 

Dosage  should  be  individualized  according  to  the  severity  of  the  disease  and  the 
response  ot  the  patient.  As  soon  as  a satisfactory  clinical  response  is  obtained,  the 
daily  dose  should  be  reduced,  either  to  termination  of  treatment  or  to  the  minimal  effec- 
tive maintenance  dose  level.  The  lowest  possible  dose  should  be  used  and  when  reduc- 
tion in  dosage  is  possible,  the  reduction  should  be  gradual  if  the  drug  has  been 
administered  for  more  than  a few  days.  If  a period  of  spontaneous  remission  occurs  m 
a chronic  condition,  treatment  should  be  discontinued. 

Drug-induced  secondary  adrenocortical  insufficiency  may  be  minimized  by  gradual 
reduction  of  dosage.  This  type  of  relative  insufficiency  may  persist  for  months  after  dis- 
continuation of  therapy:  therefore,  in  any  situation  of  stress  occurring  during  that 
period,  hormone  therapy  should  be  reinstituted  Since  mineralocorticoid  secretion  may 
be  impaired,  salt  and/or  a mineralocorticoid  should  be  administered  concurrently 
There  is  an  enhanced  effect  of  corticosteroids  on  patients  with  hypothyroidism  and  in 
those  with  cirrhosis. 

Corticosteroids  should  be  used  cautiously  in  patients  with  ocular  herpes  simplex 
because  of  possible  corneal  perforation 

Psychic  derangements  may  appear  or  existing  emotional  instability  or  psychotic  ten- 
dencies may  be  aggravated  by  corticosteroids. 

Aspirin  should  be  used  cautiously  in  conjunction  with  corticosteroids  in  hypo- 
prothrombinemia.. 

Steroids  should  be  used  with  caution  in  nonspecific  ulcerative  colitis,  if  there  is  a 
probability  of  impending  perforation,  abscess  or  other  pyogenic  infection,  diverticulitis: 
fresh  intestinal  anastomoses:  active  or  latent  peptic  ulcer;  renal  insufficiency;  hyperten- 
sion: osteoporosis:  and  myasthenia  gravis. 

Growth  and  development  of  infants  and  children  on  prolonged  corticosteroid  therapy 
should  be  carefully  observed 

Blood  pressure,  body  weight,  routine  laboratory  studies,  including  2-hour  postpran- 
dial blood  glucose  and  serum  potassium,  and  a chest  X-ray  should  be  obtained  at  regu- 
lar intervals  during  prolonged  therapy  Upper  Gl  X-rays  are  desirable  in  patients  with 
known  or  suspected  peptic  ulcer  disease. 

ADVERSE  REACTIDNS:  Fluid  and  Electrolyte  Disturbances.  Sodium  retention,  fluid  re- 
tention. congestive  heart  failure  m susceptible  patients,  potassium  loss,  hypokalemic 
alkalosis,  hypertension  Musculoskeletal.  Muscle  weakness:  steroid  myopathy,  loss  of 
muscle  mass:  osteoporosis:  vertebral  compression  fractures:  aseptic  necrosis  of 
femoral  and  humeral  heads:  pathologic  fracture  of  long  bones  Gastrointestinal.  Peptic 
ulcer  with  possible  perforation  and  hemorrhage,  pancreatitis:  abdominal  distention,  ul- 
cerative esophagitis  Dermatologic.  Impaired  wound  healing:  thin  fragile  skin,  pe- 
techiae  and  ecchymoses,  facial  erythema:  increased  sweating  May  suppress  reactions 
to  skin  tests  Neurological.  Increased  intracranial  pressure  with  papilledema  (pseudo- 
tumor cerebri)  usually  after  treatment.  Convulsions:  vertigo;  headache.  Endocrine. 
Development  of  Cushingoid  state,  suppression  of  growth  in  children;  secondary  adren- 
ocortical and  pituitary  unresponsiveness,  particularly  in  times  of  stress,  as  in  trauma, 
surgery  or  illness:  menstrual  irregularities:  decreased  carbohydrate  tolerance,  manifes- 
tations ot  latent  diabetes  mellitus;  increased  requirements  for  insulin  or  oral  hypoglyce- 
mic agents  in  diabetics,  Dphihalmic.  Posterior  subcapsular  cataracts:  increased 
intraocular  pressure:  glaucoma,  exophthalmos  Metabolic.  Negative  nitrogen  balance 
due  to  protein  catabolism 

DOSAGE  AND  ADMINISTRATION:  The  initial  dosage  may  vary  from  4 to  48  mg  per  day. 
Requirements  are  variable  and  must  be  individualized  on  the  basis  of  the  disease 
under  treatment  and  the  response  of  the  patient.  The  proper  maintenance  dosage 
should  be  determined  by  decreasing  the  initial  dosage  in  small  decrements  at  appropri- 
ate time  intervals  until  the  lowest  dosage  which  will  maintain  an  adequate  clinical 
response  is  reached.  It  after  long-term  therapy  the  drug  is  to  be  stopped,  it  is  recom- 
mended that  It  be  withdrawn  gradually  rather  than  abruptly 

ALTERNATE-DAY  THERAPY  (ADT):  ADT  is  a corticosteroid  dosing  regimen  in  which 
twice  the  usual  daily  dose  of  corticoid  is  administered  every  other  morning  The  pur- 
pose of  this  mode  of  therapy  is  to  provide  the  patient  requiring  long-term  phar- 
macologic dose  treatment  with  the  beneficial  effects  of  corticoids  while  minimizing 
certain  undesirable  effects  including  pituitary-adrenal  suppression,  the  Cushingoid 
state,  corticoid  withdrawal  symptoms,  and  growth  suppression  in  children 
Medrol  (methylprednisolone)  or  other  short-acting  (producing  adrenocortical  sup- 
pression for  1'/)  to  I'/z  days  following  a single  dose)  corticoids  are  recommended  for 
ADT.  Complete  control  ot  symptoms  will  not  be  possible  in  all  patients.  When  consider- 
ing this  mode  ot  therapy,  keep  in  mind  the  basic  principles  and  indications  for  cortico- 
steroid therapy  The  benefits  of  ADT  should  not  encourage  the  indiscriminate  use  of 
steroids, 

SUPPLIED:  2 mg  — in  bottles  of  30  and  100  scored  tablets.  4 mg— in  bottles  ot  30,  100 
and  500  scored  tablets  and  in  21  scored  tablet  Dosepak'"  . 16  mg-in  bottles  ot  50 
scored  tablets  and  in  14  scored  tablet  ADT  Pak®  (formerly  Alternate  Daypak®). 

MEDB-8-S(MAG) 

FDR  ADDITIDNAL  PRDDUCT  INFORMATIDN,  CDNSULT  THE  PACKAGE  INSERT  OR 
SEE  YOUR  UPJOHN  REPRESENTATIVE.  J 3748  4 July,  1974 


Short-term,  adjunctive, 
corticosteroid  therapy 

Medrol  4 mg  Dosepak" 

(methylprednisolone ) ®1974  The  Up|ohn  Company 


Upjohn 


The  Upjohn  Company.  Kalamazoo.  Michigan  49001 


THE  DIAGNOSTIC  CLINIC  OF  SAN  ANTONIO.  P.A. 


4647  MEDICAL  DRIVE  SAN  ANTONIO,  TEXAS  78284 


JIM  0.  BAUER,  M.D. 
Gastroenterology 

RAYMOND  S.  BORSHEIM,  M.D 
Internal  Medicine 

JAMES  I.  COUGHLIN,  M.D. 
Nephrology 

JAMES  M.  DUNCAN,  M.D. 
Gastroenterology 

DERMATOLOGY 

ARTHUR  W.  RICHARDSON,  M.D. 


RADIOLOGY 
JOSE  M.  CHAO,  M.D. 


INTERNAL  MEDICINE 

BERNARD  T.  FEIN,  M.D. 

Allergy  - Immunology 

LEOPOLDO  LAPUERTA,  M.D. 
Chest  Diseases 

CHARLES  J.  LERNER,  M.D. 
Infectious  Diseases 

CHARLES  H.  MIMS,  M.D. 
Oncology 

NEUROLOGY 

MORRIS  H.  LAMPERT,  M.D. 
MICHAEL  ZUFLACHT,  M.D. 


JAMES  D.  O'KEEFE,  M.D. 
Cardiology 

JAMES  R.  O’NEILL,  M.D. 
Cardiology 

BARRY  A.  PORTNOY,  M.D. 
Hematology 

SYDNEY  SCHIFFER,  M.D. 

Diabetes  - Endocrinology 

PSYCHIATRY 

WILLIAM  B.  DONOVAN,  M.D. 
WILLIARD  C.  SCHWARTZ,  M.D. 

WHEELER  E.  LAIRD,  Administrator 
(512)  696-5420 


^Wliat^^xas  doctors 
need,  is  ^ ^gent 
who  specializes 
in^^pr^tiee 

^iabilit^C 


Physician  Equipment  Floaters 
20—30%  Savings  on  Fire  Insurance 


CALL  US  PERSON-TO-PERSON 
COLLECT  OR  HAVE  YOUR  AGENT  CALL 


One  of  the  largest  writers  of 

Malpractice  Liability  in  Texas! 

One  Million  Dollar  Umbrella  Limits 

Russell  Grace,  C.P.C.U.  2304  West  Seventh  Street 

Ft.  Worth:  817/332-9268  Fort  Worth,  Texas  76107 

Dallas:  214/429-1500  Telex:  758258 
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COMING 

MEETINGS 


AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 

NEW  MEXICO  CHAPTER 

The  American  Academy  of  Family  Physicians,  New  Mexico 
Chapter,  will  sponsor  the  18th  Annual  Ruidoso  Summer  Clinic 
in  Ruidoso,  NM.  Dates  of  the  meeting  are  Jul  14-17,  1975. 

Contact:  Bob  Reid,  Exec  Sec,  PO  Box  456,  Sunland  Park,  NM 
88063. 


CURRENT  MEETINGS  IN  TEXAS 


TEXAS  PHARMACEUTICAL  ASSOCIA- 
TION, El  Paso.  Jul  20-23,  1975.  96th  An- 
nual Meeting  and  Exhibit.  Contact:  Paul 
F Trantham,  3B12  Oak  Haven  Dr,  Fort 
Worth  76119. 


CURRENT  NATIONAL  MEETINGS 


ROCKY  MOUNTAIN  CANCER  CONFERENCE 

Jul  18  and  19  are  the  dates  of  the  Rocky  Mountain  Cancer  Con- 
ference. The  Conference  will  be  held  at  the  BroitTi  Palace  Hotel 
in  Denver.  Sponsors  of  the  meeting  are  the  Colorado  Division 
of  the  American  Cancer  Society  and  the  Colorado  Medical  So- 
ciety. The  general  subject  under  consideration  will  be  paraneo- 
plastic syndromes. 

Contact:  Mrs.  Nancy  C Mogan,  Conference  Coordinator,  1809 
E 18th  Ave,  Denver  80218. 


NATIONAL  GRADUATE  UNIVERSITY 

The  National  Graduate  University  announces  its  1975  courses 
on  improving  the  quality  of  long-term  care  for  aging  and  handi- 
capped persons.  The  course  will  be  presented  Jul  22-24  at  Writ- 
ers’ Manor,  Denver;  and  Jul  29-31  at  the  Towne  House  Hotel, 
San  Francisco.  Signing  in  begins  at  8 am  each  morning.  Classes 
are  held  from  8:30-5:00. 

Contact:  Division  of  Special  Studies,  3408  Wisconsin  Ave,  NW, 
Washington,  DC  20016. 


AMERICAN  MEDICAL  ASSOCIATION, 
Minneapolis,  Jul  26-27,  1975.  New  program 
of  regional  continuing  education.  Includes 
eight  courses:  dermatology  for  non-der- 
matologists: infectious  diseases  and  anti- 
biotics: basic  and  advanced  life  support- 
cardiopulmonary  resuscitation:  fluid  and 
electrolyte  balance:  venereal  diseases:  pul- 
monary function  and  blood  gases:  basic 
electrocardiography:  human  sexuality.  Con- 
tact: Dept  of  Scientific  Assembly,  535  N 
Dearborn  St,  Chicago  60610. 


ENGINEERING  SUMMER  CONFER- 
ENCES, dealing  with  cost  containment  in 
hospitals,  Ann  Arbor,  Mich,  Jul  21-25, 
1976.  Designed  for  industrial  engineers, 
administrators,  assistant  administrators, 
controllers,  consultants,  others  involved  in 
cost  containment.  Topics  include  admis- 
sions scheduling  and  control  systems,  pre- 
admission testing  and  early  testing  iJro- 
grams,  radiology  facilities  operation  and 
planning,  nurse  scheduling  and  manage- 
ment control  programs,  utilization  review 
systems,  implementing  change  in  hospitals. 
Fee,  $300.  Contact:  Engineering  Summer 
Conferences,  400  Chrysler  Center.  North 
Campus,  The  University  of  Michigan,  Ann 
Arbor,  Mich  48105. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  p 41. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


OTHER  JULY  MEETINGS 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
NEW  MEXICO  CHAPTER,  Ruidoso,  NM,  Jul  14-17, 
1976.  Bob  Reid,  Exec  Sec,  PO  Box  466,  Sunland  Park, 
NM  88063. 

AMERICAN  MEDICAL  TENNIS  ASSOCIATION,  Seat- 
tle, Jul  27-Aug  1,  1976.  Bill  Drake,  Exec  Dir,  PO  Box 
183,  Alton,  111  62002. 

AMERICAN  ORTHOPAEDIC  SOCIETY  FOR  SPORTS 
MEDICINE,  New  Orleans,  Jul  27-30,  1976.  Dr.  Leslie 
M Boduar,  Sec,  328  N Michigan  St,  South  Bend,  Ind 
46601. 

INDIANA  UNIVERSITY.  INSTITUTE  FOR  SEX  RE- 
SEARCH, INC,  Bloomington,  Ind,  Jul  23-Aug  1,  1976.  Ruth 
Beasley,  Chairperson,  Summer  Program  Committee,  In- 
diana University,  Institute  for  Sex  Research.  Inc,  Mor- 
rison Hall  416,  Bloomington,  Ind  47401. 

INTERNATIONAL  DOCTORS  IN  ALCOHOLICS  ANON- 
YMOUS. Palm  Beach,  Fla,  Jul  31-Aug  3,  1976.  Dr. 
Lewis  K Reed,  Sec,  1960  Volney  Rd,  Youngstown,  Ohio 
44611. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver. 
Jul  18-19,  1976.  F C Schmidt.  Exec  Off,  1809  E 18th 
Ave,  Denver  80202. 

SYMPOSIUM  ON  UNDERWATER  PHYSIOLOGY,  San 
Diego,  Calif,  Jul  6-10,  1976.  Secretariat.  Sixth  Sympo- 
sium on  Underwater  Physiology,  9660  Rockville  Pike, 
Bethesda,  Md  20014. 


AUGUST 

AMERICAN  ACADEMY  OF  CLINICAL  TOXICOLOGY, 
Kansas  City,  Mo,  Aug  8-10,  1976.  LTC  Walter  J Decker, 
MSC,  US  Army  Medical  Laboratory,  Fort  Sam  Houston, 
San  Antonio  78234. 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago.  Aug 
18-21,  1976.  840  N Lake  Shore  Dr,  Chicago  60611. 

AMERICAN  ASSOCIATION  OF  FOUNDATIONS  FOR 
MEDICAL  CARE.  San  Francisco,  Aug  8-13,  1976.  PO 
Box  230,  Stockton,  Calif  96201. 

AMERICAN  RHINOLOGIC  SOCIETY,  Kansas  City.  Mo. 
Aug  17-23,  1976.  Dr.  Pat  A Barelli,  Sec,  4177  Broadway, 
Kansas  City.  Mo  64111. 

ASPEN  MUSHROOM  CONFERENCE.  Aspen.  Colo.  Aug 
11-16,  1976.  Registration  Division,  3300  S Wabash  Court. 
Denver  80231. 

ASSOCIATION  OF  PHILIPPINE  PRACTICING  PHYS- 
ICIANS IN  AMERICA.  San  Francisco,  Aug  14-17, 
1976.  Lucito  G Gamboa,  Exec  Dir,  36  Bradford  Lane, 
Oak  Brook,  111  60621. 

INSTITUTE  OF  GERONTOLOGY,  Ann  Arbor,  Mich, 
Aug  13-16,  1976.  Conference  Coordinator,  Institute  of 
Gerontology,  University  of  Michigan,  643  Church  St, 
Ann  Arbor,  Mich  48104. 

NATIONAL  MEDICAL  ASSOCIATION,  Miami  Beach. 
Fla,  Aug  10-16,  1976.  Dr.  E Leon  Cooper,  Acting  Exec 
Dir,  2109  East  St  NW,  Washington,  DC  20037. 


SEPTEMBER 

AMERICAN  ASSOCIATION  OF  ELECTROMYOGRA- 
PHY AND  ELECTRODIAGNOSIS,  Rochester,  Minn. 
Sep  21-24,  1976.  Dr.  W C Wiederholt,  Sec-Treas,  7010 
Via  Valverde,  La  Jolla,  Calif  92037. 

AMERICAN  MEDICAL  ASSOCIATION  CONGRESS  ON 
OCCUPATIONAL  HEALTH.  Cincinnati.  Sep  29-30.  1976. 
Dept  of  Environmental,  Public  and  Occupational  Health, 
536  N Dearborn  St,  Chicago  60610. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Atlanta,  Sep 
30-Oct  3,  1976.  Dr.  James  F Martin,  Sec  and  Exec  Off, 
300  S Hawthorne  Rd,  Winston-Salem,  NC  27103. 

INTERNATIONAL  COLLEGE  OF  PSYCHOSOMATIC 
MEDICINE,  Rome/Sicily,  Sep  16-29,  1976.  Dr.  Adam  J 
Krakowski,  Sec,  210  Cornelia  St.  Suite  103,  Plattsburg, 
NY  12901. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS, 
Houston,  Sep  13-17,  1975.  Donald  C Jackson,  Exec  Off, 
1906  N Lamar,  Austin  78706. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Corpus 
Christi,  Sep  20-21,  1976.  Mrs.  Mary  Jones.  1906  N 
Lamar,  Austin  78706. 

AMERICAN  ACADEMY  FOR  CEREBRAL  PALSY.  New 
Orleans,  Sep  24-28,  1976.  James  E Bryan,  Exec  Sec, 
1266  New  Hampshire  Ave  NW,  Suite  1030,  Washington, 
DC  20036. 

■ AMERICAN  ACADEMY  OF  OPHTHALMOLOGY 
AND  OTOLARYNGOLOGY,  Dallas,  Sep  21-25,  1976.  Dr. 
C M Kos,  Exec  Sec-Treas.  15  Second  St  SW,  Rochester, 
Minn  65901. 


OCTOBER 

AMBULANCE  SOCIETY  OF  AMERICA,  Omaha,  Oct 
9-10,  1975.  230  E 5th  St,  St.  Paul  66101. 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
Chicago,  Oct  6-9,  1975.  1740  W 92nd  St,  Kansas  City, 
Mo  64114. 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMU- 
NOLOGY AND  ALLERGY,  Palm  Springs,  Calif.  Oct 
15-19,  1975.  PO  Box  912,  DTS,  Omaha  68101. 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY 
THERAPY.  Anaheim,  Calif.  Oct  31-Nov  6,  1976.  7411 
Hines  Place,  Dallas  76236. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSI- 
CIANS. Las  Vegas,  Nev,  Oct  7-9,  1976.  A E Auer,  Exec 
Off,  241  E Saginaw,  East  Lansing,  Mich  48823. 

AMERICAN  COLLEGE  OF  SURGEONS.  San  Francisco, 
Oct  13-17,  1975.  65  E Erie  St,  Chicago  60611. 

■ AMERICAN  DIETETIC  ASSOCIATION,  San  Antonio, 
Oct  20-24,  1976.  Clara  Zempel,  RD,  Exec  Dir,  430  N 
Michigan  Ave,  Chicago  60611. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SO- 
CIETY, Mexico  City,  Oct  16-18,  1976.  Mrs.  Margaret  H 
Henry,  Exec  Off,  4137  Erie  St,  Willoughby,  Ohio  44094. 
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AMERICAN  GROUP  PRACTICE  ASSOCIATION.  Hono- 
lulu, Oct  27-31,  1975.  20  S Quaker  Lane,  Alexandria, 
Va  22313. 

AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  SUNLIGHT  AND  HEALTH,  New  York,  Oct  20-21, 
1975.  Dept  of  Drugs,  535  N Dearborn  St,  Chicago  60610. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  Miami 
Beach,  Fla,  Oct  12-17,  1976.  Mrs.  Mary-j  Waterstraat, 
RRA,  Exec  Dir,  211  E Chicago  Ave,  Chicago  60611. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE, 
Portland,  Ore,  Oct  3-4,  1976.  635  Central  Tower  Bldg, 
703  Market  St,  San  Francisco  94103. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  Toronto,  Oct  19-24,  1975. 

D F Whaley,  CAE,  Exec  Off,  29  E Madison,  Chicago 
60602. 

■ ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  Dallas,  Oct  13-16,  1975. 

Dr.  Chester  E.  Cook,  Pres,  PO  Box  2699,  Dallas  78421. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  San  Francisco,  Oct  8-11,  1975.  Mrs.  Virginia 
E Bryant,  Exec  Sec,  333  W Thomas  Rd,  Suite  #207, 
Phoenix,  Ariz  85013. 

PURDUE  DEFIBRILLATION  CONFERENCE,  Lafayette, 
Ind,  Oct  1-3,  1975.  Division  of  Conferences  and  Continua- 
tion Services,  Stewart  Center,  Purdue  University,  West 
Lafayette,  Ind  47907. 

SOCIETY  FOR  CLINICAL  AND  EXPERIMENTAL 
HYPNOSIS,  Chicago,  Oct  7-12,  1975.  Mrs.  Marion  Kenn, 
Admin  Sec,  205  W End  Ave,  Apt  IP,  New  York  10023. 

■ SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Houston, 
Oct  4-7,  1975.  A S Brentwell,  Exec  Off,  PO  Box  10387, 
Raleigh,  NC  27605. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Fort  Worth, 
Oct  17-18,  1975.  Dr.  William  F Spiller,  5000  Montrose, 
Suite  110,  Houston  77006. 

■ TEXAS  MEDICAL  ASSOCIATION.  Austin,  Oct  3-5, 

1975.  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar 
Blvd,  Austin  78701. 

WORLD  MEDICAL  ASSOCIATION,  Tokyo.  Oct  5-11, 

1976.  Miss  Margaret  L Natwick,  Exec  Off,  10  Columbus 
Circle,  New  York  10019. 


NOVEMBER 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Atlanta,  Nov  16-21,  1976. 

Creston  C Herold,  Exec  Off,  30  N Michigan  Ave,  Chi- 
cago 60602. 

AMERICAN  ASSOCIATION  OF  GYNECOLOGICAL 
LAPAROSCOPISTS,  Las  Vegas,  Nev,  Nov  20-23,  1976. 
Dr.  Jordan  M Phillips,  Pres,  11239  S Lakewood  Blvd, 
Downey,  Calif  90241. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Boston,  Nov  16-21,  1976.  Joseph  J 

Garvey,  Exec  Off,  2317  W Jefferson  St,  Joliet,  111 
60435. 


AMERICAN  CANCER  SOCIETY,  INC,  New  York,  Nov 
5-7,  1975.  Lane  W Adams,  Exec  Off,  219  E 42nd  St, 
New  York  10017. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE, Atlanta,  Nov  16-21,  1975.  Creston  C Herold,  Exec 
Dir,  30  N Michigan  Ave,  Chicago  60602. 

AMERICAN  FRACTURE  ASSOCIATION,  Bal  Harbour, 
Fla,  Nov  16-20,  1975.  Dr.  H W Wellmerling,  Sec-Gen, 
600  Livingston,  Bloomington,  111  61701. 

■ AMERICAN  HEART  ASSOCIATION,  Dallas,  Nov 
18-22,  1975.  W W Moore,  Exec  Off,  44  E 23rd  St,  New 
York  10010. 

AMERICAN  MEDICAL  ASSOCIATION,  Honolulu,  Nov 
29-Dec  4,  1975.  635  N Dearborn,  Chicago  60610. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION, 
Tucson,  Ariz,  Nov  6-9,  1975.  Lorraine  Loesel,  Exec 

Off,  1740  Broadway,  New  York  10019. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  San  Juan.  PR, 
Nov  5-8,  1975.  Dr.  Warren  R Lang,  Sec-Treas,  Health 
Sciences  Center,  130  S 9th  St,  Suite  1006,  Philadelphia 
19107. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Washington,  DC,  Nov  1-6,  1975.  Dr.  John  A D Cooper, 
Pres,  One  Dupont  Circle,  NW,  Washington,  DC  20036. 

CONGRESS  OF  RADIOLOGY,  Manila,  Philippines, 
Nov  10-14,  1975.  The  Institute  for  Continuing  Educa- 
tion. PO  Box  11083,  Richmond,  Va  23230. 

NATIONAL  CONFERENCE  ON  PHYSICIANS, 
SCHOOLS  AND  COMMUNITIES,  Chicago,  Nov  20-21, 
1975.  536  N Dearborn,  Chicago  60610. 

RADIOLOGICAL  SOCIETY  OP  NORTH  AMERICA, 
Chicago,  Nov  30-Dec  6,  1976.  Adele  Swenson,  Exec  Dir, 
One  MONY  Plaza,  Syracuse,  NY  13201. 

SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla,  Nov  16-19,  1976.  Mr.  Robert  F Butts,  Exec  Dir, 
2601  Highland  Ave,  Birmingham,  Ala  36205. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Nov  4-6,  1976.  R M Todd,  Sec,  8226  Douglas,  Dallas 
75225. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Nov  8-9, 
1975.  C Lincoln  Williston,  Exec  Dir,  1801  N I.amar  Blvd, 
Austin  78701. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  San 
Francisco,  Dec  6-11,  1976.  Dr.  John  M Shaw,  Sec-Treas 
and  Exec  Off,  1116  S Fifth  Ave,  Tacoma,  Wash  98406. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  Hono- 
lulu, Dec  6-9,  1975.  Dr.  Jesse  L Ray,  1616  N Lake  Shore 
Dr,  Chicago  60610. 

SOUTHERN  SURGICAL  ASSOCIATION.  Hot  Springs, 
Va,  Dec  8-10,  1976.  Dr.  W D Warren,  Sec,  Emory  Uni- 
versity, Atlanta  30033. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec  4-6,  1976.  Dr.  Robert  D Bone,  Sec-Treas, 
Box  841,  Corsicana  75110. 
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Bothoftet 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  fre 
and/or  severity  of  grand  mal  seizur 
require  increased  dosage  of  standai 
convulsant  medication;  abrupt  with 
may  be  associated  with  temporary  i 
crease  in  frequency  and/or  severity 
seizures.  Advise  against  simultanec 
gestion  of  alcohol  and  other  CNS  de 
sants.  Withdrawal  symptoms  (simil. 
those  with  barbiturates  and  alcohol 
occurred  following  abrupt  discontir 
(convulsions,  tremor,  abdominal  an 
cle  cramps,  vomiting  and  sweating) 
addiction-prone  individuals  under  c 


ccording  to  her  major 
oms,  she  is  a psychoneu- 
)atient  with  severe 
y.  But  according  to  the 
ption  she  gives  of  her 
gs,  part  of  the  problem 
aund  like  depression. 

; because  her  problem, 
igh  primarily  one  of  ex- 
je  anxiety,  is  often  accom- 
i by  depressive  symptom- 
;y.  Valium  (diazepam) 
ovide  relief  for  both— as 
cessive  anxiety  is  re- 
, the  depressive  symp- 
issociated  with  it  are  also 
relieved. 

here  are  other  advan- 
:n  using  Valium  for  the 
gement  of  psychoneu- 
inxiety  with  secondary 
ssive symptoms:  the 
otherapeutic  effect  of 
n is  pronounced  and 
This  means  that  im- 
ment  is  usually  apparent 


in  tne  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addl 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


(diazepam) 

2-mg,  5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


llance  because  of  their  predisposi- 
habituation  and  dependence.  In 
ancy,  lactation  or  women  of  child- 
g age,  weigh  potential  benefit 
;t  possible  hazard, 
jtions:  If  combined  with  other  psy- 
fipics  or  anticonvulsants,  consider 
illy  pharmacology  of  agents  em- 
i;  drugs  such  as  phenothiazines, 
tics,  barbiturates,  MAO  inhibitors 
her  antidepressants  may  potentiate 
ion.  Usual  precautions  indicated  in 
ts  severely  depressed,  or  with  latent 
ssion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug,  iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


nnniirX  Laboratories 

RDCHE  y Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  New  Jersey  07110 


500341 


One  contains  aspirin. 
One  doesn’t. 


Darvocet-N*’  100 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Darvon^ 

Compound-65 

65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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Practical  management 
of  high-risk  pregnancy 


0.  Scott  Hume,  MD,  MPH 

Since  the  early  1960s  the  literature  has 
abounded  with  articles  on  care  of  the  high- 
risk  gravida  and  newborn. i ^ ^ These 
reflect  medical  and  technological  advances 
as  well  as  clinical  and  laboratory  research. 

Little  has  been  written  to  help  the  prac- 
ticing physician  to  know  which  of  these  ad- 
vances are  applicable  to  his  or  her  own  ob- 
stetrical practice.  Moreover,  many  ad- 
vances influencing  pregnancy  outcome  are 
in  the  approach  to  health  care,  and  not  in 
technology. 

This  article  places  these  advances  in 
perspective  so  that  the  community  physi- 
cian can  construct  a rational  and  practical 
approach  to  managing  high-risk 
pregnancies. 

Screening  and  Identifying  the 
High-Risk  Pregnancy 

The  goal  of  the  obstetrician  today,  as  it  has 
always  been,  is  to  deliver  a healthy  mother 
of  a healthy  newborn.  Anticipation  and 
prevention  of  illness  and  catastrophe  is  im- 
plicit in  this  goal,  but  may  not  be  feasible 
for  an  entire  patient  population. 

Because  of  efforts  during  the  past  de- 
cade, there  developed  the  concept  that 
many  newborns  requiring  specialized  care 
after  birth  can  be  identified  before  birth. 
Various  scoring  systems  and  indices  of 
“high  risk”  have  been  established  and 
described. 17  jf^g  rationale  is  that  by 
using  such  identification  systems  one 
might  be  able  to  focus  on  a minority  of 
antenatal  patients  who  will  have  the  ma- 
jority of  complications.  An  untested  corol- 
lary is  that  low-risk  patients  may  not  re- 
quire the  extensive  and  often  costly  care 
required  by  the  high-risk  group. 

Some  general  observations  can  be  made 
about  high-risk  indices.  First,  the  system 
must  be  suitablefor  the  patient  population. 
A scoring  system  or  high-risk  index  suitable 


for  the  urban  Northeast  may  be  inappro- 
priate for  rural  Texas.  Many  complicating 
factors  such  as  inadequate  maternal  nutri- 
tion, maternal  anemia,  prenatal  infectious 
diseases,  diabetes,  rheumatic  heart  dis- 
ease, etc,  vary  significantly  among  differ- 
ing obstetrical  populations.  For  example, 
routine  electrocardiography  might  be 
justifiably  proposed  for  an  area  with  a high 
prevalence  of  rheumatic  disease;  however, 
routine  stool  examination  for  ova  and  para- 
sites for  that  same  population  might  be 
inappropriate  because  of  a low  prevalence 
of  parasitic  infestation. 

Accordingly,  indices  of  risk  must  be  es- 
tablished for  one’s  own  patients.  Reviewing 
past  obstetrical  records  and  tabulating 
complications  detected,  particularly  among 
those  pregnancies  with  suboptimal  out- 
come, can  serve  to  characterize  one’s  an- 
tenatal population.  The  finding,  for  exam- 
ple, that  20%  of  one’s  patients  were  ad- 
mitted in  labor  with  a hemoglobin  value  of 
less  than  lOgm/100  ml,  and  that  one-third 
of  these  required  transfusion  duringtheir 
hospital  stay  would  underscore  anemia  as 
a significant  problem  requiringa  “high- 
risk”  approach. 

Inadequate  maternal  nutrition  reflected 
by  low,  pre-pregnant  maternal  weight  as 
well  as  insufficient  maternal  weight  gain  by 
20  weeks  of  gestation  is  strongly  associat- 
ed with  prematurity."^  However,  before  “in- 
corporating a nutritionist  into  the  prenatal 
team”  one  should  review  the  antenatal 
records.  If  only  a few  patients  have  such 
a history  of  dysfunctional  nutrition,  such  a 
costly  team  member  may  not  be  justified. 

Another  example  of  determining  what  is 
appropriate  for  one’s  own  obstetric  popula- 
tion relates  to  the  use  of  amniocentesis, 
particularly  for  fetal  maturity  determina- 
tion. Some  have  recommended  the  deter- 
mination of  a lecithin/sphingomyelin  (L/S) 
ratio  in  amniotic  fluid  before  all  elective 
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HIGH  RISK  SCORE 


Name- 


Hospital  No.- 
I.  Age 


-IMP. — 
-Gravida- 


-EDC- 
- Para- 


-Ab's 


Under  15 

20 

Marital 

Parity 

15-19 

10 

Single 

10 

0 10 

20-29 

0 

Separated 

5 

1-3  0 

30-34 

5 

Married 

0 

4-7  5 

35-39 

10 

7+  10 

Over  40 

20 

Social 

Broken 

Pre-Conception 

Trimester 

of  Registration 

Appointments 

Desirability 

Contraception 

1st 

0 

0-1 

0 

Planned  0 

Bcp's  0 

2nd 

10 

2-4 

10 

Unplanned  10 

lUD  0 

3rd  a) 

28-34  wks 

20 

5- 

30 

Unwanted  30 

in  situ  30 

b) 

34+  wks 

30 

III.  Past  Obstetric  History: 

Abortions  Prematures  Fetal  Death 

1 5 1 10  1 10 

2 15  2+  30  2+  30 

3t  30  lUGR  20 

Prior  Delivery  History: 

Malpresentation  10 

Cesarean  section  30 

Abruptio  20 

Placenta  previa  20 

IV.  Medical  Obstetric  Disorders 


Neonatal 
Death 
1 10 
2+  30 


Oxytocin  stimulation 
Medical  induction 
Postpartum  hemorrhage 


Congenital 

Anomaly  Damaged  Infants 
1 10  Physical  10 

2+  30  Neurological  20 

HMD  20 

10  Low  Apgar  «6)  20 

10  Mid-pelvic  forceps  20 

20  Infection  10 

Hypertension, 


Systemic  Illnesses 

Endocrine 

Heart  Disease 

Chronic 

Acute,  mild 

5 

Diabetes — Class  A 20 

Class  I and 

a)  Mild 

20 

Acute,  serious 

10 

Over  Class  A 

30 

II 

10 

b)  Severe 

30 

Chronic,  mild 

5 

Definite  thyroid 

Class  III  & 

(meds) 

Chronic,  debilitating 

disease 

20 

IV 

20 

(meds) 

20 

Irregular  menses 

10 

Infertility  <2  yrs 

10 

>2  yrs 

20 

Nutrition 

Pre-Pregnancy  Weight 

Specific  Infections 

Anemia 

Rh 

Under  100 

20 

Urinary 

Hgb  10-11 

5 

Maternal 

100-110 

10 

Bacteriuria 

5 

Hgb  9-10 

10 

sensitization 

30 

110-180 

0 

Pyelonephritis 

Under  9 

20 

Prior  affected 

180+ 

10 

Past  history 

10 

Sickle-trait 

20 

neonate 

40 

Acetonuria 

20 

Current  Preg. 

20 

ss  or  sc 

30 

With  anemia 

30 

Above  with 

bacteriuria 

20 

Parasites 

5 

Weight  Gain 

Gonorrhea 

10 

Smoking 

<10#  at  20  wks 

20 

Syphilis 

10 

<1  pack/day 

10 

<20#  at  delivery 

10 

Vulvovaginitis 

5 

>2  pack/day 

20 

<10#  at  delivery 

20 

and  H/0  PROM 

10 

Alcohol, 

>30#  at  delivery 

10 

drug 

abuse 


30 


V.  Generative  Tract 

Prior  pelvic  surgery  20 

Definite  incompetent  cx  20 

Anomaly  10 

Uterine  disease 
(myoma,  septum)  20 

VI.  Fetal 

Multiple  Gestation  20 

Date-Exam  Disparity  10 

Post-Datism  042  wks)  20 

I.U.G.R. 

Suspected  10 

Definite  30 

VII.  Intrapartum 


Pelvis 

Borderline 

Contracted 


10 

30 


Threatened  Abortion 
1st  trimester  10 
2nd  trimester 
Decreased 
movement 


20 


20 


Premature  labor 

30 

Fever 

30 

Prolonged  active  phase 

20 

PROM  <12  hrs 

5 

Bleeding 

30 

Active  phase  arrest 

30 

>12  hrs 

10 

Hypertension 

Medical  induction 

20 

>24  hrs 

30 

Mild 

10 

Uterine  tetany 

10 

Malpresentation 

30 

Severe  (MgS04) 

30 

Meconium 

Unengaged  vertex 

30 

Dark 

20 

Light 

10 

Abnormal  FHR  pattern 

30 

VIII.  Delivery 

Date Apgar / 

Weight 

M ethod 

Neonatal  complications 

Maternal  complications 
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repeat  cesarean  sections.  Experience  sug- 
gests that  amniocentesis  in  late  pregnancy 
is  not  without  risk.®  When  performed  indis- 
criminately, it  may  produce  perinatal  mor- 
bidity and  mortality  rates  of  the  same  order 
as  that  produced  by  “elective”  inadvertent 
premature  delivery.  Although  the  labora- 
tory determination  of  the  L/S  ratio  need 
not  be  performed  locally,  the  ability  to  dif- 
ferentiate maternal  from  fetal  blood  on  an 
emergency  basis  is  a prerequisite  to  am- 
niocentesis. The  detection  of  fetal  blood  on 
amniocentesis  in  near-term  pregnancies 
may  require  prompt  delivery. 

A review  of  one’s  own  patient  population 
might  not  reveal  an  unacceptable  “elec- 
tive” prematurity  rate.  With  the  finding  of 
a 1 or  2%  iatrogenic  prematurity  rate  (in 
the  absence  of  amniocentesis  this  is  usual- 
ly 8to  10%)  L/S  ratios  priortoall  ab- 
dominal deliveries  may  not  be  indicated. 
Further  review  might  indicate  a higher 
iatrogenic  prematurity  rate  among  those 
whose  prenatal  care  began  after  the  first 
trimester.  Late-registering  patients  more 
frequently  cause  confusion  in  establishing 
a due  date.  Referral  to  a high-risk  center 
for  amniocentesis  might  be  an  alternative 
for  such  patients. 

Disastrous  prior  obstetrical  outcome 
does  seem  to  be  a uniform  index  of  high 
risk.  Prior  stillbirth,  repeated  abortions  or 
premature  deliveries,  prior  cesarean  sec- 
tion, hypertensive  disorders,  and  Rh  sensi- 
tization all  indicate  that  the  present  preg- 
nancy may  be  at  significant  risk. 

The  second  general  observation  about 
the  utilization  of  a scoring  system  or  index 
of  risk  concerns  the  significance  of  mul- 
tiple risk  factors.  The  concept  of  “repro- 
ductive insufficiency”  as  discussed  by 
Chefetz®  in  his  article  on  the  etiology  of 
cerebral  palsy  must  be  emphasized.  Some 
investigators  propose  that  risk  seems  to  be 
cumulative  with  multiple  factors  present, 
and  also  multiple  factors  may  be  synergis- 
tic. Thus,  excessive  weight  gain  in  the  ab- 


sence of  all  other  risk  factors  may  not  be 
cause  for  alarm.  However,  the  combination 
of  excessive  weight  gain,  obesity,  “border- 
line” hypertension,  and  the  prior  delivery 
of  a small-for-gestational-age  neonate  may 
be  ominous. 

The  ability  to  predict  morbidity  and  mor- 
tality applies  not  only  to  the  fetus  and 
neonate  but  also  to  the  mother.®  Most  of 
the  factors  used  in  predicting  risk  for  the 
fetus  also  have  predictive  value  in  alerting 
the  physician  to  the  possibility  of  maternal 
morbidity  and  mortality.  For  example,  the 
reported  incidence  of  cesarean  section  is 
greater  among  high-risk  than  among  low- 
risk  gravidas.^®  At  some  centers  this  rate 
approaches  20%.  High-risk  mothers, 
therefore,  are  more  likely  to  be  subjected 
to  the  risks  of  emergency  anesthesia  and 
surgery.  Hypotension,  aspiration,  hemorr- 
hage, postoperative  infection,  and  pul- 
monary complications  such  as  atelectasis, 
pneumonia,  and  embolization  are  frequent 
contributors  to  the  increased  morbidity 
seen  in  these  women.  Consequently,  one 
should  consider  both  the  psychological  and 
medical  preparation  of  high-risk  patients 
forthe  possibility  of  cesarean  section. 

Fig  1 indicates  the  index  system  used  at 
our  institution  forthe  identification  and 
evaluation  of  high-risk  pregnancies.  This 
is  a modification  of  the  high-risk  score  re- 
ported by  Aubrey  and  Nesbitt. 
purposes  in  instituting  such  a form  are  to 
provide  an  objective  method  of  assessing 
risk  with  a visual  representation  of  the  mul- 
tiplicity of  risk  factors,  and  to  force  the 
physician  to  evaluate  each  patient  system- 
atically. This  assessment  at  the  time  of  the 
first  prenatal  visit  encourages  the  physi- 
cian to  plan  the  management.  Reassess- 
ment of  each  patient  at  28  weeks'  gestation 
encourages  thorough  reevaluation  of  the 
course  of  the  gestation.  The  final  assess- 
ment on  entry  to  the  labor  and  delivery  unit 
enables  the  physician  and  the  labor  and 
delivery  nurses  to  plan  for  intrapartum 
management. 
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INFORMATION  SHEET  FOR  G-6-P-D  DEFICIENCY 

Our  blood  tests  have  indicated  that  you  have  G-6-P-D 
deficiency.  This  means  that  your  red  blood  cells  do  not  have 
enough  of  the  chemical  G-6-P-D  within  them.  Usually,  this 
does  not  cause  you  any  problems  unless  you  take  certain 
medicines.  Taking  any  of  the  medicines  listed  below  will 
result  in  your  becoming  anemic  (low  blood). 

G-6-P-D  deficiency  is  a problem  that  you  will  have  for  the 
rest  of  your  life.  It  will  not  go  away  and  you  should  always 
avoid  the  medicines  listed  below.  This  problem  is  inherited; 
that  means  you  inherited  this  problem  from  one  of  your 
parents,  and  it  is  possible  for  you  to  pass  this  on  to  your 
children. 

DO  NOT  TAKE  THESE  DRUGS: 

Aspirin 

Anacin 

Excedrin 

Vanquish  READ  ALL  LABELS  — 

Alka-Seltzer  Be  sure  they  do 

jyignol  not  contain  aspirin  or 

Darvon  Compound  acetaminophen  or  phenacetin 

Tonic  water 
Quinine,  Quinidine 
Sulfa  drugs,  such  as: 

Gantrisin,  Gantanol,  NegGram,  Kynex 
Furadantin,  Macrodantin,  Furazolidone 
Anti-malaria  drugs: 

Quinacrine,  Primaquine,  Pamaquine 
Vitamin  K 


Fig  2. 


Tests  and  Procedures  in  Management 
Prenatal 

1.  Appropriate  screening  tests  are  serolog- 
ic tests  for  rubella  and  syphilis,  Rh  sensi- 
tization screening,  and  in  some  patient 
populations  cervical  gonococcus  culturing. 
Experience  suggests  that  two  Rh  determin- 
ations be  performed  during  pregnancy  to 
avoid  the  possibility  of  laboratory  error  pre- 
venting identification  of  sensitized  infants, 
or  of  mothers  who  would  benefit  from  the 
administration  of  hyperimmune  globulin 
prophylactically  in  the  postpartum  period. 

2.  Hematologic  Testing:  An  initial  com- 
plete blood  count  followed  by  hematocrit 
or  hemoglobin  determinations  every  four 
to  six  weeks  will  facilitate  early  detection 
and  vigorous  therapy  for  antenatal  anemia. 
Nutritional  anemia  during  pregnancy  is  ex- 
ceedingly common  and  in  certain  geo- 
graphic areas  parasitic  infection,  particu- 
larly hookworm,  is  a potential  contributing 
factor.  The  Sickledex  offers  inexpensive 
and  reliable  screening  of  all  black  patients 
for  sickle  cell  disorders.  Approximately 
8%  of  all  black  gravidas  have  this  abnor- 
mal hemoglobin.  Gravidas  with  sickle  cell 
trait  may  show  painless  hematuria,  hypos- 
thenuria, a much  higher  frequency  of 
asymptomatic  bacteriuria  or  pyelonephri- 
tis, or  both,  and  perhaps  an  increased  ten- 
dency towards  hypertensive  disorders. 

Glucose-6-phosphate  dehydrogenase 
deficiency  is  estimated  to  occur  in  from  8 
to  18%  of  American  blacks.  Since  institut- 
ing routine  screening  of  all  our  black  gravi- 
das for  this  deficiency,  we  have  been  im- 
pressed by  the  high  yield  in  both  detection 
and  correction  of  drug- related  anemias. 

Fig  2 shows  the  drug  list  and  information 
form  that  we  developed  to  facilitate  coun- 
seling these  patients. 

The  strong  association  of  anemia  with 
postpartum  maternal  morbidity,  prematuri- 
ty, and  urinary  tract  infections  warrants  an 
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aggressive  program  of  detection  and  cor- 
rection of  anemia  in  pregnancy. 

3.  Asymptomatic  bacteriuria  occurs  in 

5 to  7%  of  obstetric  patients.  Symptomatic 
urinary  tract  infection  will  develop  in  upto 
one-fourth  of  this  group.  Laboratory  avail- 
ability and  costare,  however,  deterrents  to 
routine  screening  of  all  patients  for  asymp- 
tomatic bacteriuria.  Our  experience  does 
indicate,  however,  that  all  anemic  patients 
should  be  screened  routinely  for 
bacteriuria. 

4.  Forall  patients,  a Papanicolaou 
smeartaken  duringthe  initial  visit  is  essen- 
tial to  detect  cervical  atypia  and  malignan- 
cy. Colposcopy  has  largely  eliminated  the 
need  for  and  the  hazards  of  conization  of 
the  cervix  during  pregnancy.  Gravidas  with 
persistent  abnormalities  on  repeat  Papani- 
colaou smear  should  have  a colposcopic  ex- 
amination rather  than  a cervical  conization. 

5.  Estriols  or  other  maternal  estrogen 
determinations  are  problematic.  Patients 
whose  babies  have  retarded  growth  in  utero 
or  are  not  thriving  in  their  intrauterine  en- 
vironment often  have  low  levels  of  24-hour 
maternal  urinary  estrogen  on  serial  deter- 
minations. These  determinations  are  of 
greatest  value  when  performed  daily.  In- 
frequent collections  requiring  transport  to 
a regional  center  with  further  delay  in  the 
reporting  of  results  are  of  dubious  value. 
The  usefulness  of  this  determination  in  a 
community  setting  to  predict  fetal  jeopardy 
or,  more  importantly,  imminent  fetal  de- 
mise, is  therefore  quite  minimal. 

6.  The  oxytocin  challenge  test  has  much 
greater  usefulness  in  this  regard.  It  is  the 
most  reliable  of  the  various  tests  devised 
to  assess  fetal  tolerance  to  a transient  de- 
crease in  fetal  oxygen  supply.  Uterine  con- 
tractions, whether  spontaneous  or  induced 
by  a controlled  infusion  of  oxytocin,  result 
in  a transient  decrease  in  the  uterine  blood 
flow  and  thus  a transient  decrease  in  the 
oxygen  pressure  of  the  fetus.  The  oxygen 
pressure  of  a compromised  fetus  (that  is. 


a fetus  already  faced  with  compromised 
maternal-fetal  oxygen  exchange)  will  fall 
below  a critical  level,  resulting  in  postcon- 
traction fetal  bradycardia  detectable  with 
an  external  fetal  monitor.  A healthy  fetus, 
on  the  other  hand,  will  tolerate  this  tran- 
sient decrease  in  oxygen  supply  without 
postcontraction  bradycardia.  Ray,  Free- 
man, and  others^®  have  described  the  tech- 
niqueand  contraindications  of  this  test. 
Although  the  significance  of  a positive  oxy- 
tocin challenge  test  is  unresolved,  a well 
performed  test  with  a negative  result  may 
validly  be  interpreted  as  reassurance  that 
the  fetus  will  notdiefrom  placental  insuf- 
ficiency within  the  succeeding  seven  days. 

If  no  fetal  monitoring  apparatus  is  available 
locally,  the  physician  may  want  to  refer 
high-risk  patients  to  a regional  center  for 
weekly  performance  of  these  tests.  No  safe 
prediction  can  be  made  about  how  the  fetus 
with  a negative  reaction  to  the  oxytocin 
challenge  test  will  tolerate  labor.  If  a high- 
risk  gravida  went  into  labor  within  the 
week  following  negative  reaction  to  the 
test,  she  still  could  benefit  from  intrapar- 
tum fetal  monitoring. 

7.  Liberal  hospital  admission  should  be 
a strongly  fostered  policy  in  the  manage- 
ment and  evaluation  of  a high-risk  preg- 
nancy. Antenatal  admission  for  the  treat- 
ment of  pyelonephritis,  evaluation  of  dia- 
betes and  hypertensive  disorders,  and 
treatment  of  hyperemesis  gravidarum  as- 
sociated with  acetonuria  are  examples  of 
maternal  problems  requiring  antenatal 
hospitalization. 

8.  Amniocentesis:  There  are  three  indi- 
cations for  amniocentesis  during  pregnan- 
cy. These  are  (1)  prenatal  genetic  diag- 
nosis, (2)  management  of  Rh-sensitized 
pregnancies  in  which  the  maternal  indirect 
Coombs  test  result  is  positive,  and  (3)  de- 
termination of  fetal  maturity. 

If  prenatal  genetic  diagnosis  is  contem- 
plated, abortion  must  bean  acceptable  al- 
ternative to  the  family.  More  than  50  fetal 
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diseases  can  be  diagnosed  prenatally;  they 
include  chromosomal  abnormalities, 
“x-linked”  recessive  diseases,  and  inborn 
errors  of  metabolism.  The  indications  for 
amniocentesis  in  these  latter  tvjo  instances 
depend  largely  upon  family  history,  while 
fetal  chromosomal  analysis  early  in  preg- 
nancy is  indicated  on  the  basis  of  maternal 
age  and  family  history.  These  specialized 
tests  involve  biochemical  determinations 
or  culturing  of  cells  from  amniotic  fluid, 
and  hence  require  delicate  handling  of  the 
specimens.  Obtaining  specimens  and  coun- 
seling, therefore,  should  be  performed  in  a 
regional  center  geared  for  such  specialized 
studies. 

The  current  management  of  Rh-sensitiz- 
ed  pregnancies  involves  spectrophotome- 
tric  determinations  of  bilirubin  pigments 
in  serially  obtained  amniotic  fluid  speci- 
mens. Decisions  to  deliver  at  term,  to  de- 
liver prematurely,  or  even  to  perform  in- 
trauterine transfusion  are  based  upon  the 
reported  optical  density  of  the  amniotic 
fluid.  This  optical  density  can  be  spuriously 
lowered  by  exposure  of  amniotic  fluid  to 
light.  Forwardinga  locally  obtained  speci- 
men to  a regional  center  for  spectropho- 
tometric  analysis  is  possible  if  proper  pre- 
cautions are  observed  in  handling 
specimens. 

The  use  of  amniocentesis  to  determine 
fetal  maturity  has  been  described,  and  of 
all  the  various  tests  on  amniotic  fluid  avail- 
able, we  feel  that  the  lecithin/sphingomye- 
lin ratio,  when  performed  with  scrupulous 
attention  to  technique,  is  the  most  accurate 
determination.  The  L/S  ratiofalls  rapidly 
with  storage  at  room  temperature.  If  the 
test  cannot  be  performed  within  an  hour  of 
amniocentesis,  the  specimen  should  be 
frozen.  This  is  important  if  specimens  are 
to  be  forwarded  to  a regional  center.  Again, 
if  such  specimens  are  to  be  obtained  local- 
ly and  forwarded  to  a regional  center  for 
testing,  the  local  area  must  have  the  capac- 
ity to  differentiate  fetal  from  maternal 
hemoglobin. 


9.  Careful  examination  of  the  uterine 
size  with  performance  of  fundal  measure- 
ments at  each  prenatal  visit  is  emphasized. 
Accurate  documentation  of  the  first  date  of 
fetal  heart  tones  audible  with  a Delee  feto- 
scope  and  eliciting  a history  of  fetal  quick- 
ening will  provide  invaluable  landmarks  in 
determining  due  dates.  Such  documenta- 
tion is  important  to  avoid  “elective”  pre- 
mature delivery  in  the  face  of  confused  or 
subsequently  “revised”  dates.  Such  docu- 
mentation will  also  assist  in  the  early  detec- 
tion and  recognition  of  intrauterine  fetal 
growth  retardation.  Encouragement  of  early 
registration  for  prenatal  care,  combined 
with  careful  documentation  of  the  fetal 
heart  tones,  will  permit  the  early  detection 
and  adequate  management  of  this  impor- 
tant cause  of  fetal  and  neonatal  jeopardy. 

10.  Diabetes  Screening:  O’Sullivan^^ 
has  described  the  perinatal  hazards  asso- 
ciated with  class  A (gestational)  diabetes. 
When  the  management  of  class  A diabetics 
involved  mandatory  preterm  delivery  or 
mandatory  abdominal  delivery,  there  was 
valid  concern  about  the  criteria  to  be  used 
in  diagnosingthis  condition.  Under  such 
management  schemes  a “false-positive” 
diagnosis  carried  significant  risk  of  unnec- 
essary fetal  and  maternal  morbidity.  Cur- 
rent management  of  the  class  A diabetic 
patients  with  estrogen  determinations,  oxy- 
tocin challenge  tests,  and  amniotic  fluid 
determinations  for  fetal  maturity  has  eli- 
minated unnecessary  morbidity.  Hence,  the 
liberal  screening  for  diabetes  on  the  basis 
of  obstetric  history,  age,  repeated  glyco- 
suria, and  family  history  is  an  important 
aspect  of  good  prenatal  care.  Our  criteria 
for  the  diagnosis  of  gestational  diabetes 
are  as  follows: 

With  a standardized  100-gm  dose  of 
glucose  and  processing  the  serum  in  an 
autoanalyzer,  which  is  measuringtrue 
glucose,  our  limits  are:  fasting,  105  mg/ 
100  ml;  one  hour,  190  mg/100  ml;  two 
hours,  165  mg/100  ml;  and  three  hours, 
145  mg/100  ml. 
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Equaling  or  exceeding  any  two  or  more 
values,  or  any  recording  of  200  mg/100  ml 
or  greater  provides  confirmation  of  gesta- 
tional diabetes. More  advanced  diabetes 
in  pregnancy  involves  special  problems  for 
the  mother  and  fetus  beyond  the  scope  of 
this  presentation. 

Intrapartum  Management 

1.  When  possible,  patients  who  develop 
intrapartum  complications  should  be  trans- 
ferred to  a labor  and  delivery  unit  that  has 
an  adjacent  neonatal  intensive  care  unit. 
Many  neonatal  units  report  significantly 
higher  mortality  rates  among  “out-born” 
neonates  than  amongthe  “in-born”  neo- 
nates. The  transfer  of  the  depressed,  hy- 
poxic, and  acidotic  premature  newborn 
from  the  delivery  room  to  the  neonatal  in- 
tensive care  unit  ideally  should  involve  a 
distance  of  80  feet  ratherthan  80  miles. 

To  facilitate  this,  communications  should 
be  established  so  that,  for  example,  the 
patient  with  ruptured  membranes  at  32 
weeks  of  gestation  and  in  imminent  labor 
can  be  transferred  promptly  for  delivery  at 
a high-risk  center. 

2.  A 24-hour  in-hospital  call  for  anes- 
thesia is  a requirement  for  proper  obstetri- 
cal care.  All  obstetrical  patients  undergo- 
ing general  anesthesia  should  have  endo- 
tracheal intubation. 

3.  A 24-hour  blood  bank  availability  and 
liberal  utilization  of  blood  bankfacilities  is 
recommended.  Patients  designated  as  high 
risk  when  admitted  to  the  labor  and  de- 
livery suite  should  have  a blood  sample 
forwarded  to  the  blood  bank.  Having  a sam- 
ple at  the  blood  bank  will  shorten  by  at 
least  one-half  hour  the  time  necessary  to 
make  blood  available  if  it  is  required. 

4.  Notification  of  the  nursery  and,  in 
appropriate  circumstances,  having  the 
pediatrician  present  at  the  delivery  of  the 
high-risk  fetus  is  advisable. 

5.  In  view  of  the  high  frequency  of  ce- 


sarean section  among  high-risk  patients, 
a strict  NPO  regimen  during  labor  should 
be  observed.  Consideration  can  be  given 
to  administering  antacids  to  all  high-risk 
patients  in  labor  in  hopes  of  lesseningthe 
potential  hazards  of  aspiration  during 
anesthesia. 

6.  Intrapartum  Fetal  Monitoring:  Mo- 
danlou,  Yeh,  and  Hon^*^  have  shown  that  the 
high-risk  fetus  is  much  more  likely  to  de- 
monstrate acidosis  and  depression  at  birth 
than  the  low-risk  fetus.  Additionally,  Fried- 
man’s report®  indicates  that  when  mid- 
pelvic  forceps  maneuvers  follow  a less  than 
optimal  course  of  labor,  the  risk  of  neonatal 
depression  or  brain  damage,  or  both,  is 
increased.  Therefore,  for  high-risk  patients, 
intrapartum  fetal  monitoringand  liberal 
utilization  of  cesarean  section  for  fetal  in- 
dications are  justified. 

7.  Fetal  Scalp  Blood  Sampling:  Occa- 
sionally, an  emergency  cesarean  section 
because  of  an  “ominous”  fetal  heart  rate 
pattern  that  has  not  responded  to  maternal 
position  change  and  oxygen  administration 
will  result  in  delivery  of  an  infant  without 
evidence  of  acidosis  or  depression.  On  the 
other  hand,  “minimally”  abnormal  pat- 
terns of  short  duration  can  precede  the 
delivery  of  a severely  depressed  infant. 
Meconium  aspiration  and  maternal  medi- 
cations are  two  common  causes  forthe 
latter  problem.  Fetal  scalp  samplingfor 
pH  and  carbon  dioxide  pressure  determina- 
tion frequently  help  differentiate  “true  po- 
sitive” from  “false  positive”  abnormal 
fetal  heart  rate  patterns.’’’  When  available 
and  when  performed  correctly,  this  adjunct 
can  helpto  avoid  the  much  discussed  “un- 
necessary” cesarean  section. 

Communication 

Having  identified  the  high-risk  patients, 
serious  consideration  should  be  given  to 
seeing  all  such  patients  at  the  same  office. 
Ideally,  in  a group  practice,  this  should  be 
when  all  the  physicians  within  the  group 


Volume  71,  July,  1975 


High-risk  pregnancy 


can  be  present.  A useful  technique  is  to 
have  each  of  the  physicians  present  see 
one  of  the  high-risk  patients  and  then, 
while  the  patients  wait,  convene  in  a con- 
ference room  to  present  all  cases  to  the 
remainder  of  the  group.  Progress  and  man- 
agement can  be  discussed.  All  members  of 
the  group  are  then  alerted  to  each  patient’s 
problems,  and  all  will  be  able  to  contribute 
to  her  management.  Additionally,  all  the 
physicians  as  well  as  the  office  staff  will  be 
“thinking  high-risk.”  This  “think  high- 
risk”  phenomenon  has  many  ancillary  ben- 
efits. Office  personnel  will  place  high  pri- 
ority on  drop-in  visits  or  phone  calls  from 
these  patients.  Patient  compliance  is  fre- 
quently better  when  they  realize  the  addi- 
tional emphasis  on  and  concern  for  their 
pregnancies.  Night  and  weekend  call  is 
more  palatable  when  one  is  not  confronted 
with  managing  and  deliveringthe  high-risk 
patient  who  has  been  followed  solely  by  an- 
other member  of  the  group. 

Having  a single  session  for  all  high-risk 
patients  enables  one  to  concentrate  re- 
sources. Paramedical  resources  such  as 
social  workers,  nutritionists,  and  others 
might  be  shared  by  several  groups  within 
a region.  Several  groups,  individually  un- 
abletosupport  such  ancillary  help,  could 
together  support  and  benefit  from  their 
assistance.  Medical  and  pediatric  consul- 
tation can  more  profitably  be  used  in  such 
an  arrangement  also. 

Especially  important  is  that  consultants 
see  high-risk  patients  in  the  presence  of 
the  obstetrical  team;  this  goes  a long  way 
toward  avoidingconfusion,  disagreement, 
and  havingthe  patient  “Ping-Pong”  be- 
tween doctors  for  antenatal  care. 

An  additional  benefit  of  the  session  for 
high-risk  patients  and  the  “think  high-risk” 
phenomenon  is  that  more  frequently  pa- 
tient care  is  planned  and  strategies  are 
developed.  As  delivery  becomes  imminent, 
warning  of  the  labor  and  delivery  staff,  the 
operating  room,  and  the  nursery  becomes 
a routine  practice. 


The  second  area  of  communication 
which  warrants  discussion  is  that  with  the 
high-risk  center.  Consultation  and  com- 
munication with  a high-risk  or  referral  cen- 
ter can  take  many  forms.  Outright  referral 
to  such  a center,  with  the  center  providing 
the  remaining  prenatal  and  intrapartum 
care,  is  a possibility.  A disadvantage  to 
such  a course  is  the  exclusion  of  the  pri- 
mary physician  from  any  further  role  in  the 
patient’s  care.  It  additionally  can,  and  fre- 
quently does,  lead  to  an  unsatisfactory, 
prolonged,  and  distant  separation  of  the 
patient  from  her  family.  This  can  result  in 
fewer  consultations  with  the  high-risk  cen- 
ter sought  by  both  the  primary  physician 
and  his  patients. 

Perhaps  a preferable  method  is  the  es- 
tablishment of  intermittent  consultations 
with  the  high-risk  center  or  specialist.  A 
course  of  management  can  be  agreed  upon 
which  might  then  be  provided  by  the  pri- 
mary physician.  If  advisable,  the  recom- 
mendation might  then  be  more  readily  ac- 
cepted for  referral  back  to  the  high-risk 
center  at  term  for  the  anticipated,  compli- 
cated, intrapartum  and  neonatal  course. 

The  predictive  value  of  high-risk  screen- 
ing deserves  comment.  At  best,  one  can 
predict  before  labor  only  50  to  60%  of 
those  newborns  that  will  require  special 
care,  thus  there  still  will  be  many  infants 
and  mothers  that  will  require  prompt  trans- 
fer to  a high-risk,  intensive  care  center. 
Anticipating  the  need  for  such  referral 
should  lead  to  certain  preparations.  For 
instance,  the  preparation  of  a duplicate 
record  or  the  ability  to  rapidly  duplicate 
the  antenatal,  intrapartum,  neonatal  rec- 
ords, or  all  three,  to  accompany  the  patient 
at  the  time  of  such  an  emergency  transfer 
is  most  desirable. 

Identifyingan  individual  at  the  high-risk 
center  should  facilitate  rapid  transfer  and 
consultation.  Such  a liaison  also  should 
encourage  the  rapid  return  of  discharge 
summaries  and  similar  materials  to  the 
referring  physician.  Failure  of  the  high-risk 
center  to  provide  prompt  and  thorough  in- 
formation back  to  the  referring  physician 
can  lead  to  serious  deficiencies  in  follow- 
up patient  care,  and  does  not  promote 
cooperation. 
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Prevention 


Although  it  may  seem  syllogistic  to  stress 
that  pregnancies  which  do  not  occur  can- 
not become  high-risk  pregnancies,  such 
emphasis  is  appropriate.  In  an  analysis  of 
maternal  deaths  recorded  during  the  Col- 
laborative Project,®  only  3 of  28  mothers 
identified  as  being  at  high-risk  had  indi- 
cated antenatally  that  they  desired  the 
pregnancy.  Twenty  of  those  28  identified 
had  specifically  stated  that  they  did  not 
want  the  pregnancy  that  ultimately  resulted 
in  their  death.  When  one  adds  to  this  the 
reports  of  dramatic  reductions  in  prema- 
turity, perinatal,  and  maternal  mortality 
rates  from  areas  in  which  contraception 
and  abortion  have  been  made  available, 
one  mustconsiderthe  preventability  as- 
pects of  high-risk  obstetrics.  In  this  regard, 
interconceptional  care  programs  promot- 
ing correction  of  dysfunctional  nutrition 
and  urologic  abnormalities,  and  detection 
and  treatment  of  correctable  hypertensive 
disorders,  etc,  must  also  include  cogni- 
zance of  the  medical  value  of  contraception 
and  sterilization. 

Conclusion 

The  variety  of  tests  and  procedures  de- 
scribed in  this  presentation  should  not  ob- 
scure the  fact  that  those  tests  were  ordered 
because  of  alert  and  attentive  clinical  care. 
The  pattern  of  health  care,  not  technology, 
is  the  primary  ingredient  in  managing  a 
particular  gravida.  It  is  not  the  echocardio- 
gram or  the  vectorcardiogram,  but  the  in- 
creased attention,  consultations,  and  co- 
ordinated care  that  will  ensure  optimal 
outcome  for  a pregnant  cardiac  patient. 

The  technologic  and  laboratory  advances 
are  important  aids  in  the  management  of 
certain  pregnancies,  but  equally  crucial  is 
communication  and  intelligent  screening 
which  can  improve  the  physician’s  ability 
to  identify,  prognosticate,  and  plan  more 
rationally  for  the  minority  of  patients  re- 
quiring more  consideration.  Diligence, 
thoughtfulness,  and  advance  preparation 
are  still  the  most  important  qualities  of  the 
dedicated  physician  who  wishes  to  provide 
expert  management  for  the  pregnant 
woman  and  her  fetus. 
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Bilateral  tubal  ectopic  pregnancy: 
Case  Report 


Maj  Rene  A.  Morell,  USAF,  MC;  Lt  Col  Robert  E.  Harris,  USAF,  MC 


An  unusual  case  of  unruptured  bilateral 
ectopic  pregnancy  is  presented.  Although 
this  condition  is  rare,  it  should  be  consid- 
ered in  every  case  of  ectopic  pregnancy. 
The  special  management  problems  are 
discussed. 

Introduction 

Bilateral  ectopic  pregnancy  is  unusual.  Its 
incidence  varies  in  different  reports  from 
1:725  to  1:1,580  of  extrauterine  pregnan- 
cies.^Thediagnosisaswell  as  manage- 
ment presents  the  attending  physician 
v\/ith  a unique  problem,  as  illustrated  in  the 
following  case  report. 

Case  Report 

A 24-year-old  white  woman,  P2002,  was 
admitted  to  Wilford  Hall  USAF  Medical 
Center  on  May  12,  1973,  complaining  of 
low  abdominal  pain  and  vaginal  bleeding. 

The  patient  described  normal  menstru- 
ations every  28-30  days,  the  last  beginning 
on  March  20, 1973.  She  used  no  birth  con- 


trol methods.  After  missing  her  period  in 
April  1973,  she  experienced  nausea  and 
vomiting  which  disappeared  one  week  be- 
fore admission.  On  May  1,  1973,  vaginal 
spotting  began  and  continued  until  the  day 
of  admission.  A pregnancy  test  was  report- 
ed as  positive  on  May  5,  1973,  and  on  May 
11, 1973,  one  day  before  admission,  the 
patient  experienced  a sensation  of  fullness 
in  the  right  lower  quadrant  of  the  abdomen 
with  mild  pain  radiating  to  the  right  leg. 
This  progressively  became  worse  and 
spread  to  the  left  lower  quadrant,  until  at 
the  time  of  admission  the  pain  was  se- 
vere. No  gastrointestinal  or  urinary  tract 
symptoms  were  present.  The  past  medical 
history  was  noncontributory. 

On  physical  examination,  the  patient 
weighed  63.6  kg  (140  lb)  and  was  172.3 
cm  (5  ft  8 inches)  tall.  Her  vital  signs  were: 
respirations  18/minute,  temperature 
37C  (98. 6F),  blood  pressure  120/80  mm 
Hg,  and  pulse  rate  84/minute  (no  change 
in  values  from  recumbent  to  standing  posi- 
tion). 


1.  Bilateral  unruptured 
tubal  ectopic  pregnancies 
at  time  of  exploration. 
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The  general  physical  examination  was 
within  normal  limits,  but  the  patient  was 
in  moderate  distress  with  pain.  On  exami- 
nation of  the  abdomen,  moderate  to  severe 
tenderness  without  rebound  tenderness 
was  noted  in  the  right  lower  quadrant,  and 
mild  to  moderate  tenderness  in  the  left 
lower  quadrant  with  mild  referred  tender- 
ness to  the  right  lower  quadrant.  Bowel 
sounds  were  normal.  The  cervix  was  soft 
and  closed,  and  there  was  bright  red  bleed- 
ing through  the  os.  The  uterus  was  soft, 
midplane,  midline,  and  normal  in  size,  but 
severe  tenderness  was  noted  posteriorly. 
No  definitive  masses  were  present  but  se- 
veretenderness on  the  right  side  and  mod- 
erate tenderness  on  the  left  side  was 
noted. 

Pertinent  laboratory  data  included  white 
blood  cell  count,  10,600/cu  mm  with  a 
normal  differential;  hematocrit  45%;  he- 
moglobin 15  gm/100  ml.  Results  of  urine 
analysis  were  within  normal  limits.  Preg- 
nancy test  results  were  positive  and  pro- 
thrombin and  partial  prothrombin  times 
were  normal. 

Upon  admission,  free-flowing  nonclot- 
ting blood  was  obtained  by  culdocentesis. 
With  evidence  of  hemoperitoneum,  the 
clinical  differential  diagnosis  was  ectopic 
pregnancy  versus  ruptured  bleeding  cor- 
pus luteum  cyst.  Laparotomy  was  per- 
formed and  as  the  peritoneal  cavity  was 
entered,  approximately  200  cc  of  blood 


was  noted.  Upon  examination  of  the  pelvic 
organs,  bilateral  tubal  masses,  which  were 
not  ruptured  and  were  each  approximate- 
ly 3 cm  in  diameter  and  3 cm  from  the 
fimbriated  ends,  were  present.  Bilateral 
bleeding  from  the  fimbriated  ends  was 
observed.  Total  abdominal  hysterectomy 
and  bilateral  salpingectomy  were  per- 
formed (Fig  1). 

Postoperatively,  the  patient  had  cuff 
cellulitis  which  resolved  with  proper  anti- 
biotic therapy,  and  she  was  discharged  on 
the  fifth  postoperative  day. 

Pathology  report  of  the  specimens  was 
as  follows: 

1.  Right  tube:  decidua  with  villi  consis- 
tent with  ectopic  pregnancy  (Fig  2). 

2.  Left  tube:  decidua  with  villi  consistent 
with  ectopic  pregnancy  (Fig  3). 

Discussion 

As  established  by  Norris,^  the  diagnosis 
of  bilateral  ectopic  pregnancy  has  to  be 
substantiated  by  the  presence  of  chorionic 
villi  in  each  tube.  In  the  present  case,  this 
was  established. 

As  the  clinical  features  vary  widely,  the 
diagnosis  of  ectopic  pregnancy  is  difficult. 
The  medical  history  is  of  value  in  estab- 
lishing the  diagnosis.  The  most  frequent 
symptoms  the  patient  describes  after 
missinga  menses,  orfollowingan  abnor- 
mal menses,  are  abdominal  pain,  abnor- 

2.  Photomicrograph  of 
right  fallopian  tube  dem- 
onstrating decidua  and 
villi. 
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mal  uterine  bleeding,  and  syncope. 

These  symptoms  are  unchanged  with  bi- 
lateral ectopic  pregnancy.  The  most  fre- 
quent clinical  findings  are  tenderness  in 
the  lowerabdomen  and  tenderness  and 
presence  of  a mass  in  the  adnexae.^-®  In 
the  case  of  bilateral  ectopic  pregnancy, 
these  findings  are  present  on  both  sides. 

Diagnostic  procedures,  such  as  culdo- 
centesis,  colpotomy,  and  laparoscopy, 
should  be  used  when  ectopic  pregnancy  is 
suspected.  The  physician  should  keep  in 
mind  that  a negative  test  does  not  rule  out 
ectopic  pregnancy.  Schiffer,®  in  a review 
of  268  cases,  reported  diagnostic  failures 
of  13.6%  with  colpotomy,  23%  with  cul- 
docentesis,  and  18.7%  with  culdoscopy. 
The  availability  of  laparoscopy  should  im- 
prove the  diagnostic  accuracy,  especially 
in  difficult  cases. 

The  treatment  of  ectopic  pregnancy 
varies  and  presents  a dilemma  for  the  sur- 
geon. The  initial  approach  is  to  explore,  to 
remove  the  pregnancy,  and  to  establish 
hemostasis.  Once  this  is  accomplished,  the 
factors  involved  in  each  case  should  be 
carefully  considered.  In  the  rare  case  of  bi- 
lateral ectopic  pregnancy,  the  problem  is 
further  complicated  since  preservation  of 

S.  Photomicrograph  of 
left  fallopian  tube  demon- 
strating decidua  and  villi. 


fertility  is  almost  impossible. ® The 
surgical  possibilities  should  be  discussed 
carefully  with  the  patient  and  husband  pri- 
or to  surgical  intervention.'^'^®  In  the 
present  case,  this  had  been  done,  making 
the  decision  easier  at  the  time  of  surgery. 

It  is  important  to  remember  that  even 
with  the  presence  of  one  obvious  ectopic 
pregnancy,  exploration  of  both  tubes  is  es- 
sential to  avoid  missing  a second  ectopic 
pregnancy. 
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Anaerobic  infections 
in  obstetrics  and  gynecoiogy 


H.  M.  Jesurun,  MD;  B.  Held,  MD 

The  increasing  incidence  of  infections 
caused  by  nonsporulating  anaerobic  bac- 
teria in  obstetric  and  gynecologic  patients 
has  caused  concern.  An- 

aerobes can  significantly  affect  and  often 
play  a critical  role  in  serious  pelvic  infec- 
tions, postpartum  and  postoperatively, 
\with  an  increase  in  morbidity  and  duration 
of  hospitalization. 

It  has  been  reported  that  as  many  as 
74%  of  genital  tract  infections  in  females 
involve  anaerobic  bacteria.^^  These  mi- 
croorganisms thrive  in  an  airless  environ- 
ment. They  are  the  dominant  member  of 
microflora  of  the  human  body,  greatly 
outnumbering  aerobic  bacteria  in  the  in- 
testinal tract  (1,000:1),  genitourinary 
tract  (10:1),  mouth,  and  skin.  Some  en- 
dogenous anaerobes  become  dangerously 
pathogenic  when  they  manage  to  find  a 
breach  in  the  body’s  defenses,  such  as  a 
mucosal  barrier  perforation,  or  aspira- 
tion of  infected  material.  Others  are  “ubi- 
quitous” on  soil  or  airborne  dust  and  so 
may  be  present  in  any  accidental  wound. 
Recent  studies  of  the  anaerobic  microflora 
of  the  cervix  in  healthy  women  revealed 
isolation  of  obligate  anaerobes  in  70%  of 
the  subjects  tested,  while  aerobic  organ- 
isms alone  were  recovered  in  27  % of  the 
subjects.^®  Gorbach  and  associates  con- 
cluded, therefore,  that  the  normal  flora  of 
the  cervix  is  potentially  pathogenic. 

Whereas  earlier  knowledge  of  anaero- 
bic infection  was  limited  to  gas  gangrene, 
botulism,  tetanus,  and  members  of  the 
spore-forming  Clostridium,  microbiology 
now  identifies  the  most  clinically  im- 
portant, the  most  commonly  found,  and 
the  producers  of  highest  mortality  rates 
amongst  anaerobic  organisms  to  be  non- 
sporulating bacteria  of  Bacteroides  frag- 
ilis,  abundant  in  the  normal  colon  and  in 
the  normal  microflora  of  the  cervix.^®  In 
many  hospitals,  it  has  become  one  of  the 
most  common  causes  of  bacteremia  with 
a high  mortality  rate.^  ® ®’23-2’7.34 


Nearly  all  anaerobes  are  resistant  to 
streptomycin,  kanamycin,  gentamicin, 
and  polymyxins.  Most  anaerobes  isolated 
from  the  respiratory  tract  are  susceptible 
to  penicillin  G,  while  those  from  the  ab- 
dominal and  pelvic  sources  (notably  B 
fragilis)  are  resistant.  B fragilis  are  var- 
iably resistant  to  ampicillin,  carbenicillin, 
cephalothin,  tetracycline,  erythromycin, 
lincomycin  and  vancomycin,  but  nearly 
all  have  been  reported  susceptible  to  chlor- 
amphenicol, clindamycin,  rifampin,  and 
metronidazole. 21 

At  the  13th  Annual  Interscience  Con- 
ference on  Antimicrobial  Agents  and 
Chemotherapy,  encouraging  results  with 
metronidazole  were  reported;  Tally^o 
treated  (with  oral  doses  of  metronidazole 
rangingfrom  250  mgto  750  mg  every 
eight  hours)  pulmonary  infections  secon- 
dary to  Fusobacterium  nucleatum,  Bac- 
teroides melaninogenicus,  and  anaerobic 
cocci.  Drawbacks  to  metronidazole  are: 

(1)  it  is  not  available  yet  in  parenteral 
form;  (2)  it  is  only  effective  against  obli- 
gate anaerobes,  and  since  facultative  bac- 
teria are  frequently  found  as  “copatho- 
gens,” the  drug  might  be  deleterious;  and 
(3)  at  higherdoses,  including750  mg/ 
eight  hours,  it  profoundly  alters  intestinal 
flora. 

At  the  same  conference.  Dr.  A.  W. 

Chow  of  The  University  of  California  at 
Los  Angeles  stated  that  minocycline,  a new 
tetracycline  derivative,  may  be  useful 
against  a number  of  anaerobes  which  have 
become  resistant  to  the  parent  compound. 
However,  preliminary  tests  had  not  shown 
it  to  be  effective  as  chloramphenicol  or 
clindamycin. 

Also  brought  to  the  attention  of  con- 
ferees by  Dr.  G.  B.  Hill,  Duke  University 
Medical  Center,  was  the  possibility  of 
hyperbaric  oxygen  therapy  in  anaerobic 
infections,  in  addition  to  those  caused  by 
Clostridia,  since  now  non-spore-forming 
anaerobes  appear  to  have  much  greater 
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importance  Little  clinical  data  is  available 
concerning  the  possibility  of  hyperbaric 
oxygen  therapy  for  this  purpose.  Dr.  Hill 
based  her  proposition  on  in  vitro  studies  of 
cultures  of  B fragilis,  B melaninogenicus, 

F necrophoruniyF  nucleatum,  and  Pepto- 
streptococcus  exposed  to  100%  oxygen 
at  three  atmospheres.  After  18  hours  of  ex- 
posure, all  cultures  except  those  of  B jrag- 
ilis\Nere  found  to  be  completely  inacti- 
vated. Some  14%  of  the  B fragilis  organ- 
isms survived.  Further,  to  test  the  effec- 
tiveness against  induced  liver  abscesses 
in  mice,  daily  exposure  of  the  mice  for 
three  hours  at  two  atmospheres  of  100% 
oxygen,  beginning  24  hours  after  injec- 
tion and  continuing  for  17  days,  reduced 
both  the  number  and  size  of  lesions 
among  mice  injected  with  a mixture  of 
B fragilis,  ^\us  F necrophorum.  Better  re- 
sults were  obtained  when  the  organisms 
involved  were  F necrophorum  and  F nucle- 
atum,  regardless  of  whether  hyperbaric 
therapy  was  started  one  day  or  one  week 
after  injection. 

Dr.  J.  Peter  Rissing,  Indiana  University 
Medical  Center,  suggested  the  possibility 
that  a precipitin  antibody  test  may  help 
speed  diagnosis  in  at  least  some  infections 
involving  B fragilis.  This  would  decrease 
the  number  of  patients  treated  presump- 
tively for  fi/rag/fo,  and  would  help  inter- 
pretation of  cultural  results  which  may  be 
made  difficult  because  of  problems  with 
collection  of  specimens  and  isolation  tech- 
niques. He  was  able  to  produce  precipitins 
in  more  than  50%  of  cases  tested  using 
ultrasonic  extracts  of  three  strains  of 
B fragilis  in  patients  with  bacteremia  and 
abscesses.  Sera  from  a control  group  of 
20  other  hospitalized  patients  with  aero- 
bic gram  infections,  all  of  whom  had  pre- 
cipitin responses  to  extracts  of  their  in- 
fecting organisms,  formed  no  precipitin 
to  any  of  the  bacteroides  extracts. 

That  anaerobes  are  generating  increas- 
ing interest  is  exemplified  by  gathering  of 


experts  at  HEW’s  Center  for  Disease  Con- 
trol in  Atlanta.  The  International  Confer- 
ence on  Anaerobic  Bacteria  was  sponsored 
by  the  Center  for  Disease  Control,  Emory 
University,  and  the  Upjohn  Company. 

Recently  Dr.  Sherwood  L.  Gorbach,  of 
The  University  of  California  Medical  Cen- 
ter at  Los  Angeles,  reported  at  the  meet- 
ing of  the  American  Federation  forClini- 
cal  Research  a method  which  may  assist 
in  more  rapid  identification  of  infectious 
agents,  particularly  anaerobes.  Short- 
chain  fatty  acids  produced  by  the  putre- 
factive anaerobes  (bacteroides,  Clostridia, 
fusobacteria)  during  metabolism  of  pro- 
tein and  carbohydrate  are  detected  in  in- 
fected clinical  material  with  the  use  of  gas 
liquid  chromatography.  The  presumptive 
identification  requires  about  30  minutes 
and  may  be  carried  out  with  as  little  as  0.1 
ml  of  pus  or  other  body  fluid.  This  may  be 
a significant  improvement  in  the  rapid 
identification  of  these  microorganisms 
which  will  enable  the  clinician  to  usethe 
specific  antibiotic  on  initiating  therapy. 
This  may  also  be  a step  in  moving  from  the 
conventional  culture  and  identification  by 
identifying  “metabolic  markers,”  in  other 
words,  metabolic  products  of  the  micro- 
organisms’ metabolism. 

Formerly,  in  standard  bacteriology  lab- 
oratories, only  aerobic  organisms  were 
detected,  anaerobes  often  were  killed  by 
oxygenation,  or  the  samples  were  discard- 
ed before  the  slower  growing  anaerobes 
could  develop  and  be  identified.  Increas- 
ing sophistication  of  anaerobic  laboratc";' 
methods, 20  coupled  with  exchange  o^ 
knowledge  among  microbiologists  and 
clinical  researchers,  have  increased  diag- 
nostic accuracy.  Almost  all  the  anaerobes 
that  may  be  present  in  a clinical  specimen 
can  now  be  cultured  in  a laboratory,  large- 
ly because  of  the  development  of  the  gas 
pack*  anaerobic  jar.  The  anaerobe  tube 

^Manufactured  by  Baltimore  Biological  Labora- 
tories (BBL). 
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which  has  been  “gassed  out”  with  deoxy- 
genated  carbon  dioxide  and  stoppered 
with  a butyl  rubber  stopper  has  greatly  in- 
creased the  yield  of  positive  cultures  by 
keeping  the  bacteria  in  an  anaerobic  at- 
mosphere during  transport  to  the  labora- 
tory. If  the  interval  between  obtaining 
the  specimen  and  culturing  is  short,  no 
mediat  is  necessary;  however,  if  delay  is 
foreseen,  then  a tube  containing  a trans- 
port mediumt  should  be  used.  As  much  as 
possible,  a sterile  needle  and  syringe 
should  be  used  in  collecting  body  fluids  or 
abscess  cavity  contents.  Should  any  air  be 
trapped,  it  can  be  carefully  expelled  into 
an  alcohol-saturated  sponge.  Urine  should 
be  collected  through  suprapubic  bladder 
aspiration. Transtracheal  aspiration  is 
preferred  to  avoid  possible  oral  anaerobic 
contamination.  Even  though  most  aerobic 
bacteria  which  coexist  with  anaerobes  are 
actually  facultative  anaerobes  and  survive 
equally  well  under  aerobic  and  anaerobic 
conditions  (even  strict  aerobes  such  as 
Pseudomonas  will  survive  for  several 
hours  in  an  anaerobe  tube),  forassurance, 
a separate  specimen  may  be  collected  for 
aerobic  culture  as  well. 

Samples  should  be  held  in  the  labora- 
tory in  an  anaerobe  jar  assembly  where 
carbon  dioxide  from  a tank  is  passed  over 
a heated  copper  column  to  remove  all  oxy- 
gen before  it  flows  into  the  anaerobe  jar. 

As  soon  as  possible,  anaerobic  specimens 
should  be  streaked  on  enriched  agar  me- 
dia and  inoculated  into  an  enriched  liquid 
medium  such  as  chopped  meat  and  glu- 
cose 'r  supplemented  thioglycolate. 

Both  plates  and  tubes  are  incubated  anaer- 
obically in  the  gas-pack  jar.  The  jar  con- 
tains an  envelope  that  releases  carbon  di- 
oxide and  hydrogen  upon  contact  with 
water,  and  an  indicator  paper  to  verify  the 
absence  of  oxygen. 

fAnaswab  tube  manufactured  by  Scott  Labora- 
tories. 

tAnaprort  bottle  manufactured  by  Scott  Labora- 
tories. 


A gram  stain  is  useful;  it  gives  an  idea 
of  the  infecting  organisms,  and  it  serves 
as  a check  on  the  ability  of  the  laboratory 
to  isolate  and  identify  the  organism  and 
alert  the  clinician  that  a mixed  infection 
is  present. 

The  anaerobic  pathogens  do  not  restrict 
themselves  to  particular  body  sites,  but 
may  attack  any  organ.  Wherever  the  or- 
ganisms invade,  septic  emboli  may  be 
thrown  off  into  the  circulation  to  cause 
metastatic  abscesses.  Thrombophlebitis; 
endocarditis;  septic  abortion;  pleuropul- 
monary  disease;  and  liver,  kidney,  muscu- 
loskeletal, and  skin  diseases  are  some  of 
the  disorders  associated  with  anaerobic 
infections. 

The  most  populous  tribes  are  those  of 
B fragilis,  with  five  subspecies,  named 
during  the  past  four  years,  identified  by 
indole  production  and  differential  carbo- 
hydrate fermentation  and  gas  chromato- 
graphic techniques.  The  subspecies  differ- 
entiation is  important  because  it  reveals 
traits  of  diagnostic  importance.  Subspe- 
cies fragilis  is  found  ten  times  as  often  as 
other  members  of  the  group,  while  ova- 
tus  has  not  yet  been  isolated  from  a clin- 
ical specimen. 

Although  by  no  means  consistent  or 
specific,  a diagnostic  clue  is  a strikingly 
putrid  odor  of  the  exudate.  The  powerful 
smell  will  develop  again  as  the  anaerobe 
is  grown  into  culture.  It  is  an  indicator,  not 
positive  proof.  Fig  1 lists  clinical  and  bac- 
teriologic  hints  suggesting  possible  infec- 
tion with  anaerobes. 

The  frequency  of  Bacteroides  species 
in  the  female  genital  tract  has  been  vari- 
ously reported  in  from  5 to  17.5%  pf  pa- 
tients, with  a more  uniform  finding  in 
8.2  % of  preoperative  cervical  swabs  by 
Anspacher,2  8.6%  by  Neary  and  others, 
to  57 % by  Gorbach  and  others  (obli- 
gate anaerobes  were  found  in  70%  of  the 
normal  subjects). 

Neary  and  associates  and  Bollinger® 
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have  shown  that  bacterial  colonization  of 
the  vagina  is  much  more  common  in  the 
first  week  of  the  menstrual  cycle,  but  less 
so  in  the  second  half  of  the  cycle,  and  in 
vitro  Bacteroides  spec\es  grow  much  bet- 
ter in  the  presence  of  blood.  Hite  and  oth- 
ers^i  reported  that  10%  of  patients  with 
trichomoniasis  harbored  Bacteroides  spe- 
cies in  the  vagina.  Therefore,  it  would 
seem  advantageous  if  at  all  possible:  (1) 
to  postpone  vaginal  surgery  or  abdominal 
surgery  involving  the  opening  of  the  va- 
gina to  the  peritoneal  cavity  until  the  sec- 
ond half  of  the  menstrual  cycle,  and  (2)  to 
treat  patients  for  trichomonas  (or  other 
vaginitides),  if  so  infected,  before  vaginal 
elective  surgery. 

If  surgery  cannot  be  postponed,  and  if 
the  patient  is  menstruating  or  bleeding,  it 
might  be  wise  to  take  a high  cuff  culture 
for  anaerobes  and  aerobes  in  all  such 
cases  prior  to  the  surgical  vaginal  prepar- 
ation. Although  this  may  slightly  increase 
the  cost  of  management,  it  will  give  the 
surgeon  an  advantage  since  before  the  pa- 
tient develops  symptoms,  the  culture  re- 
sults may  indicate  the  presence  of  anaer- 
obes or  other  pathogens.  Should  there  be 
any  question  of  infection,  antibiotics  tai- 
lored to  the  particular  bacteria  found  may 
then  be  started  rather  than  placing  every- 
one on  so-called  shotgun  prophylactic 
antibiotic  therapy,  which  is  no  substitute 
for  good  surgical  technique  but  a practice 
which  seems  to  be  gaining.i  '^’®’^^  The 
slight  cost  of  culture  would  be  more  than 
offset  by  the  cost  of  unnecessary  nonspe- 
cific antibiotic  therapy,  needless  treat- 
ment of  many  patients  who  never  would 
develop  postoperative  infections,  and 
the  possible  avoidance  of  emergence  of 
resistant  strains.  Obtaining  the  culture 
and  identifying  the  culprits  in  advance 
may  help  decrease  morbidity.  The  same 
procedure  may  be  instituted  before  ce- 
sarean sections  if  the  situation  warrants 
it.  This  may  be  of  great  import  in  cases  of 


1.  Clinical  and  bacteriologic  hints  suggesting  pos- 
sible infection  with  anaerobes. 


Clinical  Hints  Suggesting  Possible  Infection  with  Anaerobes: 

1.  Putrid,  foul-smelling  exudate  or  discharge 

2.  Infection  occurring  in  proximity  of  mucosal  surface 

3.  Gas  in  discharge  or  tissue 

4.  Necrotic  tissue 

5.  Endocarditis  as  a complication  and  yet  negative  blood 
cultures  for  routine  pathogens 

6.  Infection  associated  with  malignancy  or  other  process 
producing  tissue  destruction 

7.  Septic  thrombophlebitis 

8.  Infection  following  human  or  other  bites 

9.  Jaundice  accompanying  a bacteremic  picture 

10.  Infection  related  to  the  use  of  antibiotics  such  as 
streptomycin,  neomycin,  kanamycin,  gentamicin  (amino 
glycoside  series)  topical,  parenteral,  or  oral 

11.  Black  discoloration  of  blood  containing  exudates,  if  it 
fluoresces  red  under  ultraviolet  light,  is  very  suggestive 
of  Bacteroides  melaninogenicus 

Bacteriologic  Hints  Suggesting  Possible  Infection  with 
Anaerobes: 

1.  Unique  morphology  on  gram  stain  of  exudate  or  from 
subsequent  culture  growth 

2.  Apparent  "no  growth"  on  routine  culture — so  called 
"sterile  pus,"  but  growth  in  fluid  thioglycolate  broth 

3.  Failure  to  grow  aerobically,  but  organisms  seen  on 
original  gram  stain  of  exudate 

4.  Production  of  much  gas;  foul  odor  on  culture 

5.  Growth  on  media  containing  100  (ig/ml  of  kanamycin, 
neomycin,  or  paromomycin  OR  medium  containing  7.5 
ji,g/ml  of  vancomycin,  suspect  gram-negative  anaerobic 
bacilli 

6.  Growth  in  anaerobic  zone  of  fluid  thioglycolate  broth 
or  of  agar  deeps 

7.  Characteristic  colonies  on  agar  plates  cultured 
anaerobically 

8.  Red  fluorescence  under  ultraviolet  light,  suggestive  of 
B melaninogenicus 

Modified  after  Finegold,  SM:  Manual  of  Clinical  Microbio- 
logy. Baltimore,  The  Williams  & Wilkins  Co,  1970. 
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premature  rupture  of  membranes  which 
predispose  to  such  infections.  In  these  pa- 
tients, a culture  of  the  uterine  cavity  tak- 
en upon  opening  the  uterus  might  be  an 
advantage.  According  to  Pearson-^  at 
Los  Angeles  County,  25%  of  infections 
complicating  cesarean  sections  were 
caused  by  Bactewides.  If  an  indwelling 
catheter  is  to  be  left  in  place  for  any 
length  of  time,  except  during  surgery,  and 
particularly  if  the  urinalysis  showed  evi- 
dence of  “asymptomatic”  urinary  tract  in- 
fection, it  will  be  well  worth  the  cost  of  ob- 
taininga  culture  upon  insertingthe cathe- 
ter. Bladder  irrigation  with  GU  irrigant  has 
been  helpful  in  decreasing  urinary  infec- 
tions with  indwelling  catheters  post- 
operatively. 

In  treating  anaerobic  bacterial  infec- 
tions, the  well  accepted  principles  of  sur- 
gical drainage  and  debridement  of  necrot- 
ic tissue  have  tremendous  therapeutic 
value.  Wide  opening  of  an  infected  wound, 
where  possible,  will  promote  drainage  and 
discourage  the  chances  of  anaerobic 
growth  by  exposure  to  oxygen  in  the 
atmosphere. 

Whereas  originally  B fragilis  was  sen- 
sitive to  tetracycline,  recent  work^’^^  ^i- 
22.33  indicates  resistance  to  this  drug. 

Most  strains  are  sensitive  in  vitro  to 
chloramphenicol,  but  because  of  its  poten- 
tial toxic  depression  of  bone  marrow  ac- 
tivity, it  may  be  contraindicated.  Its  effic- 
acy in  the  treatment  of  Bacteroides  spe- 
cies has  been  questioned. ^2,13 

Penicillin  G is  highly  active  against 
most  anaerobes  except  certain  species  of 
Bacteroides,  particularly  B fragilis. 

Erythromycin  is  active  against  many 
strains,  particularly  5 orafc,  B terebrans, 
Propionibacterium  acnes,  and  very  weak- 
ly active  against  B fragilis,  B variabilis, 
and  Peptococcus  species,  but  these  strains 
rapidly  develop  resistance. 

Clindamycin  exhibits  a high  degree  of 


activity  against  all  anaerobes  with  about 
a four-fold  activity  over  lincomycin. 

Nearly  all  strains  except  anaerobic 
cocci,  non-spore-forming  gram-positive 
bacilli,  and  strains  of  B melaninogenicus 
and  Fusobacterium  fusiform  are  resistant 
to  kanamycin  and  gentamycin. 

Cleocin  (clindamycin)  is  a derivative  of 
the  parent  compound  lincomycin.  The 
chemical  alteration  has  endowed  paren- 
teral clindamycin  with  more  potency  than 
the  parent  compound  against  gram-posi- 
tive aerobic  bacteria  and  against  gram- 
positive and  gram-negative  anaerobic 
pathogens  including  5 /rag//w.  It  is,  there- 
fore, indicated  in  infections  caused  by  sus- 
ceptible gram-positive  staphylococci  (pen- 
icillinase and  non-penicillinase  produc- 
ing,) streptococci  (except  5 /eca/w),  pneu- 
mococci, and  susceptible  anaerobic  path- 
ogens. In  obstetrics  and  gynecology,  it 
would  include  such  conditions  as  endome- 
tritis (postpartum  and  septic  abortion), 
pyometra,  nongonococcal  tubo-ovarian 
abscess,  pelvic  cellulitis,  pelvic  thrombo- 
phlebitis, and  postsurgical  vaginal  cuff 
infection  and  abscess,  bartholinian  abs- 
cess, abscess  of  Skene’s  glands,  chorio- 
amnionitis,  and  intrauterine  or  neonatal 
pneumonia. 

Clindamycin  may  be  given  intramuscu- 
larly, intravenously,  and  orally  in  cap- 
sules. Recommended  doses  are:  (1)  for 
mild  infection,  600  mg/day  in  two  equal 
doses;  (2)  for  moderately  severe  infec- 
tions, 600  to  1,200  mg/day  in  two,  three, 
or  four  equal  doses;  and, (3) for  severe 
infections,  1,200  to  2,700  mg/day  in  two, 
three,  or  four  equal  doses,  but  as  much 
as  4.8  gm  daily  have  been  given. 

For  intravenous  administrations,  the 
drug  must  be  diluted  so  that  there  is  no 
more  than  300  mg  in  50  ml  of  diluent  and 
injected  no  faster  than  300  mg  in  10 
minutes. 

Untoward  and  adverse  reactions  include 
maculopapular  rash  and  urticaria,  nausea, 
vomiting  and  diarrhea,  colitis, 21  mild  ab- 
normalities of  liver  function  tests,  neutro- 
penia, and  occasional  azotemia.  There- 
fore, patients  should  be  monitored  with 
hematologic  liver  and  kidney  function 
studies,  particularly  if  prolonged  therapy 
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is  instituted.  Usually  adverse  effects  and 
reactions  will  disappear  with  discontinu- 
ance of  the  drug.  In  cases  of  pseudomem- 
branous colitis,  antidiarrheal  medication 
such  as  diphenoxylate  hydrochloride,  of- 
ten given  to  slow  intestinal  motility, 
should  not  be  used  as  it  may  aggravate  the 
condition. 

Conclusions 

1.  Anaerobic  infections,  particularly  of 
the  Bacteroides  genus,  are  a serious 
problem  in  obstetrics  and  gynecology. 

2.  Clinical  and  bacteriological  “hints” 
to  increase  the  index  of  suspicion  have 
been  outlined. 

3.  Recent  developments  of  more  sophis- 
ticated microbiological  methods  have 
been  extremely  helpful  in  isolating  and 
identifyingthese  important  organisms  for 
the  clinician. 

4.  In  turn,  close  cooperation  with  the 
laboratory  in  careful  collections  and  in 
prompt  and  adequate  transporting  of  ma- 
terial to  the  laboratory  by  the  clinician 
will  greatly  increase  the  yield. 
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Vasectomy:  Informed  consent 


Abel  J.  Leader,  MD,  and  Stephen  D.  Mumford 

Vasectomy  for  permanent  contraception 
performed  in  an  outpatient  setting,  almost 
always  under  local  anesthesia,  is  one  of  the 
most  common  operations  performed  on 
men  in  the  United  States.  Avoiding  sub- 
sequent malpractice  harassment  requires 
truly  informed  consent  from  the  patient. 

The  authors  have  used  a time-tested 
brochure  for  this  purpose  in  more  than 
5,000  cases. 

This  article  offers  to  physicians  who  per- 
form vasectomy  a time-tested  brochure  of 
informational  detail  which  allows  for  truly 
informed  consent  on  the  part  of  the  patient. 
This  brochure  is  mailed  or  given  to  the  pa- 
tient on  first  inquiry,  permits  time  for  care- 
ful study,  and  is  enormously  time-saving 
for  the  physician  and  his  staff;  it  eliminates 
the  not  insignificant  numberof  candidates 
who  do  not  have  a strong  commitment  to 
vasectomy,  and  it  anticipates  questions 
that  the  patient  might  ask,  thereby  reduc- 
ing the  time  required  for  the  pre-vasectomy 
interview. 

Skyrocketing  malpractice  insurance 
costs  coupled  with  increasingly  restrictive 
conditions  of  coverage  when  vasectomy  is 
done  in  an  outpatient  setting  under  local 
anesthesia  makes  fully  informed  consent 
imperative.  The  use  of  such  a brochure,  of 
which  the  consent  forms  are  an  integral 
part,  is  absolutely  necessary.  Nothing  is 
leftto  memory  sincethe  brochure  and  the 
consent  form  become  a part  of  the  patient’s 
permanent  record.  When  the  patient  turns 
in  his  signed  brochure,  he  receives  another 
copy  for  his  own  medical  file,  so  that  he 
can  refer  to  it  at  any  future  time. 

Elective  vasectomy,  although  described 
as  a simple  procedure,  is  not  devoid  of 
complications.  Our  collective  experience, 
both  in  the  author’s  series  and  that  of  the 
Vasectomy  Clinic  of  Planned  Parenthood  of 


Houston  (now  more  than  5,000  cases),  at- 
tests to  this.^  The  brochure  makes  full  dis- 
closure of  this  experience.  For  example,  at 
the  Planned  Parenthood  Vasectomy  Clinic, 
the  vasectomies  are  performed  by  urology 
residents  in  advanced  stages  of  their  train- 
ing. One  patient,  in  whom  a large  hematoma 
developed,  was  able  to  press  the  point  suc- 
cessfully that  had  he  known  the  operation 
was  not  to  be  done  by  a “regular  doctor,” 
he  would  not  have  had  it  done.  A subse- 
quent revision  of  the  brochure  adds  this 
information,  and  suggests  that  if  the  pa- 
tient has  any  reservations  in  this  connec- 
tion, he  need  only  ask  to  be  referred  to  one 
of  the  local  urologists  who  will  perform  the 
operation.  It  is  our  belief  that  no  useful 
purpose  is  served  by  withholding  any  in- 
formation which  permits  truly  informed 
consent. 

The  brochure  is  in  the  form  of  a question 
and  answer  interview.  Its  language  is  kept 
as  simple  as  possible.  Included  is  a dia- 
grammatic representation  of  the  operation, 
and  preoperative  and  postoperative  in- 
structions. The  brochure  follows  in  its 
entirety. 

VASECTOMY:  AN  EFFECTIVE  METHOD 
OF  BIRTH  CONTROL 

Q.  I am  a draftsman  and  35  years  old. 
My  wife  is  32  and  works  as  a clerk  in  a de- 
partment store.  We  have  three  children, 
aged  10,  7 and  2.  We  have  a happy  sexual 
life,  and  are  both  in  good  health. 

We  are  anxious  to  avoid  further  preg- 
nancies, since  ourcombined  incomes  are 
now  barely  enough  to  meet  living  expenses. 
As  a matter  of  fact,  we  had  planned  on  hav- 
ing only  two  children.  Our  youngest  was  an 
“accident”:  the  “rubber”  broke. 

Afterthis  accident,  wefirst  tried  the  pill 
and  then  the  intrauterine  device  (lUD),  but 
my  wife  had  more  side  effects  from  both 
the  pill  and  the  lUDthan  herfriends,  and 
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had  to  discontinue  both  methods.  Some  of 
our  friends  have  had  the  diaphragm,  foam, 
douche,  the  rhythm  method,  and  withdraw- 
al fail  as  contraceptive  methods,  and  we 
simply  don’t  want  to  risk  another 
pregnancy. 

We  have  heard  of  vasectomy  for  the  man 
and  tubal  ligation  forthe  woman.  How 
“safe”  are  they  compared  to  the  other 
methods? 

A.  Careful  study  and  comparison  of  the 
different  methods  has  found  big  differ- 
ences in  their  effectiveness  duringthe  first 
year  of  use:  for  each  100  couples  using  the 
different  methods,  four  became  pregnant 
while  usingthe  pill,  8 usingthe  lUD,  10 
usingthe  condom,  17  usingthe  diaphragm, 
21  using  rhythm,  22  usingfoam,  and  40 
using  the  douche.  However,  vasectomy  fails 
in  about  1 out  of  600  men,  but  newer  meth- 
ods which  we  have  adopted  may  possibly 
improve  on  this  failure  rate.  Tubal  ligation 
fails  in  about  the  same  proportion. 

Q.  In  general,  how  dangerous  to  life 
and  health  are  vasectomy  and  tubal 
ligation? 

A.  Since  vasectomy  is  a minor  operation 
and  may  be  performed  in  less  than  20  min- 
utes by  an  experienced  surgeon  through 


Figl. 


small  incisions  in  the  scrotal  wall  under 
local  anesthesia,  the  method  is  regarded 
as  very  safe.  It  may  be  done  in  the  doctor’s 
office  or  clinic  without  appreciable  loss  of 
time  from  work.  Tubal  ligation  or  “clip- 
ping” of  your  wife’s  tubes  requires  a gen- 
eral anesthetic,  an  abdominal  incision,  and 
will  require  hospitalization.  Certainly,  there 
is  more  risk  to  life  and  to  a complication- 
free  convalescence  than  is  the  case  with 
vasectomy.  Further,  it  should  be  stated 
that  in  the  normal  course  of  events,  a cer- 
tain number  of  women  will  die  during  preg- 
nancy and  childbirth.  Although  the  number 
is  very  small,  the  risk  of  death  from  tubal 
ligation  is  about  the  same.  On  the  other 
hand,  although  millions  of  vasectomies 
have  been  done  under  local  anesthesia,  no 
deaths  have  ever  been  reported.  Further- 
more, there  is  no  good  scientific  proof  that 
vasectomy  or  tubal  ligation  are  associated 
with  any  injurious  mental  or  physical  side 
effects. 

The  first  vasectomy  was  performed  in 
the  United  States  in  1899.  During  the  pe- 
riod of  1920-1940,  thousands  were  per- 
formed. Had  there  been  any  significant  side 
effects  from  vasectomy,  they  would  be  well 
known  by  now.  This  has  not  proved  to  be 
the  case. 

Q.  How  do  vasectomy  and  tubal  ligation 
work? 

A.  Vasectomy  is  a minor  surgical  proce- 
dure which  can  be  performed  in  the  doc- 
tor’s office  and  is  commonly  referred  to  as 
“clipping  the  cords.”  Clipping  the  cords 
has  the  effect  of  preventing  the  sperm  from 
enteringthe  seminal  fluid.  Tubal  ligation 
or  “tying  the  tubes”  prevents  the  egg 
which  is  developed  in  the  female  ovary 
from  meeting  man’s  sperm  which  is  de- 
posited in  the  vagina  during  intercourse  re- 
sulting in  pregnancy.  Both  vasectomy  and 
tubal  ligation  must  be  considered  perma- 
nent means  of  birth  control  because  at 
present  these  operations  can  be  reversed 
so  that  pregnancy  follows  only  15%  of  the 
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time.  If  your  objective  is  merely  to  space 
pregnancies,  or  if  you  have  even  the  slight- 
est reason  to  believe  that  you  might  want 
to  have  more  children  in  the  future,  then 
neither  vasectomy  nortubal  ligation  suits 
your  purposes,  and  should  not  be 
considered. 

Q.  Well,  we  are  certain  that  our  present 
family  is  as  large  as  we  want  it  to  be.  What 
is  the  very  best,  most  economical,  and 
safest  method  of  preventing  future 
pregnancies? 

A.  Without  reservation,  vasectomy  is  the 
method  of  choice  under  such  circum- 
stances. Considerthe  cost,  for  example,  if 
your  wife  were  to  take  the  pill  for  20  years, 
assumingthat  she  remains  fertile  forthat 
length  of  time.  At  present  costs,  this  may 
amount  to  about  $2,000.  Obviously  the 
cost  of  vasectomy  is  only  a small  fraction 
of  this  amount.  The  failure  rate  of  vasec- 
tomy is  less  than  with  any  other  method  of 
contraception,  but  failures,  though  rare,  do 
occur  (as  rarely  as  once  in  600 
vasectomies). 

Tubal  ligation  is  considerably  more  ex- 
pensive than  vasectomy,  entails  risks  of  an 
operation  in  which  the  abdomen  is  entered 
and  usually  requires  a longer  period  for 
recuperation  than  vasectomy. 

Q.  Still,  you  say  that  you  recommend 
vasectomy  without  reservation? 

A.  Yes.  The  vasectomy  will  prevent  the 
sperm  from  reaching  and  penetrating  the 
female  egg,  resulting  in  pregnancy.  It  is  the 
simplest,  safest  method  for  the  prevention 
of  unwanted  pregnancies. 

You  should  know  that  vasectomy  is  rare- 
ly the  answer  to  a problem  of  sexual  mal- 
adjustment. (If  you  are  getting  a vasectomy 
in  the  hope  of  improving  your  wife’s  atti- 
tude toward  sex,  you  may  be  disappointed. 
Vasectomy  is  not  recommended  for  this 
purpose.) 

Q.  How  will  such  an  operation  affect  my 
sex  life — my  “nature”? 

A.  Since  all  that  is  done  is  the  simple 


cutting  of  the  cords,  which  are  tied,  closed 
off  with  clips,  or  with  an  electric  current, 
preventingthe  sperm  from  reachingthe 
egg,  there  should  be  no  adverse  effects  on 
your  sex  life.  On  the  other  hand,  freed  from 
the  fear  of  producing  unwanted  children, 
you  and  your  wife  may  find  the  mutual  en- 
joyment of  sex  relations  greatly  improved. 

Asa  matter  of  fact,  at  onetime,  before 
it  was  known  that  there  was  no  effect 
whatever,  the  operation  was  advocated  as 
a method  of  rejuvenating  failing  sexual 
powers.  We  now  know  that  the  good  results 
claimed  forthis  operation  wereduetothe 
psychological  reassurance  that  such  good 
results  would  be  obtained.  In  the  same 
way,  ignorance  of  the  facts  explained 
above,  may  lead  to  adverse  psychological 
“hang-up,”  but  usually  these  do  not  de- 
velop in  normal  men. 

Q.  When  my  cords  are  clipped,  what 
happens  to  my  male  sex  hormones  which 
are  produced  in  the  testicles? 

A.  These  hormones  do  not  enter  the 
body  through  the  cords,  but  through  the 
blood,  and  the  blood  vessel  of  the  testicles 
are  not  touched  in  this  operation.  Hormone 
production  is  therefore  not  affected  one 
way  or  the  other. 

Q.  What  happenstothespermthat can- 
not come  out  when  my  cords  are  clipped, 
and  will  this  operation  eliminate  my  dis- 
charge of  fluids  when  I reach  a climax? 

A.  The  body  is  made  up  of  many  differ- 
ent types  of  cells.  These  die  and  are  re- 
placed— the  blood  cells,  the  cells  that 
make  up  your  lungs,  intestines,  etc.  The 
dead  cells  then  disintegrate  and  are  dis- 
charged from  the  body  as  wastes.  This  is 
what  happens  to  the  sperm  cells  as  well. 
This  is  a natural  process. 

As  to  the  effects  of  this  operation  on 
your  discharge  of  seminal  fluid  duringthe 
act  of  intercourse,  there  is  no  appreciable 
change  in  the  amount  of  discharge.  Most 
of  the  fluid  of  the  semen  is  produced  by 
the  prostate  and  the  seminal  vesicles  (se- 
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men  storage  tanks).  Approximately  5%  of 
the  bulk  of  the  ejaculate  (seminal  fluid)  is 
produced  by  the  testicles,  an  amount  too 
small  to  be  noticed. 

Q.  Do  the  cut  ends  of  the  cords  ever 
rejoin  by  themselves?  In  other  words,  what 
is  the  chance  of  failure  of  this  operation  of 
vasectomy? 

A.  Yes,  on  rare  occasions,  the  cut  ends 
of  a vas  may  rejoin.  To  reduce  the  chance 
that  this  may  happen,  a 1-inch  piece  of  the 
vas  is  usually  removed  at  the  time  of  sur- 
gery. Despite  the  rare  possibility  that  the 
cut  ends  may  rejoin,  vasectomy  is  the 
safest,  simplest,  and  most  permanent  of 
all  methods  for  the  prevention  of  unwanted 
pregnancies. 

Q.  Is  vasectomy  ever  associated  with 
any  “complications”? 

A.  Occasionally  the  skin  of  the  scrotum 
and  possibly  of  the  base  of  the  penis  may 
turn  black-and-blue.  This  is  not  painful 
and  lasts  a few  days  and  disappears  with- 
out treatment.  More  often,  there  may  be 
mild  pain  or  tenderness  in  the  areas  of  in- 
cision, with  someswellingfora  short  time. 
Very  rarely  a small  blood  vessel  may  escape 
into  the  scrotum  and  continue  to  bleed  to 
form  a large  clot.  (This  has  occurred  only 
eight  times  in  our  experience  of  more  than 
5,000  vasectomies.)  After  a number  of 
hours  in  such  cases,  the  scrotum  becomes 
quite  swollen  and  painful  because  of  the 
pressure  of  the  blood  clot  that  forms.  A 
small  clot  will  be  absorbed  after  a time,  but 
a large  one  usually  requires  the  reopening 
of  the  scrotum,  and  drainage  of  the  hema- 
toma (clot).  Hospitalization  and  a general 
anesthetic  are  usually  required  for  this 
purpose. 


If  an  unusual  swelling  with  pain  does 
occur,  the  patient  should  call  his  physician 
who,  on  the  basis  of  the  information  the 
patient  supplies,  will  decide  on  the  proper 
course  to  follow. 


Certain  other  complications  occur  rarely, 
but  no  more  than  three  men  in  a hundred 
need  expect  any  complications  at  all.  Al- 
though this  is  rarely  the  case,  some  com- 
plications may  require  bed  rest  and  a loss 
of  time  from  work. 

Q.  Will  I have  to  restrict  my  activities 
after  the  operation? 

A.  Yes.  You  should  stay  off  your  feet  as 
much  as  possible  for  the  remainder  of  the 
day  of  the  procedure  and  be  at  a location 
where  you  can  place  an  ice  pack  (a  plastic 
bag  filled  with  ice  cubes)  on  the  incision 
sites  for  four  to  six  hours  after  the  proce- 
dure. You  should  not  be  on  your  feet  for 
more  than  one  hour  at  a time  the  first  day 
after  the  vasectomy.  After  the  first  day  you 
may  stand  as  much  as  you  like.  You  should 
avoid  all  sexual  activity  for  one  week.  After 
that,  you  may  resume  normal  sexual  ac- 
tivity. You  should  not  lift  anything  that 
weighs  over  a few  pounds  for  one  week 
(this  includes  infant  children).  Avoid 
strenuous  exercise  (for  example,  climbing 
ladders  or  telephone  poles)  for  one  week. 
Avoid  riding  motorbikes,  bicycles,  horses, 
playing  tennis,  etc.,  as  well.  These  activi- 
ties sometimes  result  in  a complication. 

Q.  How  long  will  it  be  before  I know  that 
the  operation  has  been  successful? 

A.  Sperm  can  survive  above  the  point 
where  the  cords  were  clipped  for  months, 
so  continue  to  use  full  precautions  for 
three  months  following  the  operation.  As 
long  as  live  sperm  are  present  in  your 
semen  you  can  make  your  wife  pregnant. 
Three  months  after  the  procedure  is  per- 
formed, bring  a specimen  of  seminal  fluid 
in  for  microscopic  examination.  It  should 
be  produced  by  masturbation  into  a dry 
wide-mouth  receptacle  furnished  to  you  for 
this  purpose.  If  no  sperm  are  present  in  the 
fluid,  the  operation  has  been  successful. 

If  any  sperm  alive  or  dead  are  still  present, 
you  will  be  asked  to  submit  further  speci- 
mens for  examination.  Only  about  1 man  in 
20  will  still  have  sperm  present  after  three 
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months.  Occasionally,  it  takes  as  long  as 
six  months  to  flush  out  all  the  sperm.  When 
no  sperm  are  found  in  a specimen,  no 
further  precautions  need  be  taken.  Inter- 
course or  masturbation  on  several  succes- 
sive days  prior  to  vasectomy  may  hasten 
the  process  of  clearing  all  sperm,  living  or 
dead,  from  the  seminal  tract.  You  must 
continue  to  supply  semen  specimens  until 
you  are  given  the  “all-clear"  signal  from 
the  doctor. 

WHAT  TO  DO  IN  PREPARING  YOURSELF 
FOR  VASECTOMY 

1.  Shave  hair  from  the  scrotum  and 
from  around  the  penis  on  the  evening  be- 
fore or  the  day  when  the  vasectomy  is  to  be 
done.  (Do  not  use  an  electric  razor!) 

2.  After  shaving  the  area,  wash  the 
penis  and  scrotum  thoroughly,  then  shower 
or  bathe  to  remove  all  loose  hairs. 

3.  If  you  can,  get  someone  to  drive  you 
to  and  from  the  office,  although  this  is  not 
essential. 

4.  Stop  at  a drug  store  and  purchase  a 
“large-sized  scrotal  suspensory  with  no 
leg  straps  attached."  Bringthe  suspensory 
with  you. 

5.  If  you  have  not  already  done  so,  bring 
your  signed  consent  form  (which  your  wife 
should  also  sign.) 

CONSENT  FOR  STERILIZATION 
OPERATION 

WHEREAS,  the  physician 

of has  been  asked 

to  perform  an  operation  of  sterilization  on 
the  undersigned  husband,  such  an  opera- 
tion being  known  as  a vasligation  and  sec- 
tion, and  WHEREAS,  the  above  named 
physician  is  willingto  perform  said  opera- 
tion only  upon  the  written  consent  and 
agreement  of  the  undersigned  husband 
and  wife,  freely  and  fully  given,  and 
WHEREAS,  the  undersigned,  by  execution 
of  this  agreement,  hereby  give  their  con- 
sent and  agreement,  individually  and  joint- 
ly, to  the  performance  of  a vasligation  and 
section  upon  the  husband  with  the  full  un- 


derstanding that  said  operation  may  for- 
ever and  irrevocably  deprive  said  husband 
of  theability  to  produce  children  or  cause 
pregnancy  in  a female  partner. 

The  undersigned  further  agree  that  the 
above  named  physician  shall  not  be  respon- 
sible in  any  way  for  any  adverse  conse- 
quences or  complications  resulting  from 
said  operation,  including  failure  of  the 
operation  of  its  intended  result,  and  includ- 
ing unwanted  pregnancy,  and  hereby  re- 
lease and  discharge  him  from  any  or  all 
claims  and  demands  whatsoever  which 
they,  their  heirs,  executors,  administrators 
or  assigns  have  or  may  have  against  him  by 
reason  of  any  matter  relative  or  incident 
to  such  operation. 

We  have  read  and  fully  understand  all 
details  of  the  brochure  on  “Vasectomy;  An 
Effective  Method  of  Birth  Control"  which 
was  given  to  us  by  the  above  named  physi- 
cian and  of  which  this  consent  form  was  an 
intrinsic  part  and  so  attest  by  our  signa- 
tures attached  hereto. 


Signed  this day  of. 

19 

WITNESSES; 


(Name) 

(Husband) 

(Address) 

(Wife) 

(Name)  (Address) 


(Address) 


INSTRUCTIONS  TO  FOLLOW  AFTER 
VASECTOMY 

PLEASE  READ  CAREFULLY 

1.  Wear  the  scrotal  suspensory  for  24 
hours.  Thereafter,  you  may  wear  it  as  long 
as  you  are  more  comfortable  with  it  than 
without  it. 

2.  Avoid  the  activities  mentioned  ear- 
lier. You  may  perform  all  other  normal 
duties. 

3.  You  may  shower  or  bathe  on  the  day 
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following  vasectomy  and  thereafter.  You 
may  apply  soapy  water  gently  to  the  scro- 
tum to  wash.  Rinse  and  dry  by  blotting 
the  skin,  not  rubbing. 

4.  As  a rule,  the  skin  incisions  are  so 
small  that  “stitches”  are  not  used.  All 
“stitches,”  if  used,  will  dissolve  by  them- 
selves. They  do  not  require  removal.  If  a 
stitch  comes  away  prematurely,  the  inci- 
sion may  open  a littleand  possibly  a small 
discharge  from  the  wound  ora  slight 
amount  of  bleeding  may  develop.  Do  not 
worry  about  this:  continue  to  bathe  as  be- 
fore, and  place  a small  gauze  sponge  inside 
the  suspensory  which  you  are  to  wear  until 
the  incision  dries  up. 

5.  If  you  have  pain  or  discomfort  imme- 
diately after  the  vasectomy,  two  aspirin 
tablets  taken  at  four-  to  six-hour  intervals 
are  usually  enough  to  provide  relief.  Place 
an  ice  bag  on  the  scrotal  sac  forfour  to  six 
hours  to  reduce  or  eliminate  swelling.  The 
ice  bag  will  provide  additional  comfort 
after  the  local  anesthetic  wears  off. 

6.  A small  amount  of  oozing  of  blood 
(enough  to  stain  the  dressing),  some  dis- 
comfort and  mild  swelling  in  the  area  of  the 
incision  are  not  unusual  and  should  sub- 
side by  72  hours.  These  should  cause  no 
alarm  but,  if  there  is  a severe  amount  of 
pain,  a large  swelling  of  the  scrotum,  or 
continued  free  bleeding,  do  not  hesitate  to 
call  the  doctor  at  any  time.  If  for  any  reason 
you  cannot  reach  him,  you  may  go  to  the 

Emergency  Room  at 

Hospital  at  any  time  of  the  day  or  night  and 
ask  to  see  the  urology  resident. 

7.  Maintain  the  usual  precautions 
against  pregnancy  for  three  months.  Before 
having  unprotected  intercourse,  collect  a 
semen  specimen  by  masturbation  and  use 
the  wide-mouthed  container  provided  to 
bring  the  specimen  to  the  office.  If  sperm 
are  found  during  microscopic  examination 
of  the  specimen,  it  will  be  necessary  to 
submit  another  specimen  one  month  later. 


You  will  need  to  continue  precautions  for 
as  long  as  the  doctor  finds  sperm,  living  or 
dead,  in  successive  specimens. 

On  the  basis  of  our  interview  experi- 
ences, it  is  evident  to  us  that  there  is  a 
large  reservoi  r of  cand idates  for  vasectomy 
who  defer  their  decisions  to  have  the  proce- 
dure done  because  of  the  fear  of  pain  in- 
cident to  surgery  under  local  anesthesia 
and  in  the  physician’s  office.  The  recent 
advent  of  the  Out-Patient  SurgiCenter, 
where  the  procedure  can  be  done  under  a 
short  acting  anesthetic  (Sublimaze)  such 
as  fentanyl  which  is  quickly  reversible  by 
the  antagonist  Narcan  may  make  vasec- 
tomy much  more  readily  acceptable.  Its  use 
allows  the  patient  to  return  to  his  home  in 
an  hour  or  two  and  at  significantly  less  ex- 
pense than  that  entailed  by  conventional 
hospital  admission,  an  overnight  stay,  and 
a prolonged  general  anesthetic. 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  Into 
conflict? 


not  if  the  vasodilator  Is 

VASODILAr 

(ISOXSUPRINEHCl) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease^  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  .?5. 134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  Information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 
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Renal  transplantation 


Renal  transplantation  is  now  a well  accep- 
ted mode  of  therapy  for  end-stage  renal 
failure.  The  result  when  the  donor  is  a well- 
matched  living  relative  is  better  than  when 
the  transplant  organ  is  from  a cadaver. 

The  major  clinical  problem  is  immuno- 
logic rejection  of  the  transplanted  organ. 
The  major  complication  is  infection  relat- 
ed to  impairment  of  the  immune  system  by 
drugs  administered  to  prevent  rejection. 
This  complication  at  times  requires  that 
the  immunosuppressive  drugs  be  discon- 
tinued in  order  to  insure  survival  of  the 
patient. 

Introduction 

In  1955,  the  first  kidney  transplant  was 
performed  between  identical  twins.  Since 
their  tissues  were  genetically  identical  re- 
jection of  the  donated  organ  by  the  recip- 
ient did  not  occur.  Early  attempts  at  trans- 
plantation between  nonidentical  individu- 
als were  hazardous  because  of  either  im- 
munologic rejection  of  the  graft  or  infec- 
tion resulting  from  overly  enthusiastic 
suppression  of  the  immune  system.  Only 
in  the  past  decade  has  the  balance  been 
fairly  achieved  between  suppression  of  the 
immune  response  allowing  graft  accep- 
tance and  maintenance  of  immune  defens- 
es preventing  opportunistic  infection.  The 
simple  lesson  that  it  was  better  to  under- 
treat the  rejection  and  lose  the  kidney  than 
overtreat  and  lose  the  patient  was  difficult 
but  important  to  learn.  The  evolution  of 
immunosuppressive  therapy  has  changed 
renal  transplantation  from  a clinical  ex- 
periment to  a well  accepted  form  of  ther- 
apy for  end  stage  renal  failure. 

More  than  19,000  renal  transplants 
have  been  performed  to  date.  Last  year 
there  were  approximately  2,500.  Data 
from  the  National  Transplant  Registry  in- 
dicate that  70%  of  patients  who  received 


theirtransplants  from  immediate  family 
members  had  adequate  renal  function  af- 
ter two  years.  Results  after  cadaveric  renal 
transplant  have  been  less  encouraging. 
Approximately  50%  of  recipients  with 
kidneys  from  cadaveric  donors  have  ade- 
quate renal  function  after  one  year. 

It  is  the  purpose  of  this  article  to  dis- 
cuss the  current  status  of  renal  trans- 
plantation, its  impact  upon  the  overall 
problem  of  end-stage  renal  failure  and  its 
relationship  to  maintenance  dialysis. 

Patient  Load  and  Relationship  to  Dialysis 
and  Transplantation 

In  July  1973  the  federal  government  as- 
sumed major  fiscal  responsibility  for 
treatment  of  end-stage  renal  failure.  Since 
that  time  treatment  facilities  have  rapidly 
expanded  to  accommodate  the  majority  of 
patients  with  end-stage  renal  failure.  The 
number  of  patients  entering  these  pro- 
grams is  estimated  to  be  at  least  10,000 
annually  in  this  country.  In  Texas  for  the 
year  1973-1974,  there  were  more  than 
800  patients  enrolled  in  treatment  facil- 
ities. 

There  are  two  modes  of  therapy  cur- 
rently available  for  end-stage  renal  fail- 
ure, maintenance  dialysis  and  renal  trans- 
plantation. Dialysis  and  transplantation 
are  not  competitive  treatment  modalities. 
They  are  rather  supportive  of  one  another 
and  interdependent  upon  each  other.  In- 
deed it  would  be  impossible  to  properly 
prepare  and  maintain  patients  for  trans- 
plantation without  dialysis.  Likewise  di- 
alysis is  the  only  immediate  form  of  alter- 
native therapy  available  when  a transplant 
fails.  Additionally,  recent  data  from  this 
institution  have  shown  that  the  mortality 
and  rehabilitation  of  properly  selected 
home  dialysis  patients  is  equal  to  that  of 
renal  transplantation.  In  reality  patients 
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should  flow  from  one  form  of  therapy  to 
theotherdependingon  their  needs  and 
their  response  to  the  therapy 
administered. 

Transplantation  Immunology  and 
Rejection 

The  single  major  problem  in  renal  trans- 
plantation is  rejection  of  the  graft  by  the 
recipient.  The  only  exception  to  this  is  the 
extremely  rare  instance  where  transplan- 
tation between  identical  twins  is  per- 
formed. In  this  instance  there  is  no  rejec- 
tion because  the  tissues  of  the  donor  and 
the  recipient  are  genetically  identical.  In 
all  other  instances  immunologic  rejection 
of  the  donated  organ  occurs  and  this  must 
be  suppressed  in  order  to  insure  satisfac- 
tory graft  function. 

The  most  catastrophic  and  irreversible 
form  of  rejection  occurs  within  minutes 
of  transplantation  and  is  referred  to  as  hy- 
peracute rejection.  It  occurs  in  recipients 
who  have  circulating  pre-formed  cytotoxic 
antibodies  against  antigens  present  on  the 
graft.  Since  this  type  of  rejection  always 
results  in  total  destruction  of  the  graft,  it 
is  important  to  detect  the  presence  of 
these  antibodies  against  the  donor  tissue 
priorto  grafting.  This  can  be  done  utiliz- 
ing an  in  ^itro  crossmatch  between  the 
donor’s  cells  and  recipient’s  serum.  If 
this  test  is  positive  then  a transplant  be- 
tween the  two  individuals  is  contraindicat- 
ed. The  presence  of  these  antibodies  in- 
dicates previous  sensitization  by  tissue 
antigens.  Potential  sources  include  leuko- 
cytes in  blood  transfusions,  transplacental 
exposure  to  fetal  antigens  during  preg- 
nancy, and  previous  tissue  transplants. 

Cellular  rejection  is  the  classical  im- 
mune response  of  the  host  to  the  first  ex- 
posure of  cells  from  a genetically  dissim- 
ilar individual.  It  is  mediated  by  lympho- 


cytes which  identify  the  graft  as  noniden- 
tical and  rejection  occurs  in  a matter  of 
days  or  weeks,  unless  this  phenomenon 
can  be  suppressed  by  artificial  means.  Bi- 
opsy of  the  kidney  in  cellular  rejection  re- 
veals interstitial  edema  and  extensive  in- 
filtration of  the  kidney  primarily  by  small 
lymphocytes.  Initially  this  infiltration  oc- 
curs in  the  peritubularcapillaries  and  lat- 
er in  the  entire  interstitium.  Clinically  the 
physician  will  observe  a low-grade  fever, 
graft  tenderness,  a reduction  in  renal  func- 
tion and  lymphocyturia.  If  inadequately 
treated  the  process  will  ultimately  result 
in  total  destruction  of  the  transplanted  or- 
gan. Theantigens  responsible  for  cellular 
rejection  are  isoantigens  located  on  hu- 
man nucleated  cells  and  are  referred  to 
as  HLA  antigens.  Currently  about  30  indi- 
vidual HLA  antigens  have  been  identified, 
yet  many  more  are  probably  still  unknown. 
Normally  individuals  have  four  antigens, 
two  on  each  HLA  sublocus,  and  these  are 
genetically  determined.  This  fact  has  been 
documented  in  many  family  studies.  Iden- 
tification of  an  individual’s  HLA  antigen 
is  possible  by  the  use  of  a panel  of  sera 
from  individuals  with  known  HLA  anti- 
bodies. The  HLA  antigen  matching  is  im- 
portant when  the  potential  donor  is  a 
closely  related  individual.  When  the  recip- 
ient and  living  related  donor  havethe  same 
antigens  (HLA  identical)  the  graft  survival 
is  significantly  better  and  the  dosage  of 
immunosuppressive  therapy  less  than 
when  one  or  more  antigens  are  mis- 
matched. Unfortunately  data  obtained 
from  this  country  indicate  that  the  HLA 
matching  has  little  usefulness  in  predict- 
ing the  outcome  of  kidney  transplants 
from  cadaveric  donors.  In  Europe  the  cor- 
relation between  HLA  matching  and  graft 
survival  from  cadaveric  donors  has  been 
better.  The  reasons  forthis  discrepancy 
are  not  apparent  at  present. 
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Another  immunologic  test  which  is  usu- 
ally predictive  of  the  magnitude  of  anti- 
genic disparity  between  donor  and  recipi- 
ent is  the  mixed  lymphocyte  culture 
(MLC).  Lymphocytes  from  the  donor  and 
recipient  are  mixed  in  tissue  culture  for 
five  days.  In  immunologically  dissimilar 
individuals  these  two  cell  populations  will 
stimulate  each  other  and  transform  into 
blast  cells.  Siblings  who  are  HLA  identical 
will  usually  have  a negative  MLC,  while 
those  with  varying  degrees  of  antigenic 
mismatch  will  demonstrate  a progressively 
greater  positive  response.  Correlation  be- 
tween MLC  response  and  episodes  of  cel- 
lular rejection  is  fairly  good  and  thus  the 
test  is  helpful  in  matching  a recipient 
against  a panel  of  donors.  Since  the  test 
takes  five  to  seven  days  it  is  only  appli- 
cable in  the  living  related  donor  situation. 

Selection  of  Recipient  and  Donor 

In  general,  potential  renal  transplant  re- 
cipients should  have  end-stage  renal  fail- 
ure and  be  free  of  other  serious  medical 
disorders  that  would  preclude  long-term 
rehabilitation.  They  should  also  have  nor- 
mal lower  urinary  tracts,  be  free  of  signif- 
icant infections,  and  possess  emotional 
stability  and  reliability.  Patients  who 
meet  these  general  criteria  are  then 
screened  for  a suitable  living  related  do- 
nor since  this  offers  the  greatest  chance 
for  a favorably  long-term  outcome.  When 
a consenting,  related  potential  donor  is 
identified,  HLA  typing,  MLC  test  and  the 
crossmatch  are  used  to  further  evaluate 
the  donor  suitability.  The  donor  must  be 
documented  to  be  in  perfect  health  by  a 
careful  medical  evaluation,  with  special 
evaluation  of  renal  function  and  the  anat- 
omy of  both  kidneys. 

When  an  antigenic  disparity  exists  be- 
tween donor  and  recipient,  the  results  of 


renal  transplantation  are  not  as  good  as 
when  identity  is  present.  Whether  a living 
related  donor  transplant  should  be  car- 
ried out  with  a one  antigen  mismatch  or 
whether  this  recipient  should  receive  a 
cadaveric  transplant  is  controversial  and 
philosophies  vary  among  individual  trans- 
plant centers.  As  the  availability  of  cadav- 
eric organs  increases  the  incidence  of 
this  type  of  kidney  transplant  will  probably 
decrease. 

The  majority  of  patients  with  end-stage 
renal  failure  are  not  fortunate  enough  to 
have  a well  matched  living  related  donor. 

In  general  the  young  and  those  who  have 
done  poorly  on  maintenance  dialysis  are 
channeled  as  soon  as  possible  towards  ca- 
daveric renal  transplant.  The  remaining 
patients  are  maintained  on  intermittent 
hemodialyses  either  in  a limited  care  fa- 
cility or  on  a home  dialysis  program.  This 
group  may  comprise  a large  recipient  pool. 
Patients  from  this  pool  are  selected  for 
transplantation  as  cadaveric  organs  be- 
come available  on  the  basis  of  ABO  blood 
type  compatibility,  and  patient  needs  and 
desires.  Whether  or  not  HLA  matching  is 
used  as  a criteria  for  recipient  selection 
depends  on  the  philosophy  of  the  center  or 
the  networks  involved  in  rendering  this 
service. 

The  key  to  a successful  transplant  pro- 
gram is  the  retrieval  of  cadaveric  organs. 
At  present,  the  lack  of  cadaveric  organs  is 
the  major  reason  why  more  renal  trans- 
plants are  not  performed.  An  intensive  ed- 
ucational program  of  the  general  public 
and  physicians  is  currently  underway  in  an 
attempt  to  improve  this  situation.  Pro- 
curement of  cadaveric  organs  must  take 
place  immediately  after  death.  Therefore 
this  death  must  be  anticipated  in  suffici- 
ent time  to  allow  proper  medical  evalua- 
tion of  the  donor  and  obtain  consent  from 
the  next  of  kin.  In  general,  a potential  do- 
nor should  be  less  than  60  years  of  age, 
free  of  systemic  infection  and  malignan- 
cies and  with  adequate  renal  function  and 
perfusion  prior  to  death.  The  ideal  cada- 
veric renal  donor  would  be  a previously 
healthy  young  individual  who  has  suffered 
severe  irreparable  brain  damage  due  to 
trauma. 
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Technique  for  T ransplantation  and 
Its  Complications 

If  the  donor  is  a family  member,  the  kidney 
to  be  donated  is  removed  through  an  ex- 
traperitoneal  approach  with  as  much 
length  of  the  renal  artery,  vein,  and  ureter 
as  istechnically  safe.  The  kidney  is  flushed 
with  a chilled  electrolyte  solution.  In  an 
adjacent  operating  room,  another  team 
has  prepared  the  recipient  for  implanting 
the  kidney. 

Preoperative  preparation  of  the  recipi- 
ent should  include  dialysis  within  24  hours 
of  the  operation  and  administration  of  the 
immunosuppressive  drugs  for  the  pre- 
ceding three  days.  The  kidney  is  placed 
retroperitoneally  in  the  iliac  fossa.  The 
renal  artery  is  anastomosed  either  end-to- 
end  to  the  internal  iliac  artery  or  into  the 
side  of  the  external  iliac  artery.  Small  ac- 
cessory renal  arteries  can  either  be  im- 
planted or  ligated.  The  renal  vein  is 
drained  into  the  side  of  the  external  iliac 
vein.  The  preferred  method  for  urinary 
drainage  is  to  implantthe  donor  ureter  in- 
to the  recipient’s  bladderas  a ureter- 
oneocystostomy.  An  alternative  method  is 
to  use  the  recipient's  ureter  into  the  do- 
nor renal  pelvis.  If  the  ureter  is  placed 
in  the  bladder,  catheter  decompression  is 
indicated  for  at  least  four  days. 

The  procedure  for  kidney  transplanta- 
tion when  the  donor  is  a cadaver  is  some- 
what different.  After  permission  is  ob- 
tained for  removal  of  the  kidneys  and  the 
patient’s  physician  has  pronounced  the  pa- 
tient dead,  the  kidneys  are  rapidly  re- 
moved through  a long  midline  transperi- 
toneal  incision.  Prior  to  the  removal  of 
the  kidneys,  the  donor  is  given  heparin 
for  prevention  of  clotting  in  the  kidney 
and  dibenzyleneto  combat  increasing  ren- 
al vascular  resistance. 

As  soon  as  the  kidneys  are  removed 
they  are  flushed  with  a chilled  electrolyte 
solution.  Since  it  may  take  24  hours  or 
more  after  harvesting  the  kidneys  to  com- 
plete the  appropriate  matching  tests  to 
identify  the  prospective  recipient  and 
transport  him  tothe  hospital,  the  kidneys 
must  be  preserved  either  with  surface 
cooling  at  4°C,  or  with  a hypothermic  per- 


fusion device.  For  preservation  beyond  12 
to  24  hours,  perfusion  is  superior  and 
more  commonly  used. 

Implantation  of  the  cadaveric  kidneys  is 
performed  as  described  previously. 

The  most  common  postoperative  prob- 
lem peculiarto  renal  transplantation  is 
oliguria.  The  differential  diagnosis  in- 
cludes (1)  thrombosis  of  renal  artery  or 
vein,  (2)  ureteral  obstruction,  (3)  hyper- 
acute or  acute  rejection,  and  (4)  ischemic 
injury,  in  otherwords,  acute  tubular  ne- 
crosis. 

Clinical  evaluation  including  changes  in 
kidney  size  and  tenderness,  as  well  as 
changes  in  urine  output  through  time  are 
very  helpful.  For  instance,  if  there  is  ini- 
tially a good  urine  output  followed  by  pro- 
gressive oliguria  after  the  first  week,  acute 
rejection  would  be  the  most  likely  cause. 
Evaluation  of  the  urine  sediment,  sodium, 
potassium,  and  creatinine  concentration 
are  helpful  in  differentiating  among  ob- 
struction, rejection,  and  ischemic  injury. 

Confirmation  of  the  suspected  cause  of 
oliguria  can  be  obtained  by  one  of  the  fol- 
lowingtechniques:  (1)  renal  perfusion 
scan  to  evaluate  the  vascular  patency: 

(2)  cystoscopy  and  retrograde  urography 
forevaluation  of  urinary  obstruction;  and 

(3)  percutaneous  biopsy  of  the  kidney  for 
the  parenchymal  changes  of  acute  rejec- 
tion or  acute  tubular  necrosis. 

Othercomplications  include  disruption 
of  the  ureteric  anastomosis  or  bladder 
closure,  which  can  be  confirmed  by  cys- 
tography, intravenous  pyelography,  or 
retrograde  urography.  An  unusual  late 
cause  of  ureteral  obstruction  is  the  locu- 
lation  of  lymph  as  a lymphocele  within  the 
rigid  confines  of  the  pelvis  surrounding 
the  transplanted  kidney. 


Given  a viable  kidney  in  which  no  circulat- 
ing preformed  antibodies  are  present  in  a 
technically  successful  transplant,  the  suc- 
cess of  the  donated  organ  rests  on  ade- 
quate but  safe  immunosuppressive  ther- 
apy administered  tothe  recipient.  It  is  the 
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physician’s  major  responsibility  in  this 
period  to  give  enough  therapy  to  prevent 
rejection  but  not  so  much  as  to  produce 
undesirable  side  effects  or  life-threaten- 
ing complications.  Initially  this  is  a diffi- 
cult task  requiring  considerable  medical 
expertise  and  meticulous  patient  observa- 
tion. The  basic  immunologic  drugs  em- 
ployed by  virtually  all  transplantation  cen- 
ters are  azathioprine  and  glucocorticoids. 
Initially  azathioprine  is  given  in  doses  of 
2 to4  mg/kg/day,  and  prednisone  in  a 
dose  of  60  mg/day.  The  latter  drug  is 
gradually  reduced  to  maintenance  levels  of 
5 to  15  mg/day  over  a period  of  many 
weeks.  Acute  cellular  rejection  episodes 
as  described  are  treated  with  large  doses 
of  corticosteroids  for  short  periods  of 
time. 

Other  aids  in  suppressing  acute  cellu- 
lar rejection  are  graft  irradiation  and  an- 
tilymphocytic  globulin.  The  major  cause 
of  failure  of  graft  function  is  cellular  re- 
jection. The  major  causes  of  recipient 
death  following  renal  transplantation  are 
the  complications  of  immunosuppressive 
therapy  that  lead  to  life-threatening  infec- 
tion by  common  or  uncommon  organisms. 

If  infections  cannot  be  quickly  and  com- 
pletely combated  by  appropriate  antimi- 
crobial agents,  then  discontinuation  of 
immunosuppressive  therapy  must  be 
strongly  considered.  In  this  instance  the 
transplanted  kidney  will  reject  and  the  pa- 
tient must  be  returned  to  a maintenance 
dialysis  program.  Acceptance  of  loss  of 
thetransplant  ratherthan  riskinga  dan- 
gerous septic  complication  has  led  to  a 
significant  fall  in  patient  mortality  during 
the  past  several  years. 

Steroid-induced  Cushing’s  syndrome  is 
another  significant  complication  of  immu- 
nosuppressive therapy.  Attempts  are  made 
to  reduce  the  steroid  dose  to  maintenance 


levels  which  will  not  produce  this  compli- 
cation. Although  there  is  considerable  var- 
iation, most  centers  agree  that  predni- 
sone doses  of  30  to  35  mg/day  or  higher 
represent  an  unacceptable  risk  to  the 
patient. 
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adjunctive 
therapy 
for  wound 
debridement 


HELPS  TO  REMOVE: 

• Necrotic  Tissue 

and  Associated  Odor 

HELPS  PREPARE 
WOUND  FOR: 

• Granulation/Healing 

• Granulation/Grafting 


CLEANSE  WOUND 

Thoroughly  cleanse  and 
irrigate  wound  area  with 
sodium  chloride  or  water 
solutions.  Wound  MUST 
be  cleansed  of 
antiseptics  or  heavy- 
metal  antibacterials. 


THOROUGHLY  MOISTEN 

Thoroughly  moisten 
wound  area  either 
through  tubbing, 
showering,  or  wet  soaks 
(e.g.,  sodium  chloride  or 
water  solutions). 


APPLY  ENZYME 

Apply  a layer  of  TRAVASE 
Ointment.  Assure  intimate 
contact  with  necrotic 
tissue  and  complete 
wound  coverage. 


APPLY  MOIST  DRESSING 

Apply  loose  moist 
dressings  (most 
important  with  dry 
leathery  eschar). 


CHANGE  DRESSINGS 

When  changing  dressing, 
gently  wipe  away  the 
dissolved  material. 

Repeat  the  procedure, 
including  application  of 
TRAVASE  Ointment, 

3 to  4 times  per  day  tor 
best  results. 
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Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


After  nine  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


Before  treatment ...  48  hours  following  treatment  with  TRAVASE 

Ointment  on  right  hand;  left  hand  is  control. 


Travase"  Ointment 

(brand  of  Sutilains) 

Indications:  For  wound  debridement,  TRA- 
VASE Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following 
lesions: 

Second  and  third  degree  burns, 

Decubitus  ulcers, 

Incisional,  traumatic,  and 
pyogenic  wounds, 

Ulcers  secondary  to  peripheral 
vascular  disease. 

Contraindications:  Application  of  TRAVASE 
Ointment  is  contraindicated  in  the  following 
conditions: 

Wounds  communicating  with  major  body 
cavities. 

Wounds  containing  exposed  major  nerves 
or  nervous  tissue, 

Fungating  neoplastic  ulcers. 

Wounds  in  women  of  child-bearing 

potential — because  of  lack  of  laboratory 
evidence  of  effects  of  TRAVASE  upon 
the  developing  fetus. 


Warning:  Do  not  permit  TRAVASE  Ointment 
to  come  into  contact  with  the  eyes.  If  con- 
tact is  made,  immediately  rinse  with  copious 
amounts  of  water,  preferably  sterile. 

Precautions:  A moist  environment  is  essen- 
tial to  optimal  activity  of  the  enzyme.  En- 
zyme activity  may  also  be  impaired  by  cer- 
tain agents  (see  package  insert).  Although 
there  have  been  no  reports  of  systemic 
allergic  reaction  in  humans,  studies  have 
shown  that  there  may  be  an  antibody  re- 
sponse in  humans  to  absorbed  enzyme 
material. 

Adverse  Reactions:  Consist  of  mild,  tran- 
sient pain,  paresthesias,  bleeding  and  tran- 
sient dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  anal- 
gesics. Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally 
have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result 
of  the  application  of  TRAVASE  Ointment, 
therapy  should  be  discontinued.  No  systemic 
toxicity  has  been  observed  as  a result  of  the 
topical  application  of  TRAVASE  Ointment. 


DOSAGE  AND  ADMINISTRATION:  STRICT 

ADHERENCE  TO  THE  FOLLOWING  IS  RE- 
QUIRED FOR  EFFECTIVE  RESULTS  OF 

TREATMENT: 

1.  Thoroughly  cleanse  and  irrigate  wound 
area  with  sodium  chloride  or  water 
solutions.  Wound  MUST  be  cleansed  of 
antiseptics  or  heavy-metal  antibacterials 
which  may  denature  enzyme  or  alter 
substrate  characteristics  (e.g., 
hexachlorophene,  silver  nitrate, 
benzalkonium  chloride,  nitrofurazone, 
etc.). 

2.  Thoroughly  moisten  wound  area  either 
through  tubbing,  showering,  or  wet  soaks 
(e.g.  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer 
assuring  intimate  contact  with  necrotic 
tissue  and  complete  wound  coverage 
extending  Va  to  V2  inch  beyond  the  area 
to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per 
day  for  best  results. 
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The  medical  profession 
and  child  abuse  in  Texas 


William  D.  Furst,  MD 

The  Texas  State  Department  of  Public 
Welfare  has  sponsored  a public  media 
campaign  to  (1)  inform  and  educate  the 
public  to  the  problem  of  child  abuse  in  the 
state  of  Texas,  (2)  inform  the  public  of  the 
Texas  law  that  requires  everyone  who  sus- 
pects child  abuse  and  neglect  to  report  it 
to  the  proper  authorities,  and  (3)  encour- 
age the  use  of  the  statewide  telephone  re- 
porting system  to  notify  the  Texas  State 
Department  of  Public  Welfare  of  suspect- 
ed child  abuse  or  neglectT 

Physician  involvement  in  the  state  pro- 
gram is  essential  if  progress  is  to  be  made 
in  the  early  detection,  diagnosis,  and 
treatment  of  this  disabling  psychosocial 
disease. 

Nationally,  the  numberof  cases  of  child 
abuse  rises  yearly  to  estimates  of  from 
60,000  to  250,000.  The  morbidity  rate  is 
20-30%;  the  mortality  rate  is  3-5%  .- 

There  are  approximately  4 million  chil- 
dren in  Texas.  In  1973  there  were  4,000 
cases  of  child  abuse  reported;  of  these 
cases  2,500  were  confirmed.  Last  year  in 
our  state,  104  deaths  were  attributed  to 
child  abuse. 

With  the  increase  in  interest  and  re- 
porting on  the  part  of  the  public,  the  phy- 
sician will  of  necessity  become  involved  in 
the  community  program. ^ Suspected  cas- 
es of  child  abuse  reported  and  confirmed 
by  protective  services  personnel  or  other 
interested  parties  will  eventually  be  seen  by 
a physician.  The  diagnosis  and  treatment 
by  the  physician  of  the  child  and  the  par- 
ents is  essential  for  a successful  outcome. 

Ihe  sine  qua  non  in  the  diagnosis  of  child 
abuse  is  a high  index  of  suspicion.  Begin- 
ning with  this  high  index  of  suspicion,  a 
systematic  approach  to  the  diagnosis 
must  be  followed.  The  physician  must  real- 
ize that  the  abused  child  is  a cry  for  help 
on  the  part  of  the  parents.  We  must  active- 


ly overcome  our  anger  and  animosity 
toward  the  parents,  at  the  same  time  keep- 
ing in  mind  that  about  10%  of  these  par- 
ents are  frankly  psychotic.  While  takinga 
history  the  physician  should  be  especially 
aware  of  thefollowing: 

1 . A history  of  frequent  visits  to  various 
hospitals,  clinics  and  doctors'  offices. 

2.  A history  that  is  at  variance  with  the 
clinical  signs  and  symptoms. 

3.  Conflicting  stories  about  the  cir- 
cumstances surrounding  the  child’s  acci- 
dent or  injury  (it  is  estimated  that  10%  of 
the  trauma  to  children  seen  in  the  emer- 
gency room  is  the  result  of  abuse). 

4.  Signs  of  stress  and  conflict  within 
the  family  setting  (emotional,  social,  mari- 
tal, financial). 

5.  The  physician’s  intuitive  feeling 
about  the  parents,  their  story  and  the 
care  they  seem  to  be  rendering  the  child, 
is  of  great  importance.  This  feeling  cou- 
pled with  the  history  obtained  in  the  initial 
interview  is  usually  supportive  of  the  ini- 
tial suspicions. 

On  physical  examination  the  following 
should  be  especially  noted: 

1.  General  state  of  nutrition,  growth 
and  development,  general  state  of  care, 
skin  hygiene,  cleanliness. 

2.  Bruises  in  unusual  areas  and  in 
various  stages  of  healing;  abrasions, 
burns,  especially  cigarette  burns;  lacera- 
tions and  soft-tissue  swelling. 

3.  Inability  to  move  an  extremity  or 
part  of  an  extremity;  fractures  new  or  in 
various  stages  of  healing. 

4.  Reaction  of  the  child  to  the  examina- 
tion: appropriate  or  inappropriate  for 

age  and  setting,  overly  cooperative,  with- 
drawn. 

5.  Signs  of  head  injury,  abnormal 
neurologic  findings. 

Afterthe  history  and  physical  examina- 
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tion  are  performed  the  child  should  be  ad- 
mitted to  the  hospital  for  the  child’s  pro- 
tection and  for  further  diagnostic  evalua- 
tion and  treatment. 

X-rays  are  helpful  in  establishingthe 
diagnosis.  Some  of  the  radiologic  findings 
of  importance  are  subperiosteal  hemor- 
rhages, evidence  of  new  and  healing  frac- 
tures, epiphyseal  separations,  healing 
periosteal  reactions,  and  metaphyseal 
fragmentation. 

Blood  dyscrasias  and  infectious  proc- 
esses should  be  ruled  out  by  hemograms, 
coagulation  studies,  and  appropriate  cul- 
tures.-*® 

The  hospitalization  period  also  should 
be  used  to  observe  the  child,  his  parents, 
and  their  interaction,  keeping  in  mind  that 
role  reversal  on  the  part  of  the  child  is  a 
frequent  occurrence  and  should  not  con- 
fuse the  diagnosis.  During  hospitalization 
as  much  additional  information  as  possi- 
bleshould  be  obtained  utilizingthe  pro- 
fessional skills  of  other  health  and  civic 
workers.  The  physician  will  have  to  rely 
heavily  on  the  hospital  social  worker,  pro- 
tective service  worker,  ward  nurse,  pub- 
lic health  nurse,  school  teacher,  relatives 
and  acquaintances  of  the  family,  etc,  in 
forminga  final  opinion. 

Once  the  diagnosis  has  been  estab- 
lished, immediate  therapeutic  measures 
must  be  instituted  to  correct  the  physical 
and  psychologic  abnormalities.  At  the 
same  time  long-range  plans  for  the  family 
and  special  treatment  modalities  should 
be  developed.  T reatment  programs  are 
long  and  involved  and  are  in  need  of  con- 
stant reevaluation.  A well-integrated  team 
approach  seems  best  and  should  be  util- 
ized in  most  areas.  The  primary  aim  of  the 
treatment  program  should  be  to  return 
thechild  to  his  parents  in  a stable  family 
environment.  This  is  not  always  possible 


and  prolonged  hospitalization  ortempo- 
rary  care  in  foster  homes  or  nurseries 
may  be  necessary. 

Members  of  the  team  should  make  ear- 
ly attempts  to  help  the  parents  in  every 
way  to  overcome  their  fears,  anxiety,  dis- 
tress, and  isolation.  They  should  aid  and 
support  the  parents  in  their  everyday  ten- 
sions, trials,  and  crises.  Frequent  con- 
tacts between  the  abusing  parents  and 
protective  service  workers,  parent  aids, 
members  of  Parents  Anonymous  where 
available,  homemakers,  day  care  centers 
and  nurseries,  psychologists  (MHMR), 
and  visiting  nurses  are  mandatory  if  the 
program  of  rehabilitation  is  to  be  sucess- 
ful.  All  too  often  the  therapeutic  program 
is  fragmentary. 

Integration  of  the  professional  services 
involved  in  child  abuse  is  badly  needed. 
The  integration  of  the  functioning  team  is 
too  frequently  hindered  by  lack  of  com- 
munication, lack  of  understanding  of  the 
objectives  and  standards  of  the  various 
disciplines,  professional  chauvinism,  and 
overwhelming  work  loads.  It  is  only  by 
working  together  that  the  therapeutic  ob- 
jectives can  be  accomplished.  The  physi- 
cian must  realize  that  he  is  a vital  part  of 
the  team,  but  that  the  team  is  oriented 
horizontally  and  not  vertically  with  the 
physician  atthetop.  On  anyteamthere 
has  to  be  a “quarterback”  and  perhaps  in 
some  areas  it  will  be  the  physician.  He  will 
soon  realize,  however,  how  very  depen- 
dent he  is  on  the  other  members  of  the 
team  to  keep  the  program  moving. 

In  conclusion,  it  is  essential  that  the 
physician  become  more  knowledgeable 
aboutthe  problem  of  child  abuse  in  his 
community.  He  may  not  presently  be 
aware  of  it,  but  the  problem  is  there  and 
will  surface  dramatically.  He  must  be- 
come involved  on  a local  level  in  the  detec- 
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tion  and  treatment  of  this  disease.  He 
should  become  familiar  with  the  “state  of 
the  art”  relative  to  child  abuse  by  making 
use  of  the  educational  material  available 
to  him  on  this  relatively  new  subject.  The 
American  Academy  of  Pediatrics,  in  con- 
junction with  Dr.  Ray  E.  Heifer,  has  spon- 
sored the  development  of  a self-instruc- 
tional course  in  the  recognition,  manage- 
ment, and  treatment  of  child  abuse  em- 
phasizingthe  community  aspects  of  the 
“team  approach.”  This  material  is  con- 
tained on  cassettes  and  includes  an  in- 
structional manual.®  It  is  concise  and  up  to 
date. 

It  is  hoped  that  the  physician  will  avail 
himself  of  this  and  other  instructional 
materials  available.  The  physician  must 
join  with  other  professionals  in  his  com- 
munity in  stimulatingthe  collaborative 
local  action  that  will  be  necessary  to  meet 
the  increased  reporting  of  this  disease 
in  Texas. 
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Personal  financial  management 
for  the  self-employed  professional: 
How  much  life  insurance? 


Harold  A.  Wolf,  PhD 

The  financial  management  problems  of 
the  self-employed  professional  man  or 
woman  differ  from  those  of  the  average 
citizen.  The  person  who  works  for  an  em- 
ployer has  a salary,  and  whether  it  be  high 
or  low  much  of  his  financial  planning  is 
done  for  him.  He  has  a package  of  life  in- 
surance, social  security,  health  insur- 
ance, a private  pension  plan,  and  tax  pay- 
ments all  deducted  from  his  salary.  Even 
his  monthly  mortgage  or  rent  payment 
and  his  desired  savings  can  be  deducted 
from  his  checking  account  and  made  by  a 
computer.  He  ends  up  with  a net  amount, 
and  all  he  must  do  is  learn  to  spend  his 
dollars  wisely.  His  financial  planning  has 
been  institutionalized. 

The  self-employed  person  must  learn  to 
do  all  these  things  for  himself.  A physician 
faces  an  even  more  difficult  situation  than 
many  other  self-employed  professionals 
such  as  accountants,  lawyers,  or  small 
businessmen.  These  latter  groups’  stock 
and  trade  is  largely  finance.  They  have 
some  degree  of  training  and  experience  in 
the  field,  and  they  make  financial  decisions 
every  day.  For  them,  handling  personal 
financial  affairs  is  not  an  extra  job;  it  is 
part  of  their  regular  occupation.  For  a phy- 
sician it  is  an  extra  task  that  could  become 
a full-time  job.  Therein  lies  the  second  dis- 
advantage faced  by  a doctor:  he  doesn’t 
have  the  time.  Precepts  of  accounting  and 
law  change  slowly,  and  once  an  accountant 
or  a lawyer  has  mastered  his  area  of  ex- 
pertise, he  needs  to  spend  only  a fair 
amount  of  energy  to  keep  pace  with  his 
field.  But  medicine  changes  rapidly  and 
demands  constant  review  and  consultation 
for  the  practitionerto  maintain  his  exper- 
tise— a process  which  consumes  much  of 
his  leisure  time. 

In  summary  then,  a doctor  has  two  dis- 
advantages; first,  he  has  to  be  an  expert  in 


the  fields  of  medicine  and  finance;  and  sec- 
ond, medicine  takes  all  ormostof  histime. 
He  is  so  busy  he  has  difficulty  taking  care 
of  what  he  has  earned.  It  is  as  if  the  ac- 
countant were  required  to  do  his  financial 
planning  in  a foreign  language  which  he 
has  never  studied  and  lacks  the  time  to 
study.  Yet  there  is  no  alternative;  the  phy- 
sician must  become  at  least  a well-in- 
formed layman  in  finance. 

This  is  the  first  in  a series  of  three  ar- 
ticles which  can  help  the  doctor  to  achieve 
that  goal.  This  article  deals  with  life  insur- 
ance; it  will  be  followed  by  an  article  on  an- 
nuities and  one  on  the  physician’s  financial 
portfolio. 

How  Much  Life  Insurance? 

There  are  two  main  reasons  for  buying 
life  insurance,  for  protection  and  for  sav- 
ings. Let  us  examine  each  in  turn. 

Life  insurance  protects  the  individual’s 
future  income  stream.  More  precisely  it 
protects  dependents  from  financial  hard- 
ship should  the  income  stream  be  cut  off 
due  to  the  premature  death  of  the  in- 
sured. Therefore  the  bulk  of  this  insur- 
ance should  be  on  the  main  breadwinner. 
To  be  sure,  if  the  spouse  who  has  no 
money  income  dies,  there  may  be  addition- 
al costs  for  babysitters,  maids,  and  the 
like.  Consequently,  the  spouse  should  be 
looked  upon  as  generating  an  income 
stream  in  kind  which  should  also  be  pro- 
tected with  some  life  insurance. 

The  Future  Income  Stream 

The  future  income  stream  can  be  predict- 
ed with  reasonable  accuracy.  A few  as- 
sumptions are  necessary.  For  example,  a 
40-year-old  physician  making  $50,000 
per  year  will  earn  $1,250,000  if  he  contin- 
ues at  this  level  and  retires  at  age  65. 
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However,  his  income  will  almost  certainly 
rise  above  $50,000  per  year  for  several 
reasons.  First,  he  may  not  yet  have 
reached  his  peak  personal  productivity. 
Due  to  a growing  demand  for  his  services, 
he  may  decide  to  work  harder  and  serve 
more  patients,  or  his  skills  may  improve. 
Either  of  these  two  factors  will  increase 
his  income.  Even  if  he  has  reached  his 
peak  personal  productivity,  his  income 
will  rise  for  two  additional  reasons.  His 
productivity  and  hence  his  income  will 
rise  because  of  the  better  medical  care  he 
is  able  to  provide  as  the  years  pass  and 
medical  knowledge  grows.  Finally,  his  in- 
come will  rise  dollar-wise  to  offset  (more 
or  less  roughly)  inflation.  If  medical  pro- 
ductivity, due  to  advancing  medical  knowl- 
edge, is  in  line  with  national  productivity 
increases  in  other  fields,  this  will  gener- 
ate about  a 2.5  to  3%  annual  growth  in 
medical  income.  If  we  assume  the  rate  of 
inflation  declines  soon  to  its  historical  lev- 
el, we  obtain  another  3 to  4%  annual 
growth  in  the  $50,000  peryear  income  of 
our  hypothetical  40-year-old  doctor,  even  if 
he  has  reached  his  peak  personal  produc- 
tivity. Compounding  this  figure  over  25 
years  gives  us  a lifetime  income  stream  of 
$3,271,900.  However,  future  dollars  are 
worth  less  than  current  dollars.  Hence 
the  preceding  figure  must  be  discounted 
to  obtain  a figure  which  if  invested  now 
would  growto  $3,271,900  in  25  years. 

This  involves  an  assumption  regarding  the 
interest  rate  at  which  present  dollars 
would  grow.  A figure  of  7%  would  not  be 
out  of  line  today.  Therefore,  we  are  dis- 
countingfuture  dollars  at  about  the  same 
rate  as  income  is  growing  and  hence  they 
offset.  The  $3,271,900  future  lifetime  in- 
come is  currently  worth  $1,250,000  and 
that  theoretically  is  the  upper  limit  on  the 
amount  of  life  insurance  our  hypothetical 


doctor  should  have  in  order  to  fully  pro- 
tect his  income  stream.  It  should  be  noted 
that  with  every  passing  year  the  amount  of 
insurance  needed  would  decline  as  the  in- 
sured grows  older  until,  when  he  is  64, 
the  figure  is  the  same  as  his  final  year’s 
income. 

If  our  self-employed  physician  pur- 
chased all  of  this  insurance  at  age  40,  the 
annual  premiums  would  be  about  $14,000 
if  it  were  20-yearterm  insurance,  and 
about  $30,000  if  it  were  the  cheapest  form 
of  permanent  insurance.  The  conclusion 
is  that  almost  no  one  can  afford  all  of  the 
insurance  he  needs  as  determined  by  the 
income  principle.  But,  this  is  an  important 
beginning  point  and  it  can  be  modified  in 
accordance  with  the  “family  need’’  prin- 
ciple. 

Family  Need 

The  family  need  principle  suggests  that 
enough  insurance  should  be  purchased  so 
that  the  family  could  live  at  some  reason- 
able level  in  the  event  of  the  breadwinner’s 
death.  The  amount  would  vary  with  the 
size  of  the  family,  age  of  the  spouse  and 
children,  and  the  level  that  is  considered 
reasonable.  The  insurance  required  based 
upon  the  need  principle  would  be  less  than 
that  required  based  upon  the  income 
principle  in  virtually  all  cases.  But  both  in- 
come and  need  should  be  considered  in 
reachingdecisions  regarding  life  insur- 
ance. Obviously  different  individuals 
would  give  various  weight  to  the  above 
factors.  Personal  value  judgments  are 
involved. 

It  should  be  noted,  moreover,  that  fam- 
ily needs  decline  somewhat  upon  the  death 
of  the  breadwinner  and  for  that  and  other 
reasons  the  insurance  required  under 
the  family  need  principle  is  less  than  that 
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required  underthe  income  principle.  The 
breadwinner  is  not  only  an  income  earner, 
but  an  income  spender.  In  addition,  the 
family  will  in  all  likelihood  receive  income 
from  other  sources  such  as  social  secur- 
ity. Finally,  family  needs  tend  to  decline 
with  time.  Aschildren  growolderthey  be- 
come self-supporting,  and  the  widow  may 
supplement  her  income  with  part-time  or 
full-time  employment. 

The  following  guide  can  be  used  to  pro- 
vide a rough  estimate  of  how  much  insur- 


ance is  needed; 

Present  monthly  budget  $ 
Less  reduction  in  budget 
after  death  $ 

Less  monthly  income  from 
social  security  and  other 
sources  $ 

Equals  monthly  insurance 
income  needed  $ 


Saving  Through  Life  Insurance 

Some  life  insurance  policies  have  a sav- 
ings feature  built  into  them  which  pro- 
vides for  living  benefits  in  the  future. 

These  are  the  permanent  policies  as  op- 
posed to  the  cheaper  term  policies  which 
have  no  savings  feature  built  into  them. 
This  then,  is  a second  reason  for  buying 
life  insurance. 

The  individual  must  again  begin  by  mak- 
ing two  decisions:  how  much  to  save  in  to- 
tal and  what  proportion  of  that  sum  to 
save  via  life  insurance.  Total  savings  must 
properly  be  determined  by  income,  size 
and  age  of  family,  personal  priorities  and 
value  judgments.  The  savings  that  are  gen- 
erated through  life  insurance  are  re- 
ferred to  as  the  policy’s  cash  surrender 
value.  They  accumulate  on  some  policies 
for  three  reasons:  (1)  premiums  are  in 
excess  of  the  sums  necessary  to  meet 
death  claims;  (2)  premiums  are  paid  in 


advance  of  when  they  are  needed  to  meet 
death  claims;  and  (3)  these  surplus  funds 
are  invested  by  the  company  on  behalf  of 
the  policyholder  and  earn  interest.  The 
third  factor  is  the  yield  on  a policy,  and  it 
should  be  compared  to  alternative  invest- 
ments and  then  given  substantial  weight  in 
deciding  how  much  life  insurance  should 
be  purchased  for  savings  purposes. 

it  is  virtually  impossible  to  generalize 
regarding  yield  on  a life  insurance  policy, 
but  a person  can  make  a comparison  be- 
tween his  individual  policy  and  alternative 
investments.  First,  the  insured  would  have 
to  take  the  difference  in  premiums  be- 
tween his  permanent  policy  and  the  premi- 
ums on  a like  amount  of  term  insurance. 
That  difference  is  what  generates  savings 
and  it  represents  the  sum  that  could  be 
put  into  an  alternative  investment,  if  the 
person  chose  not  to  save  through  life  in- 
surance. If  that  difference  were  put  into  a 
bank  ora  savings  and  loan  association, 
yielding  say  5% , it  would  grow  in  a pre- 
dictable manner.  Let  us  assume  this  dif- 
ferential sum  is  $500  per  year.  Deposit- 
ing $500  per  year  into  a bank  at  5% 
would  grow  to  $2,762.80  at  the  end  of  5 
years,  $6,288.95  at  the  end  of  10  years, 
and  $16,533.00  at  the  end  of  20  years. 
These  amounts  may  now  be  compared  to 
the  cash  surrender  value  of  the  perma- 
nent life  insurance  policy  at  the  end  of  the 
same  5,  10,  and  20  year  intervals.  The  life 
insurance  policy’s  cash  surrender  value 
is  guaranteed  and  predictable. 

An  allowance  must  now,  however,  be 
made  for  taxes  to  find  the  aftertax  yield 
on  the  savings  deposited  in  a bank  because 
the  interest  accruing  on  bank  deposits  is 
taxable,  whereas  the  interest  portion  of 
the  cash  surrender  value  of  a life  insur- 
ance policy  is  generally  not  taxable. 

Expected  future  inflation  also  should  be 
given  some  weight  in  making  decisions  on 
saving  through  life  insurance.  Since  life 
insurance  companies  invest  primarily  in 
fixed  obligations  and  earn  a fixed  return, 
inflation  erodes  the  cash  surrender  value 
of  life  insurance  policies.  This  is  alsotrue 
of  many  other  investment  alternatives. 

Whether  or  not  an  individual  has  the 
discipline  to  save  without  life  insurance  is 
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another  factor  to  consider.  People  who 
lackthedisciplineto  save  on  theirown 
might  enter  into  an  agreement  with  a life 
insurance  company  and  save  contractu- 
ally via  a life  insurance  policy. 

Finally,  most  of  us  would  wantto  diver- 
sify our  investments  and  buy  some  life  in- 
surance for  savings  purposes  because  we 
never  know  what  the  yield  on  all  of  our  al- 
ternative investments  will  be. 

What  Kind  of  Life  Insurance 

When  the  prospective  policyholder  has  de- 
cided how  much  life  insurance  to  buy  after 
considering  both  the  income  protection 
and  family  need  principle,  and  having  giv- 
en some  weight  to  savings,  it  is  then  neces- 
sary to  select  the  proper  insurance  pack- 
age, which  differs  for  nearly  every  indi- 
vidual. The  physician  may  not  be  able  to 
afford  all  the  insurance  he  would  like  to 
have  at  the  beginning  of  his  career,  and 
hence,  he  would  have  to  buy  it  in  several 
packages.  In  such  a case  he  should  start 
out  with  mostlyterm  insurance  which  has 
no  savings  feature  whatsoever  built  into  it, 
but  which  provides  the  largest  face  value 
of  protection  fora  given  premium.  This 
would  appeal  to  the  younger  professional 
person.  There  are  also  modified  plans 
that  appeal  to  people  just  beginningtheir 
professional  careers;  they  have  lower 
premiums  than  regular  policies  forthe 
first  three  or  five  years,  after  which  time 
they  are  slightly  higher. 

The  four  basic  kinds  of  life  insurance  to 
choose  from  are  (1)  term,  (2)  whole  life 
(sometimes  called  straight  life),  (3)  limit- 
ed pay  life,  and  (4)  endowment  policies. 
There  is  no  savings  feature  in  a term  pol- 
icy; the  others  all  generate  savings  and 
these  savings  become  progressively  larg- 
er as  one  moves  from  whole  life  to  limited 
pay  to  an  endowment  policy.  Premiums 
also  rise  as  one  moves  in  this  direction  for 
a given  face  value  of  life  insurance. 

How  much  life  insurance  then  should 
our  40-year-old  physician  earning 
$50,000  per  year  have?  Of  course,  by  age 
40  he  should  have  acquired  much  of  his 
life  insurance  package.  Starting  his  pro- 
fessional career  at  about  30  he  should  im- 


mediately have  purchased  some  term  in- 
surance and  as  soon  as  possible  after- 
wards, some  permanent  insurance.  Then 
he  should  acquire  more  as  he  can  afford 
to  do  so  and  build  his  insurance  portfolio 
over  a few  years.  He  should  determine  his 
insurance  needs  early  in  his  career,  and 
then  acquire  that  amount  before  he  makes 
many  other  significant  investments. 

How  much  he  should  have  at  age  40  is, 
of  course,  a personal  choice.  No  one  can 
make  that  decision  for  him,  but  in  spite  of 
this  there  are  some  rules  of  thumb.  One 
such  rule  holds  that  a person  should  have 
insurance  equal  to  four  or  five  times  his 
annual  income.  Some  insurance  compa- 
nies will  obtain  a client’s  age,  income, 
number  of  dependents,  total  assets  and 
liabilities,  income  from  property,  and 
income  from  wages  and  salaries,  run  all 
this  information  through  a computer  and 
come  up  with  a recommended  amount  of 
insurance.  In  thefinal  analysis  however, 
there  is  no  substitute  forthe  individual 
making  a decision  based  upon  his  income 
stream,  family  need,  and  the  other  fac- 
tors, togetherwith  his  own  value  judg- 
ments. In  general  ,a  large  part  of  his  in- 
surance portfolio  should  be  term  in- 
surance designed  to  expire  at  about  the 
time  when  his  children  become  self- 
supporting.  Some  should  be  permanent 
insurance,  probably  whole  life.  Whole 
life  has  some  savings  built  into  it,  but  not 
as  much  as  a limited  pay  or  an  endowment 
policy.  Later,  when  the  retirement  years 
approach,  this  same  whole  life  policy  can 
be  converted  into  an  annuity,  the  subject 
of  the  next  article  in  this  series. 

Dr.  Wolf,  Professor  of  Finance,  Department  of  Fi- 
nance, BEB  125,  The  University  of  Texas  at  Aus- 
tin, Austin,  Texas  78712. 


93 


Volume  71,  July,  1975 


They  made  us 
respectable 

Howard  R.  Dudgeon,  Jr.,  MD 

In  this  big  government  era 
We  are  promised  abundance  for  all 
Bij  taxing  selected  Peter 
T 0 pay  for  collective  Paul 
And  when  this  is  accomplished 
A nd  the  brave  new  world  begins 
Then  all  men  will  be  paid  for  existing 
And  no  man  must  pay  for  his  sins 

( Paraphrased  from  “The  Gods  of  the 
Copybook  Headings,”  by  Rudyard 
Kipling.) 


We  in  medicine  should  not  burden  our 
minds  with  events  that  may  never  occur, 
but  consider  what  we  owe  to  surgery  past 
and  present.  Although  today’s  physicians 
are  considered  scholars,  we  have  not  al- 
ways been  considered  to  belong  to  a re- 
spectable profession.  This  is  a brief  look 
into  the  remarkable  stories  of  a few  tough 
doctors  who  made  us  respectable. 

Pa  re 

First  came  Ambroise  Pare  (1510-90),  sur- 
geon to  four  kings  of  France.  Usually  at- 
tached to  the  retinue  of  a lord,  Pare’s  first 
duty  was  to  care  for  the  lord  and  any 
wounded  friends.  After  that  he  was  free  to 
tend,  for  a fee,  the  wounds  of  the  common 
soldier.  Gunshot  wounds  were  then  consid- 
ered poisoned  and  were  treated  with  live 
cautery orwith  boilingoil. 

Once,  Pare  had  used  all  the  boiling  oil,  and 
so  he  dressed  the  remaining  wounded  with 
an  ointment  of  rose  water  and  a clean 
bandage.  The  next  morning,  to  his  great 
surprise,  these  wounded  had  no  pain  or 
fever.  Afterthis  clinical  lesson,  boilingoil 
was  no  longer  used  on  the  wounded.  An- 
other milestone  was  reached  in  1552  when 
Pare  first  used  the  ligature  on  major  ves- 


An  artist's  rendition  of  John  Hunter — first  of  the  modern 
surgeons. 


sels  instead  of  the  usual  cautery,  then  used 
in  amputations.  Thus,  the  ligature,  first 
used  by  the  Hindus  several  centuries  be- 
fore Christ,  was  rediscovered. 

Vesalius 

Until  the  16th  century,  surgical  anatomy 
was  based  mainly  on  the  works  of  Galen,  a 
Roman  doctor  of  the  second  century  AD. 
Galen  had  written  500  medical  papers  and 
did  considerable  anatomical  dissection, 
most  of  it  on  animals.  But  his  error  in  as- 
sumingthat  human  and  animal  anatomies 
were  exactly  the  same  led  to  many  deaths 
and  surgical  disasters.  Ittooka  Fleming  of 
German  origin,  Andreas  Vesalius  (1514- 
64)  to  correct  these  misconceptions.  A 
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great  anatomist  at  the  age  of  29,  Vesalius 
began  to  describe  human  anatomy  accu- 
rately, although  he  was  violently  and  vigor- 
ously opposed  by  Galen’s  proponents. 
Vesalius,  now  viewed  as  the  founder  of 
modern  anatomy,  published  his  great  text 
book,  De  Fabrica  Humani  Corporis  in  1 543 
while  teaching  at  the  University  of  Padua. 

Anesthesia 

Ether  was  first  used  in  a surgical  procedure 
by  Crawford  W.  Long  in  1842  at  Jefferson, 
Ga.  Unfortunately,  however.  Long  did  not 
publish  hisfindings  until  manyyears  later. 
Another  doctor,  W.  T.  G.  Morton,  knowing 
the  effects  of  sulphuric  ether,  gave  it  to  a 
patient  at  Massachusetts  General  Hospital 
during  surgery  in  1846.  Ether’s  use  quick- 
ly spread  and  Dr.  Oliver  Wendel  Holmes 
coined  the  word  anesthesia. 

Sir  James  Young  Simpson,  the  noted  ob- 
stetrician, introduced  the  use  of  chloroform 
into  England,  but  the  Church  of  England 
forbade  its  use,  quotingthe  Bible,  “In  sor- 
rowthou  shalt  bringforth  children,’’  (Gen- 
esis 3:16).  Simpson  countered  the  opposi- 
tion with  the  Bible  also.  One  Sunday, 
mountingthe  platform  in  his  church,  he 
read,  “And  the  Lord  God  caused  a deep 
sleep  to  fall  upon  Adam,  and  he  slept;  and 
he  took  one  of  his  ribs,  and  closed  up  the 
flesh  instead  thereof,’’  (Genesis  2:21). 
Closingthe  Bible  with  a bang,  Simpson 
proclaimed,  “Brothers  and  Sisters,  the  first 
operation  done  in  the  world,  done  by  the 
Lord,  and  done  under  a general  anesthe- 
tic.’’ He  had  proved  his  point. 

Lister 

Joseph  Lister  (1827-1912)  was  the  founder 
of  aseptic  surgery.  His  discoveries  were 
based  on  the  findings  and  works  of  Louis 


Pasteur,  the  19th  century  French  bacterio- 
logist. It  was  the  co-mingling  of  the  discov- 
eries of  these  two  scientific  minds  which 
now  enable  surgeons  to  open  any  body 
cavity  without  too  much  fear  of  infection  or 
other  complications. 

Modern  surgery  gets  it  start 

Going  backtothe  18th  century,  one  finds 
a fascinating  account  of  a man  who  took 
surgeryfrom  a mere  mechanical  artto  a 
beautiful  science.  The  first  of  the  modern 
surgeons  was  John  Hunter  (1728-93). 
More  interested  in  the  mysteries  of  nature 
than  studies,  the  native  of  Scotland  ended 
his  formal  education  at  age  13.  In  1748  he 
went  to  London  where  he  became  a dissec- 
tor in  his  brother  William’s  anatomy 
school. 

It  is  an  interesting  historical  note  that,  al- 
though private  dissections  by  an  anatomi- 
cal school  had  been  legal  since thedissolu- 
tion  of  the  Barber-Surgeons’  Company  in 
1745,  there  was  still  no  legal  way  of  obtain- 
ingenough  bodies.  Thus,  the  “sack  ’em  up 
men’’  aroseduringthis  period.  These  “re- 
surrectionists’’ were  expert  at  grave  rob- 
bing. Finally,  Parliament  passed  the  Ana- 
tomy Act  in  1832  which  insured  an  ade- 
quate supply  of  cadavers. 

Hunter  was  soon  teaching  anatomy  and 
studying  under  such  great  names  as  Wil- 
liam Cheselden,  the  most  famous  litho- 
tomist  of  his  time  and  Percival  Pott  who  is 
noted  for  his  description  of  Pott’s  fracture 
and  Pott’s  disease  of  the  vertebra. 

The  Hunter  brothers  themselves  did  much 
original  and  valuable  work  in  anatomy. 

One  of  the  Hunters’  greatest  works,  “The 
Anatomy  of  the  Gravid  Uterus,’’  required 
23  years  preparation  and  the  dissection  of 
about  400  bodies. 

The  story  of  John  Hunter’s  life  abounds 
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with  interesting  anecdotes  rangingfrom 
his  observations  in  dentistry  and  embalm- 
ing, to  his  service  as  the  king’s  surgeon,  to 
his  contributions  as  a teacher  and  surgeon 
tothe  hospital  with  which  his  name  is  as- 
sociated— St.  George’s. 

Once,  from  a simple  experiment  on  a stag’s 
antler,  he  deduced  the  principle  of  collat- 
eral circulation.  About  four  months  after 
his  discovery,  a coachman  was  admitted  to 
St.  George’s  in  the  late  stage  of  a popliteal 
aneurysm.  Most  of  these  cases  at  the  time 
required  amputations.  But  Hunter  decided 
to  ligate  above  and  below  the  aneurysm, 
and  not  to  disturb  the  aneurysm  itself  rea- 
soning that  the  opening  of  the  aneurysm 
would  destroy  the  collateral  circulation.  He 
operated  upon  the  coachman  who  recover- 
ed and  returned  to  his  regular  duties  in  six 
weeks.  Later,  when  this  patient  died  of  an 
unrelated  cause.  Hunter  had  to  rob  the 
grave  to  get  the  leg  for  his  museum. 
Another  famous  Hunter  experiment  involv- 
ed his  self-infection  with  pus  from  a body 
thought  to  have  gonorrhea.  Unfortunately, 
Hunter  contracted  both  syphilis  and  gon- 
orrhea. The  confusion  led  tothe  belief  that 
all  venereal  diseases  were,  in  reality,  only 
one  disease.  Hunter  put  off  his  marriage 
until  he  had  observed  all  the  symptoms  and 
signs  of  his  diseaseand  then  cured  himself 
with  mercury — or  so  he  thought.  He  was 
increasingly  troubled  by  severe  chest 
pains,  a condition  which  ultimately  led  to 
his  death. 

These  are  some  of  the  men  who  laid  the 
basic  requirements  for  modern  surgery. 
They  lit  the  bonfires  that  did  so  much  to 
illuminate  surgical  ignorance  and  which 
continue  to  make  physicians  strive  to  keep 
up  with  the  relentless  advance  of  surgery. 
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Association  activities: 
opportunities  for  giving 


Medicine  is  a profession  devoted  to  help- 
ing others.  This  helping  hand  also  extends 
to  assisting  colleagues  and  families  in 
need  and  supporting  programs  and  activ- 
ities whicn  benefit  the  profession 
as  a whole. 

In  response  to  recent  requests  from  phy- 
sicians and  spouses  regardingthe  oppor- 
tunities for  memorial  gifts,  endowments, 
and  bequests,  the  following  list  of  projects 
has  been  compiled.  These  are  merely  ex- 
amples of  Texas  Medical  Association  activ- 
ity which  merit  support. 

Physicians  Benevolent  Fund 

The  Physicians  Benevolent  Fund  is  fi- 
nanced through  voluntary  donations  from 
physicians  and  their  spouses.  Memorial 
gifts  and  codicils  in  wills  are  frequent 
means  of  support.  Regular  donations  are 
appreciated. 

Management  of  the  fund  is  by  the  TMA 
Board  of  T rustees  who  are  guided  by  the 
Committee  on  Physicians  Benevolent  Fund 
of  theTMAand  the  Woman’s 
Auxiliary. 

Needy  physicians  and  theirfamilies,  both 
young  and  old,  who  are  unable  to  work  can 
be  helped  substantially  by  the  fund. 
Families  of  Deceased  physicians  are  helped 
by  the  fund  when  they  are  left  without 
adequate  means  of  support. 

Student  loan  funds 

TMAadministersthe  Dr.  S.  E.  Thompson 
Fund  and  the  Dr.  May  Owen  T rust,  loan 
programs  for  medical  students.  In  addi- 
tion, the  Student  Loan  Fund  of  the  Wo- 


man’s Auxiliary  and  the  George  Plunkett 
Red  Fund  provide  monies  for  awarding 
loans  to  medical  students. 

In  its  latest  report  the  Board  of  Trustees 
indicated  that  it  seemed  likelythat  the  de- 
mand for  student  loans  would  continue. 
The  trustees  have  an  estimated  $165,000 
availablefor  loans  this  year.  Morethan 
$650,000  is  out  on  loan  to  students  at  this 
time. 

Qualifications  for  loans  and  conditions 
governingthe  student  loan  funds  vary.  Ap- 
licants  for  loans  from  the  Dr.  May  Owen 
Trust  must  be  undergraduate  medical 
students  and  Texas  residents.  The  loans 
are  awarded  up  to  a total  amount  of  $3,000 
to  students  for  four  years  of  study. 

The  objective  of  the  Dr.  $.•  E.  Thompson 
Scholarship  Fund  is  to  provide  loans  to 
medical  students  attendingThe  University 
of  Texas  Medical  Branch,  UT  Southwest- 
ern Medical  School,  UT  Medical  School  at 
Flouston,  and  UT  Medical  School  at 
San  Antonio. 

Those  eligible  for  loans  from  the  Woman’s 
Auxiliary  include  Texas  residents  who  are 
undergraduate  medical  students  in  med- 
ical colleges  recognized  by  the  American 
Medical  Association  or  interns  and  resi- 
dents in  hospitals  approved  by  the  AMA. 
Loan  funds  are  held  in  trust  with  income 
from  the  trust  available  on  a yearly  basis 
for  student  loans. 

Applications  for  loans  from  the  George 
Plunkett  Red  Fund  must  originate  from 
and  be  processed  through  the  office  of  the 
dean  of  the  applicant’s  medical 
school. 

The  interest  rate  for  the  loan  programs  is 
4% , while  emergency  loans  can  be  made 
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from  the  Red  Fund  at3%  peryear.  Addi- 
tional information  on  student  loan  awards 
may  be  obtained  from  the  TMA  headquar- 
ters office. 

TMA  Memorial  Library 

The  library  stands  as  a permanent  me- 
morial to  physicians  who  have  served  the 
patients  of  this  state.  The  library  ranks  as 
one  of  the  top  medical  libraries  in  the  na- 
tion. The  resources  of  the  library  include 
60,000  volumes,  and  more  than  1,300 
professional  journals  are  received 
monthly.  Contributions  tothe  library  are 
invested  in  a permanent  fund  managed  by 
the  Board  of  T rustees.  Dividends  are  used 
to  purchase  new  books  and  to  operate  the 
libra  ry. 

In  itsfilm  library  the  association  has  63 
lay  film  titles  and  115  professional  film 
titles  in  its  current  file.  In  addition,  the 
film  library  has  recently  added  22  audio 
tape  series  and  34  slide  sets.  Bookings 
are  running  about  2,750  each  year.  The 
film  library  represents  a public  service 
which  is  rendered  without  charge  to 
physicians,  hospital  staffs,  paramedical 
personnel,  auxiliary  members,  civic 
groups,  and  high  school  and  col- 
lege students. 

Endowments  to  permit  the  purchase  of  ad- 
ditional films  are  needed  to  meet  the 
mounting  demands. 

Texas  Medicine  Award 

This  program  might  be  attractive  to  indi- 
viduals who  are  interested  in  establishing 
a memorial  in  their  name.  This  award  is 


designed  to  provide  incentive  and  recogni- 
tion to  medical  students  for  excellence  in 
scientific  work  and  for  competence  in  the 
writing  craft.  The  award  presently  car- 
ries a first  place  cash  award  of  $300  and 
a second  place  award  of  $100.  The  award 
is  partially  funded  by  the  Harriet  Cun- 
ningham Memorial  Fund. 

Guest  speakers  for  Annual  Session 

An  endowment  may  be  established  to  un- 
derwrite the  expenses  of  an  outstanding 
guest  speaker  or  lecturer  at  the  Annual 
Session  each  year.  Such  a gift  might  ap- 
peal to  physicians  interested  in  establish- 
ing a lectureship  in  their  fields  of  medical 
practice. 

Physicians  placement  service 

Many  physicians  have  been  aided  in  choos- 
ing a location  by  TMA.  More  than  1,080  in- 
dividuals took  advantage  of  this  service 
during  the  past  year  including  385  physi- 
cians who  were  looking  for  an  associate  or 
another  doctor  for  their  group.  An  en- 
dowment could  be  established  for  use  in 
recruiting  physicians  forthe  many  oppor- 
tunities which  are  available  in  the  state.  In 
particular,  programs  are  needed  for  en- 
couraging physicians  to  locate  in  rural 
areas  and  in  remote  sections  of 
the  state. 

Scientific  exhibits 

There  are  several  scientific  subjects  and 
fields  of  practice  which  are  seldom  repre- 
sented at  the  Annual  Session.  Grant  mon- 
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ies  could  be  made  available,  through  a be- 
quest or  endowment,  for  awarding  by  the 
Committee  on  Scientific  Exhibits,  and  for 
the  construction  of  an  exhibit  on  a subject 
which  should  be  represented  at  the  Annual 
Session.  A memorial  gift  also  might  be 
used  forthe  underwriting  of  plaques  or 
cash  awards,  which  would  be  given  to  the 
winners  of  the  four  classifications  or  scien- 
tific exhibits  which  are  presented  at  the 
Annual  Session. 

Anson  Jones  award 

The  trustees  now  are  making  more  than 
$3,000  available  each  year  in  cash  awards 
and  plaques  for  this  competition.  The 
award  recognizes  excellence  by  news  me- 
dia representatives  in  reporting  health  in- 
formation to  the  public. 

Special  programs  for  medical  students 

TMA  has  developed  several  worthwhile 
programs  for  medical  students  over  the 
years.  One  is  the  Conference  on  Medical 
Practice  which  is  presented  to  the  senior 
class  at  all  medical  schools  in  the  state 
each  spring.  In  addition,  an  endowment 
might  be  created  to  provide  funds  for  an 
officerof  the  American  Medical  Student 
Association  chapter  at  each  of  the  medical 
schools  in  Texas  to  attend  the  TMA  Annual 
Session,  to  participate  in  sessions  of  the 
House  of  Delegates,  or  to  attend  national 
meetings  of  AMSA. 

Health  education  programs 

TMA  sponsors  many  programs  in  the 


broad  realm  of  health  education.  One  of  the 
most  successful  is  the  association’s  public 
education  campaign  against  disease,  uti- 
lizing outdoor  billboards,  with  supplemen- 
tary support  through  newspapers,  radio, 
and  television.  Specific  health  education 
programs  might  generate  support  from 
individuals  through  a memorial  gift  or 
endowment. 

Texas  Medical  Education  and 
Research  Foundation 

Tax  deductible  contributions  to  this  foun- 
dation administered  by  TMA  goto  support 
medical  education,  student  loans  and 
grants,  and  medical  research. 
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JAN  SHAW,  senior  medical  student  at  The 
University  of  Texas  Medical  Branch  at  Gal- 
veston has  been  selected  to  receive  the 
Upjohn  Award  for  1974-75.  She  was  select- 
ed on  the  basis  of  service  to  the  school  and 
the  American  Medical  Student  Association 
and  her  scholastic  record. 

A Texan  is  among  the  members  of  the  new 
Section  on  Perinatal  Pediatrics  of  the 
American  Academy  of  Pediatrics.  DR.  JA- 
COB KAY,  Austin,  is  serving  on  the  com- 
mittee with  four  other  physicians  from 
across  the  country.  The  section’s  first  sci- 
entific session  will  be  held  Oct  21  at  the 
academy’s  annual  meeting  in  Washington, 
DC.  Dr.  Kay  also  serves  as  chairman  of  the 
TMA  Committee  on  Perinatal  Health. 

DR.  DONALDWAYNESELDIN  of  The  Uni- 
versity of  Texas  Health  Science  Center  in 
Dallas  has  been  elected  to  the  board  of 
trustees  of  The  Rand  Corporation  of  Santa 
Monica,  Calif.  Dr.  Seldin  is  chief  of  medical 
services  at  Parkland  Memorial  Hospital, 
Dallas,  and  is  William  Buchanan  Professor 
of  Internal  Medicine  as  well  as  chairman  of 
the  department  at  the  UT  Health  Science 
Center. 

The  American  SocietyforClinical  Investiga- 
tion has  elected  DR.  JOHN  S.  FORDTRAN 
of  The  University  of  Texas  Health  Science 
Center  at  Dallas  as  president-elect  of  the 
organization  of  clinical  research  scientists. 
Dr.  Fordtran  is  professor  of  internal  medi- 
cine and  a gastroenterologist  at  the  UT 
Southwestern  Medical  School.  He  will  take 
office  next  May. 

DR.  CARMAULT  B.  JACKSON,  JR.,  San  An- 
tonio, was  recently  reelected  to  the  board 
of  trustees  of  the  American  Society  of  In- 
ternal Medicine.  Chairman  of  ASIM’s  Re- 
search and  Development  Council,  Dr. 
Jackson  is  active  in  several  areas  within  the 
organization,  including  ASIM’s  Peer  Review 


Council,  Research  Advisory  Committee  and 
PSRO  Task  Force. 

For  distinguished  service  to  the  practice  of 
medicine,  a San  Antonio  family  physician 
and  a Houston  professor  emeritus  of  ana- 
tomy were  recently  honored  by  the  Baylor 
College  of  Medicine’s  Medical  Alumni  Asso- 
ciation. DR.  JAMES  E.  GOODNIGHT,  who 
has  practiced  in  San  Antonio  for  over  25 
years,  received  the  association’s  1975  Dis- 
tinguished Alumnus  Award.  DR.  JOHN  C. 
HALEY,  professor  emeritus  of  anatomy  at 
Baylor  College  of  Medicine  received  the 
alumni  asociation’s  1975  Distinguished 
Faculty  Award. 

DR.  FRED  CHRISTEN,  director  of  Biomedi- 
cal Communications  at  The  University  of 
Texas  Health  Science  Center  at  Dallas,  has 
been  named  president-elect  of  the  Associa- 
tion of  Biomedical  Communications  Direc- 
tors. At  the  health  science  center.  Dr. 
Christen  heads  a department  which  pro- 
vides instructional  assistance,  audiovisual 
aids,  medical  photography,  art,  and 
television. 

Clinical  fellowships  in  orthopedic  surgery 
have  been  awarded  to  DR.  CHARLES  R. 
MORLEY  and  DR.  DONALD  F.  WAGNER  at 
The  University  of  Texas  Medical  Branch. 
The  two  United  Cerebral  Palsy  research 
fellowships,  totaling  $10,000,  are  to  enable 
the  recipients  to  undertake  comprehensive 
training  in  the  diagnosis  and  care  of  per- 
sons with  cerebral  palsy. 
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Medicine  in  literature 


THE  VICTIM  IS  ALWAYS  THE  SAME,  I.  S. 

Cooper,  New  York,  Harper  & Row,  1973, 
160  pp,  $6.95. 

This  is  a book  about  a rare  neuromuscular 
disease,  dystonia  musculorum  deformans, 
the  story  of  its  victims,  and  its  treatment 
by  means  of  cryothalamectomy  (the  des- 
truction by  freezing  of  the  thalamus).  The 
author  unburdens  himself  of  histhoughts 
on  the  abstract,  the  ethical,  moral,  and 
philosophical  aspects  of  brain  surgery  and 
of  medical  practice  in  general. 

The  author.  Dr.  I.  S.  Cooper,  is  the  world 
renowned  authority  who  conceived  and  de- 
veloped cryosurgery  for  the  treatment  of 
dystonia  and  certain  other  disorders  with 
uncontrollable  involuntary  muscle 
contractions. 

Dystonia  musculorum  deformans  is  a here- 
ditary disease  with  insidious  onset  in  ap- 
parently healthy  young  children  between 
five  and  ten  years  of  age.  As  it  develops 
antagonizing  groups  of  voluntary  muscles 
of  the  limbs  and  trunk  become  involved  in 
involuntary,  simultaneous,  spasmodic  con- 
tractions with  relentlessly  increasing  fre- 
quency and  severity  leading  to  grotesque 
contortions  and  unbearable  pain.  Eventual- 
ly the  child  may  be  totally  incapacitated 
and  raked  with  incessant  suffering.  The 
clinical  picture  is  so  remarkably  similar, 
hence  the  title  of  the  book:  The  Victim  is 
A Iways  the  Same. 

Because  of  its  rarity,  the  diagnosis  of  the 
disease  often  poses  quite  a problem.  This 
was  the  case  with  Susan  and  Janet,  two  of 
the  patients  Dr.  Cooper  singled  out  and  dis- 
cussed in  great  detail.  Before  each  girl's 
case  was  finally  diagnosed  as  dystonia  and 
referred  to  Dr.  Cooper  for  cryosurgical 
therapy,  both  girls  and  their  parents  were 
subjects  to  many  months  of  psychotherapy 
under  the  erroneous  diagnosis  of  conver- 
sion hysteria.  Although  he  professed  no  in- 
tention of  indictment  of  such  misguided 
practice,  he  nevertheless  led  the  parents  to 
disclose  their  stories  in  great  detail. 


Before  the  advent  of  cryosurgery,  there  was 
absolutely  no  effective  treatment  for  dy- 
stonia. The  conception  and  development  of 
thalamectomy  by  freezing  was  briefly  out- 
lined in  this  book.  The  author  clearly  rec- 
orded the  serendipitous  nature  of  the  initial 
discovery.  But  it  is  also  obvious  that  only 
in  his  well-prepared  mind  could  such  acci- 
dental finding  lead  tofruitful  perception, 
upon  which  cryothalamectomy  was  soundly 
based. 

Throughout  the  book  evidence  abounds  of 
the  author’s  humility  and  humanity,  attri- 
butes frequently  wanting  in  today's  society. 
The  onethought  uppermost  in  his  mind  is 
the  well-being  and  safety  of  his  patient;  all 
else  takes  second  place,  his  own  well-being 
included.  This  is  amply  exemplified  byhis 
kindness  and  consideration,  utmost  pa- 
tience, and  total  honesty  toward  his  pa- 
tients and  their  parents. 

The  operating  room  scene  is  a marvel  of 
competent  skill  and  precision  technology 
of  the  highest  degree.  It  is  so  well  written 
that  the  reader  can  see  in  his  mind’s  eyes 
every  detail  executed  in  perfection,  as  if  he 
were  in  the  operating  room  himself.  It  was 
also  very  tender  and  touchingwhen  Janet 
cried  out  of  happiness  as  her  contorted  left 
foot  was  pulled  away  from  her  buttock  and 
her  leg  was  straightened  for  the  first  time 
in  four  long  suffering  years,  as  the  thala- 
mus in  the  right  hemisphere  of  her  brain 
was  being  destroyed  by  freezing. 

In  the  last  chapter,  the  author  discussed 
the  broad  moral  issues  of  the  time:  the  right 
to  life  of  unborn  fetus  in  abortion,  the  right 
to  a dignified  death  for  patients  in  extremis, 
the  possibility  and  potential  dangers  to 
society  of  mind  control  and  manipulation 
of  genetic  engineering.  He  then  went  on  to 
address  himself  to  such  ethical  and  phil- 
osophical questions  doctors  face  daily  in 
their  practice  and  illustrates  these  with 
situations  in  which  he  had  to  make  deci- 
sions for  and  render  advice  to  his  patients. 

DORA  CHAO,  MD 
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Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 

W.  E,  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D.,  F.A.C.P. 

I.  L.  Humphrey,  Jr.,  M.D. 

Preston  McCall.  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D.,  A.B.F.P. 

Melvin  Horany,  M.D.,  A.B.F.P. 

James  T.  Cook,  M.D. 

UROLOGY 

Farid  G.  Khoury,  M.D. 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 

— A specialized  hospital  dedicated  to  the 
physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D. 
Medical  Director 


Bland  Seale 
Administrator 


CHAMPUS  APPROVED 


Pro-Banthine® 

brand  of 

propantheline  bromide 

Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 


SEARLE 
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"Anriacid”  acrion 
for  ulcer  patients... 


one  of  the  many  things  you 
need  in  an  anticholinergic. 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 

Pra-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are : 

"Antiacid"  action  — Pro-BanthTne® 
(prapantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  camplex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigoraus  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 

Pro-Banthine 

(propantheline  bromide) 

a good 
opKon 
in  peptic 
ulcer 


Adequate 

fluid 

intake 


Frequent 

voiding 


GantanoT , 

[sulfamethoxazole) 

3.I.D. 


Four  tablets  (0.5  Gm  each)  STAT- 
then  2 tablets  D.I.D.  for  10-14  days 


Basic  therapy  with 
convenience  for 
acute  nonobstructed 
cystitis 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  non- 
obstructed  urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis,  and  cystitis),  due  to  susceptible 
organisms.  Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic  and  clinical 
response:  add  aminobenzoic  acid  to  follow-up  cul- 
ture media.  The  increasing  frequency  of  resistant 
organisms  limits  the  usefulness  of  antibacterials, 
including  sulfonamides,  especially  in  chronic  or  re- 
current urinary  tract  infections.  Measure  sulfon- 
amide blood  levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensi- 
tivity; pregnancy  at  term  and  during  nursing  period; 
infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been 
established.  Sulfonamides  should  not  be  used  for 
group  A beta-hemolytic  streptococcal  infections  and 
will  not  eradicate  or  prevent  sequelae  (rheumatic 
fever,  glomerulonephritis)  of  such  infections.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore  throat,  fever, 
pallor,  purpura  or  jaundice)  may  indicate  serious 
blood  disorders.  Frequent  CBC  and  urinalysis  with 
microscopic  examination  are  recommended  during 
sulfonamide  therapy.  Insufficient  data  on  children 
under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in_g]ucose-6-phosphate  dehydro- 
genase-deficient individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake 
to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epi- 
dermal necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocardi- 
tis); gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis):  CNS  reactions  (headache, 
peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  no- 
dosa and  L.E.  phenomenon) . Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics  (aceta- 
zolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  gc  ter 
production,  diuresis  and  hypoglycemia  as  well  as 
thyroid  malignancies  in  rats  follovying  long-term 
administration.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Systemic  sulfonamides  are  contrain- 
dicated in  infants  under  2 months  of  age  (except 
adjunctively  with  pyrimethamine  in  congenital  toxo- 
plasmosis). 

Usual  adult  dosage  2 Gm  (4  tabs  or  teasp.) 
initially,  then  1 Gm  b.i.c  or  t.i.d.  depending  on  sever- 
ity of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 
20  lbs  of  body  weight  initially,  then  0.25  Gm/20  lbs 
b.i.d.  Maximum  dose  should  not  exceed  75  mg/ kg/ 
24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole; 
Suspension,  0.5  Gm  sulfamethoxazole/ teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


• Effective  against  susceptible  E.  coli. 
Klebsiella-Aerobacter,  ^pji.  aureus, 
Proteus  mirabilis  and,  less  frequently, 
Proteus  vulgaris 


On  land,  sea,  and  in  the  air... 


Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 

Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12' 1 5 day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness, 
dry  mouth  and,  on  rare  occasions,  RO©RIG 
blurred  vision  have  been  reported. 


A division  of  Pfizer  Pharinaceuticals 
New  York,  New  York  1001 7 


Antivert/25  ChewableiyDlets 

(meclizine  HCl)  25  mg. 

for  motion  sickness 


i 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare, 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  contains  three  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin"  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS;  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  fhe  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicify  and  ofofoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  fhan  20  percent  of  fhe 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended., 

PRECAUTIONS;  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS;  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Legislative  voting  record— SB  635 

SB  635  which  would  have  set  a $500,000  limit 
on  professional  liability  recoveries  and  established 
a two  year  statute  of  limitations  was  considered 
by  the  Senate  on  May  13,  14,  and  finally  passed 
on  May  15.  While  there  were  several  important 
votes  on  each  day,  two  of  the  most  important 
votes  were  the  record  vote  on  the  motion  to  sus- 
pend the  rules  to  initially  consider  SB  635,  and 
the  vote  on  final  passage.  (See  related  articles  on 
legislation  in  news  section.) 

The  Senate  voted  to  suspend  the  rules  to  take 
up  and  consider  the  bill  on  May  13  by  21  yeas 
and  8 nays,  with  2 absent.  (A  yea  vote  was  favor- 
able to  the  TMA  position). 

Yeas:  Aikin,  Andujar,  Braecklein,  Brooks, 
Creighton,  Farabee,  Harris,  Jones,  Lombardino, 
Longoria,  McKinnon,  Meier,  Mengden,  Moore, 

Ogg,  Patman,  Santiesteban,  Sherman,  Snelson, 
Traeger  and  Williams. 

Nays:  Adams,  Glower,  Doggett,  Gammage, 

Hance,  Kothmann,  Mauzy,  and  Schwartz. 

Absent-excused:  Harrington  and  McKnight. 

On  May  15,  the  Senate  passed  SB  635  on  final 
reading  by  a vote  of  23  yeas,  6 nays,  2 absent. 

Yeas:  Adams,  Aikin,  Andujar,  Braecklein, 

Brooks,  Glower,  Creighton,  Farabee,  Hance,  Harris, 
Jones,  Lombardino,  Longoria,  McKinnon,  Meier, 
Mengden,  Moore,  Patman,  Santiesteban,  Sherman, 
Snelson,  Traeger,  and  Williams. 

Nays:  Doggett,  Gammage,  Harrington,  Koth- 
mann, Mauzy,  and  Schwartz. 

Absent:  Ogg. 

Absent-excused:  McKnight. 

House  votes 

SB  635  was  considered  by  the  House  of  Represen- 
tatives on  May  28  with  the  final  vote  taking  place 
at  approximately  2:07  am  on  May  29.  There  were 
14  record  votes  on  motions  and  amendments,  but 
three  of  the  most  important  were  on  the  motion  to 
table  further  consideration  of  the  bill,  motion  to 
table  the  amendment  offered  to  remove  the  lim- 
itation of  liability,  and  the  vote  on  final  passage. 

In  the  vote  tabulations  below,  Y indicates  yea,  N 
indicates  nay,  P indicates  present,  and  A indicates 
absent. 

Early  in  the  debate,  it  was  moved  to  table  SB 
635  which  would  have  terminated  further  consid- 
eration. This  motion  lost  by  a vote  of  53  yeas  to 
89  nays  (a  nay  vote  being  favorable  to  the  TMA 
position).  The  vote  was  recorded  as  follows: 

Adams,  N;  Agnich,  N;  Allen,  Y;  Allred,  Y; 
Atkinson,  N;  Bailey,  N;  Baker,  N;  Barrientos,  Y; 
Bigham,  N;  Bird,  N;  Blake,  N;  Blythe,  N;  Bock, 

N;  Boone,  Y;  Brown,  N;  Bryant,  Y;  Bynum,  N; 
Caldwell,  Y;  Canales,  N;  Caraway,  Y;  Cartlidge, 

N;  Cartwright,  N;  Cates,  N;  Chavez,  Y;  B.  Clark, 

Y;  J.  Clark,  Y;  Close,  Y;  Coleman,  Y;  Coody,  N; 
Craddick,  N;  Davis,  A;  Delco,  Y;  Denson,  Y;  Den- 
ton, Y;  Donaldson,  N;  Dramberger,  N;  Earle,  Y; 
Edwards,  N;  Evans,  N;  Ezzell,  N;  Finney,  Y; 

Florence,  N;  Fox,  N;  A.  Garcia,  N;  M.  Garcia,  Y; 
Gaston,  N;  Geiger,  Y;  Gilley,  Y;  Grant,  Y;  F. 

Green,  N;  R.  Green,  Y;  Hale,  N;  A.  Hall,  Y;  W. 

Hall,  A;  Hanna,  N;  Harris,  N;  Hartung,  N;  Head, 

Y;  Heatly,  N;  Henderson,  N;  Hendricks,  N;  Her- 
nandez, Y;  Hilliard,  N;  Hoestenbach,  Y;  Hollowell, 

N;  Hubenak,  N;  Hudson,  Y;  Hutchison,  N;  Johnson, 
Y;  G.  Jones,  Y;  L.  Jones,  Y;  Kaster,  N;  Korioth,  Y; 
Kubiak,  N;  Laney,  N;  Lary,  N;  Lauhoff,  Y;  Leland, 

Y;  Lewis,  N;  McAlister,  N;  McBee,  N;  F.  Mc- 
Donald, N;  T.  McDonald,  Y;  Madia,  Y;  Maloney, 

N;  Mankins,  N;  Martin,  N;  Massey,  N;  Mattox,  Y; 
Mayes,  N;  Miller,  Y;  Montoya,  Y;  Moreno,  Y; 
Munson,  P;  Nabers,  Y;  Newton,  N;  Nichols,  Y; 


Nowlin,  N;  Nugent,  N;  O'Kelley,  Y;  Olson,  N; 

C.  Parker,  N;  W.  Parker,  N;  Pentony,  Y;  Peveto, 

N;  Polumbo,  N;  Powers,  N;  Presnal,  N;  Preston, 

N;  Ragsdale,  Y;  Rains,  N;  Reyes,  Y;  Reynolds,  N; 
Ribak,  Y;  Rucker,  N;  Salem,  N;  Schieffer,  N; 

Semos,  N;  Sherman,  A;  Short,  N;  Simpson,  N; 
Slack,  A;  Slay,  N;  Smith,  N;  Spurlock,  Y;  Stub- 
beman,  N;  Sullivant,  Y;  Sutton,  N;  Tanner,  Y; 
Tarbox,  N;  Temple,  Y;  Thompson,  N;  Torres,  N; 
Truan,  N;  Uher,  N;  Vale,  Y;  Vaughan,  N;  Vick,  N; 
Von  Dohlen,  N;  Washington,  Y;  Waters,  Y;  Wat- 
son, Y;  Weddington,  N;  Whitehead,  N;  Whitmire, 

Y;  Wieting,  N;  Willis,  N;  Wilson,  N;  Wyatt,  N. 

Just  prior  to  final  consideration,  a motion  was 
made  to  table  an  amendment  which  would  have 
removed  any  limit  on  liability  from  the  patient's 
catastrophic  injury  fund.  This  motion  failed  by  a 
vote  of  66  yeas  to  76  nays  (a  nay  vote  being  fa- 
vorable to  the  TMA  position).  This  vote  was 
recorded  as  follows: 

Adams,  N;  Agnich,  Y;  Allen,  N;  Allred,  N; 
Atkinson,  Y;  Bailey,  Y;  Baker,  N;  Barrientos,  N; 
Bigham,  N;  Bird,  N;  Blake,  Y;  Blythe,  Y;  Bock, 

Y;  Boone,  N;  Brown,  Y;  Bryant,  N;  Bynum,  Y; 
Caldwell,  N;  Canales,  Y;  Caraway,  N;  Cartlidge, 

Y;  Cartwright,  Y;  Cates,  Y;  Chavez,  N;  B.  Clark, 

N;  J.  Clark,  N;  Close,  N;  Coleman,  N;  Coody,  Y; 
Craddick,  Y;  Davis,  N;  Delco,  N;  Denson,  N; 

Denton,  N;  Donaldson,  N;  Dramberger,  Y;  Earle, 

N;  Edwards,  N;  Evans,  A;  Ezzell,  Y;  Finney,  A; 
Florence,  N;  Fox,  Y;  A.  Garcia,  Y;  M.  Garcia,  N; 
Gaston,  Y;  Geiger,  Y;  Gilley,  N;  Grant,  N;  F. 

Green,  Y;  R.  Green,  N;  Hale,  Y;  A.  Hall,  N;  W. 

Hall,  A;  Hanna,  Y;  Harris,  Y;  Hartung,  N;  Head, 

N;  Heatly,  Y;  Henderson,  N;  Hendricks,  Y;  Her- 
nandez, N;  Hilliard,  Y;  Hoestenbach,  N;  Hollowell, 
N;  Hubenak,  Y;  Hudson,  N;  Hutchison,  Y;  John- 
son, N;  G.  Jones,  N;  L.  Jones,  N;  Kaster,  Y; 

Korioth,  N;  Kubiak,  Y;  Laney,  N;  Lary,  N;  Lau- 
hoff, N;  Leland,  N;  Lewis,  Y;  McAlister,  Y; 

McBee,  Y;  F.  McDonald,  Y;  T.  McDonald,  N; 

Madia,  N;  Maloney,  Y;  Mankins,  Y;  Martin,  Y; 
Massey,  Y;  Mattox,  N;  Mayes,  Y;  Miller,  N; 
Montoya,  A;  Moreno,  N;  Munson,  P;  Nabers,  N; 
Newton,  Y;  Nichols,  N;  Nowlin,  Y;  Nugent,  N; 
O'Kelley,  N;  Olson,  Y;  C.  Parker,  N;  W.  Parker, 

Y;  Pentony,  N;  Peveto,  N;  Polumbo,  Y;  Powers, 

Y;  Presnal,  Y;  Preston,  N;  Ragsdale,  N;  Rains,  Y; 
Reyes,  N;  Reynolds,  Y;  Ribak,  N;  Rucker,  Y; 

Salem,  Y;  Schieffer,  N;  Semos,  Y;  Sherman,  A; 
Short,  Y;  Simpson,  Y;  Slack,  A;  Slay,  Y;  Smith, 

Y;  Spurlock,  N;  Stubbeman,  Y;  Sullivant,  N; 

Sutton,  N;  Tanner,  N;  Tarbox,  Y;  Temple,  N; 
Thompson,  N;  Torres,  N;  Truan,  N;  Uher,  Y;  Vale, 
N;  Vaughan,  N;  Vick,  Y;  Von  Dohlen,  Y;  Wash- 
ington, N;  Waters,  N;  Watson,  N;  Weddington,  N; 
Whitehead,  Y;  Whitmire,  N;  Wieting,  Y;  Willis,  Y; 
Wilson,  Y;  Wyatt,.  Y. 

Following  the  vote  to  move  the  previous  ques- 
tion with  pending  amendments,  which  passed,  a 
vote  was  taken  directly  on  passage  of  SB  635  to 
third  reading,  which  failed  by  a vote  of  69  yeas 
to  71  nays  (a  yea  vote  was  favorable  to  the  posi- 
tion of  TMA).  This  vote  was  recorded  as  follows: 

Adams,  Y;  Agnich,  Y;  Allen,  N;  Allred,  N; 
Atkinson,  Y;  Bailey,  Y;  Baker,  A;  Barrientos,  N; 
Bigham,  N;  Bird,  N;  Blake,  Y;  Blythe,  Y;  Bock,  Y; 
Boone,  Y;  Brown,  Y;  Bryant,  N;  Bynum,  N; 
Caldwell,  N;  Canales,  Y;  Caraway,  N;  Cartlidge, 

Y;  Cartwright,  N;  Cates,  Y;  Chavez,  N;  B.  Clark, 

N;  J.  Clark,  N;  Close,  N;  Coleman,  N;  Coody,  Y; 
Craddick,  Y;  Davis,  N;  Delco,  N;  Denson,  N; 

Denton,  N;  Donaldson,  Y;  Dramberger,  Y;  Earle, 

N;  Edwards,  Y;  Evans,  N;  Ezzell,  Y;  Finney,  N; 
Florence,  Y;  Fox,  Y;  A.  Garcia,  N;  M.  Garcia,  N; 
Gaston,  Y;  Geiger,  N;  Gilley,  N;  Grant,  N;  F. 


Green,  Y;  R.  Green,  N;  Hale,  Y;  A.  Hall,  N;  W. 

Hall,  A;  Hanna,  Y;  Harris,  Y;  Hartung,  N;  Head, 
N;  Heatly,  Y;  Henderson,  N;  Hendricks,  N;  Her- 
nandez, N;  Hilliard,  Y;  Hoestenbach,  N;  Hollowell, 
Y;  Hubenak,  Y;  Hudson,  N;  Hutchison,  Y;  John- 
son, N;  G.  Jones,  N;  L.  Jones,  N;  Kaster,  Y; 
Korioth,  N,-  Kubiak,  Y;  Laney,  Y;  Lary,  Y;  Lau- 
hoff, N;  Leland,  N;  Lewis,  Y;  McAlister,  Y; 

McBee,  A;  F.  McDonald,  Y;  T.  McDonald,  N; 
Madia,  N;  Maloney,  Y;  Mankins,  Y;  Martin,  Y; 
Massey,  Y;  Mattox,  N;  Mayes,  Y;  Miller,  N; 
Montoya,  N;  Moreno,  N;  Munson,  P;  Nabers,  N; 
Newton,  Y;  Nichols,  N;  Nowlin,  Y;  Nugent,  Y; 
O'Kelley,  N;  Olson,  Y;  C.  Parker,  N;  W.  Parker, 

Y;  Pentony,  N;  Peveto,  Y;  Polumbo,  N;  Powers, 

Y;  Presnal,  A;  Preston,  Y;  Ragsdale,  N;  Rains, 

A;  Reyes,  N;  Reynolds,  Y;  Ribak,  N;  Rucker,  Y; 
Salem,  Y;  Schieffer,  N;  Semos,  Y;  Sherman,  A; 
Short,  Y;  Simpson,  Y;  Slack,  A;  Slay,  Y;  Smith, 

Y;  Spurlock,  N;  Stubbeman,  Y;  Sullivant,  N; 
Sutton,  N;  Tanner,  N;  Tarbox,  Y;  Temple,  N; 
Thompson,  N;  Torres,  Y;  Truan,  N;  Uher,  Y;  Vale, 
N;  Vaughan,  N;  Vick,  Y;  Von  Dohlen,  Y;  Wash- 
ington, N;  Waters,  A;  Watson,  N;  Weddington, 

N;  Whitehead,  Y;  Whitmire,  N;  Wieting,  Y; 

Willis,  Y;  Wilson,  Y;  Wyatt,  Y. 

House  Concurrent  Resolution 

On  the  positive  side,  however,  the  House  over- 
whelmingly voted  down  by  a vote  of  89  nays  to 
49  yeas  a resolution  to  have  examining  and  licens- 
ing boards  review  the  licenses  of  those  physicians 
who  participate  in  "work  stoppages,  slowdowns, 
strikes,  or  other  devices."  The  vote  on  this  mo- 
tion follows  (a  nay  vote  being  favorable  to 
TMA's  position): 

Adams,  N;  Agnich,  N;  Allen,  N;  Allred,  Y; 
Atkinson,  N;  Bailey,  N;  Baker,  Y;  Barrientos,  Y; 
Bigham,  N;  Bird,  Y;  Blake,  N;  Blythe,  N;  Bock, 

N;  Boone,  N;  Brown,  N;  Bryant,  Y;  Bynum,  N; 
Caldwell,  N;  Canales,  A;  Caraway,  Y;  Cartlidge, 

N;  Cartwright,  N;  Cates,  N;  Chavez,  Y;  B.  Clark, 
N;  J.  Clark,  Y;  Close,  N;  Coleman,  Y;  Coody,  N; 
Craddick,  N;  Davis,  N;  Delco,  Y;  Denson,  Y; 
Denton,  Y;  Donaldson,  N;  Dramberger,  N;  Earle, 
Y;  Edwards,  N;  Evans,  N;  Ezzell,  N;  Finney,  A; 
Florence,  P;  Fox,  N;  A.  Garcia,  Y;  M.  Garcia,  Y; 
Gaston,  N;  Geiger,  A;  Gilley,  P;  Grant,  Y;  F. 
Green,  N;  R.  Green,  Y;  Hale,  N;  A.  Hall,  Y;  W. 
Hall,  N;  Hanna,  N;  Harris,  Y;  Hartung,  N;  Head, 
N;  Heatly,  A;  Henderson,  N;  Hendricks,  N;  Her- 
nandez, Y;  Hilliard,  N;  Hoestenbach,  N;  Hollowell, 
N;  Hubenak  N;  Hudson,  Y;  Hutchison,  N;  John- 
son, Y;  G.  Jones,  Y;  L.  Jones,  Y;  Kaster,  N; 
Korioth,  N;  Kubiak,  N;  Laney,  N;  Lary,  N;  Lau- 
hoff, Y;  Leland,  Y;  Lewis,  N;  McAlister,  N; 
McBee,  N;  F.  McDonald,  N;  T.  McDonald,  N; 
Madia,  Y;  Maloney,  N;  Mankins,  N;  Martin,  Y; 
Massey,  N;  Mattox,  Y;  Mayes,  N;  Miller,  Y; 
Montoya,  Y;  Moreno,  P;  Munson,  N;  Nabers,  A; 
Newton,  N;  Nichols,  Y;  Nowlin,  N;  Nugent,  A; 
O'Kelley,  Y;  Olson,  N;  C.  Parker,  N;  W.  Parker, 

N;  Pentony,  Y;  Peveto,  N;  Polumbo,  N;  Powers, 

P;  Presnal,  N;  Preston,  Y;  Ragsdale,  Y;  Rains,  N; 
Reyes,  Y;  Reynolds,  N;  Ribak,  N;  Rucker,  N; 
Salem,  N;  Schieffer,  N;  Semos,  N;  Sherman,  Y; 
Short,  N;  Simpson,  N;  Slack,  N;  Slay,  Y;  Smith, 

N;  Spurlock,  Y;  Stubbeman,  N;  Sullivant,  N; 
Sutton,  Y;  Tanner,  N;  Tarbox,  A;  Temple,  Y; 
Thompson,  Y ;Torres,  Y;  Truan,  Y;  Uher,  N;  Vale, 
N;  Vaughan,  N;  Vick,  N;  Von  Dohlen,  N;  Wash- 
ington, Y;  Waters,  Y;  Watson,  Y;  Weddington, 

N;  Whitehead,  N;  Whitmire,  Y;  Wieting,  N; 

Willis,  N;  Wilson,  N;  Wyatt,  N. 
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IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $. 


. Given  in  Memory  of. 


Please  send  remembrance  card  to: 

Name  

Address  

City  and  State 


Donor  Information: 

Name  

Address  

City  and  State  . 
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Dr.  C.  G.  Breckenridge 

Dr.  Carlyle  George  Breckenridge  died 
March  30,  1975,  at  the  age  of  71. 

A native  of  Elvins,  Mo,  Dr.  Breckenridge 
received  a BA  degree  from  the  University 
of  Alabama  in  1930.  He  received  his  MS  in 
zoology  from  the  same  institution  in  1931. 
Following  his  graduation,  he  was  an  instruc- 
tor and  later,  assistant  professor  of  zool- 
ogy at  the  University.  In  1943  he  became 
associated  with  Baylor  University  Col- 
lege of  Medicine  as  an  instructor  of  physi- 
ology. He  became  an  assistant  professor 
of  physiology  and  completed  his  medical 
education  at  Baylor  in  1948. 

Dr.  Breckenridge  was  a member  of  the 
Harris  County  Medical  Society. 

Survivors  include  his  wife,  Grace  Miller 
Breckenridge,  Houston;  a son,  John 
Breckenridge,  Houston;  a daughter,  Mrs. 

R.  V.  Martin,  Englewood,  Colo;  and  a sister, 
Mrs.  J.  M.  Robertson,  Norfolk,  Va. 

Dr.  0.  R.  Hand 

Dr.  Orra  Robert  Hand,  67,  of  Lubbock 
died  April  6,  1975,  after  a brief 
illness. 

Dr.  Hand  received  his  preliminary  educa- 
tion in  his  home  city,  Minneapolis,  and  in 
Rockford,  III.  He  was  graduated  from  the 
University  of  Wisconsin  (1928)  and  the 
Washington  University  School  of  Medi- 
cine, St.  Louis  (1930).  He  served  his  in- 
ternship at  St.  Luke  Hospital  in  St.  Louis. 

He  also  served  his  residency  in  St.  Louis, 

at  the  St.  Louis  Maternity 

Hospital. 

Dr.  Hand  was  a family  practitioner  in  Min- 
neapolis (1932-1935)  priorto  movingto 
Lubbock,  where  he  practiced  obstetrics 
and  gynecology  for  30  years.  Dr.  Hand 
was  a former  chief  of  staff  at  Methodist 
Hospital,  Lubbock,  and  he  worked  five 


years  in  student  health  services  at  Texas 
Tech  University. 

A past  president  (1949)  and  secretary 
(1947)  of  the  Lubbock-Crosby-Garza 
County  Medical  Society,  he  was  also  a 
member  of  the  West  Texas  Obstetricians 
and  Gynecologists  and  the  American  Medi- 
cal Association.  In  addition,  he  was  a mem- 
ber of  the  Downtown  Rotary  Club,  Lubbock; 
was  on  the  first  board  of  directors  of  the 
the  Lubbock  Cerebral  Palsy  and  Neuro- 
muscular Center;  and  attended  the  Epis- 
copal church. 

Survivors  include  his  wife,  Janice  Rich- 
ardson Hand,  Lubbock;  a daughter,  Mrs. 

H.  Russell  Adams,  of  Alexandria,  Va;  and 
two  grandchildren. 


Dr.  F.  S.  Harrell 

Dr.  Frederick  Shiller  Harrell,  the  son  of  a 
pioneer  doctor,  died  April  17,  1975,  at 
the  age  of  78. 

Dr.  Harrell  was  born  in  Spring  Creek,  Jan 
18,  1897,  and  lived  in  the  OIney  area  all 
his  life.  He  was  graduated  from  high 
school  at  the  TCU  Academy  in  Fort  Worth 
in  1913,  took  his  pre-medical  work  at  Tex- 
as Christian  University  and  attended  The 
University  of  Texas  Medical  Branch  in 
Galveston.  He  received  his  medical  degree 
in  1920. 

After  graduation,  he  spent  three  months 
as  an  intern  in  Chicago,  and  then  began 
his  practice  in  OIney  in  1921.  Dr.  Harrell 
spent  a year  at  the  University  of  Penn- 
sylvania doing  post  graduate  work  in  sur- 
gery in  1928-29. 

In  1931,  he  joined  the  Army  Reserve 
Corps  as  a first  lieutenant.  Dr.  Harrell  en- 
tered active  service  in  1941  as  a captain 
and  was  discharged  in  January,  1946  with 
the  rank  of  colonel.  He  remained  in  the 
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Medical  Corps  Reserves  and  retired  in 
1955  from  the  military  reserve. 

Dr.  Harrell  saw  medical  service  in  the  Eu- 
ropean Theater  of  operations  during 
World  War  II,  and  at  the  end  of  the  war  was 
commanding officerof  the  164th  General 
Hospital  in  France.  Following  his  military 
service  he  returned  to  OIney  to  resume 
his  practice. 

Dr.  Harrell  was  a trustee  of  Hamilton  Hos- 
pital, OIney,  from  1933  to  1956  and  was 
named  chief  of  staff  of  the  hospital  in 
1970.  He  was  a retired  member  of  the 
American  Association  of  General  Practi- 
tioners; and  was  also  a member  of  the 
American  Medical  Association.  In  addi- 
tion, he  was  a member  of  Theta  Kappa  Psi 
medical  fraternity  and  the  Wichita  County 
Medical  Society.  He  was  a former  presi- 
dent of  the  Young-Jack-Archer  County 
Medical  Society  and  of  the  13th  District 
Medical  Society. 

Survivors  include  his  wife,  Sallye  Rankin 
Harrell,  OIney;  a son,  Fred  R.  Harrell, 
Dallas;  a sister,  Mrs.  Lester  Young,  Fort 
Worth;  a brother,  Reagan  Harrell,  Portales, 
NM,  and  three  grandchildren. 


Dr.  T.  W.  Hodges 

Dr.  T.  Wiley  Hodges,  a Dallas  orthopedic 
surgeon,  died  Feb  16,  1975. 

The  62-year-old  native  of  Palestine  was  a 
graduate  of  The  University  of  Texas  at 
Austin  (1933)  and  Baylor  University  Col- 
lege of  Medicine  (1937).  Followingan  in- 
ternship at  the  Harper  Hospital,  Detroit, 
Dr.  Hodges  held  a residency  in  orthopedic 
surgery  for  one  year  at  the  same  hospital. 
He  also  held  residencies  in  orthopedic 


surgery  at  the  University  of  Virginia  Hos- 
pital, Charlottesville,  and  the  Massachu- 
setts General  Hospital  and  Children’s  Hos- 
pital Medical  Center  in  Boston. 

Before  moving  to  Dallas  in  1951,  Dr. 
Hodges  had  held  several  positions.  He  was 
an  assistant  professor  of  orthopedic  sur- 
gery at  the  Medical  College  of  Virginia, 
Richmond,  Va.  He  also  held  the  position  of 
instructor,  orthopedic  surgery,  at 
George  Washington  University  School  of 
Medicine,  Washington,  DC.  Dr.  Hodges 
served  on  the  staff  of  the  US  Naval  Medical 
Center,  Bethesda,  Md,  for  three  and  a half 
years,  and  was  chief  of  orthopedic  sur- 
gery, Walter  Reed  Army  Medical  Center, 
Washington,  DC. 

In  addition  to  the  Texas  Medical  Associa- 
tion, Dr.  Hodges’  professional  member- 
ships had  included  the  District  of  Colum- 
bia Medical  Society,  Montgomery  County 
(Md)  Medical  Society  (associate),  Rich- 
mond Academy  of  Medicine  (Va),  the 
American  Academy  of  Orthopaedic  Sur- 
gery, the  American  College  of  Surgeons, 
the  International  College  of  Surgeons,  and 
the  Orthopaedic  Guild. 

Dr.  Hodges  is  survived  by  his  wife,  Shiela 
B.  Hodges,  Dallas;  two  daughters,  Mrs.  Wil- 
liam Kirby  III,  Martinsville,  Va,  and  Mrs. 
Brivard  Wallace,  Newport  News,  Va;  and 
a son,  Thomas  Wiley  Hodges  II,  Lone  Oak, 
Tex. 


Dr.  Hodges 


Dr.  T.  L.  Lauderdale,  Jr. 

Dr.  Thomas  Leroy  Lauderdale,  Jr.,  a Dal- 
las physician  who  specialized  in  industrial 
and  occupational  medicine,  died  March  4, 
1975,  at  the  age  of  59. 
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Dr.  Lauderdale  was  born  in  Oklahoma 
City,  and  grew  up  in  Ranger.  He  was  a 
graduate  of  Kemper  Military  Academy,  the 
University  of  Oklahoma  and  Baylor  Univer- 
sity College  of  Medicine.  He  practiced  in 
Fort  Worth  from  1942  till  1966,  when  he 
became  an  associate  of  the  Southwest  Clin- 
ic Association  in  Dallas.  At  the  time  of  his 
death  Dr.  Lauderdale  was  on  the  staff  of 
All  Saints  Hospital  in  Fort  Worth  and  St. 
Paul’s  and  Medical  City  Hospitals  in 
Dallas. 

Dr.  Lauderdale  was  a member  of  several 
boatingorganizations,  includingthe  Dal- 
las unit  of  the  United  States  Power  Squad- 
ron. He  was  a founder  and  past  comman- 
der of  the  Fort  Worth  Power  Squadron.  He 
became  a member  of  TMA  in  1942.  His 
other  professional  memberships  included 
the  Association  of  American  Physicians  and 
Surgeons,  the  American  Academy  of  Fam- 
ily Physicians,  the  American  Occupational 
Medical  Association,  the  Dallas  County 
Medical  Society,  the  Southern  Medical  As- 
sociation and  the  American  Medical 
Association. 

Dr.  Lauderdale,  a memberof  Moslah  Tem- 
ple Shrine,  also  was  a certified  federal 
aviation  flight  examiner. 

Survivors  include  his  wife,  Gloria  Sandlin 
Lauderdale,  of  Dallas;  his  mother,  Mrs.  T. 

L.  Lauderdale,  Sr.,  of  Fort  Worth;  and 
three  sons,  Thomas  Leroy  Lauderdale  III 
and  Richard  Gilmore  Lauderdale  of  Fort 
Worth,  and  Caleb  Terrell  Lauderdale  of 
Dallas. 


Dr.  J.  G.  McCauley 

Dr.  James  Geary  McCauley,  35,  of  Amaril- 
lo, died  March  7,  1975,  at  Northwest 
Texas  Hospital,  Amarillo. 


A 1958  graduate  of  Amarillo  High  School, 
Dr.  McCauley  received  his  BS  degree  in 
1963  from  Texas  A&M  University.  He 
taught  a class  in  physics  in  the  Lockett 
Consolidated  School  System  prior  to  en- 
tering the  Army  in  1965. 

He  graduated  from  The  University  of  Tex- 
as Medical  School  at  San  Antonio  in  1973, 
after  which  he  served  an  internship  at 
Bexar  County  Hospital  in  San 
Antonio. 

Dr.  McCauley  moved  to  Amarillo  in  August 
and  became  a member  of  the  Potter-Ran- 
dall  County  Medical  Society  in  February. 
His  other  professional  memberships 
were  the  Texas  Medical  Association  and 
the  American  Medical 
Association. 

Survivors  include  his  wife,  Judy  Fleming 
McCauley;  and  three  daughters,  Jennifer, 
Catherine  ana  Carol. 


Dr.  N.  T.  North 

Dr.  Norman  T.  North,  retired  Mission 
BENT  physician,  died  Feb  13,  1975,  at  the 
age  of  79. 

Born  in  Chicago,  Dr.  North  attended  the 
University  of  Michigan,  Ann  Arbor,  and 
received  his  MD  degree  from  Northwest- 
ern University  Medical  School,  Chicago,  in 
1924.  He  served  an  internship  at  Gorgas 
Hospital  in  the  Panama  Canal  Zone.  Dr. 
North  also  practiced  in  Iowa,  Ohio,  and 
Kansas  prior  to  moving  to  Mission  in 
1937.  He  retired  in  1971. 

Dr.  North  was  a member  of  the  Ameri- 
can Medical  Association  and  Hidalgo- 
Starr  County  Medical  Society. 

Survivors  include  his  wife,  Louise  North, 
Mission;  and  a son,  Ted  North,  Jr. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
I N PATI ENT-OUTPATI  ENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 


A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay,  M.D. 


PSYCHOLOGY 


George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph.D. 


Fred  H.  Jordan,  M.D. 
John  T.  Holbrook,  M.D. 


Tom  I.  Payton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 


BUSINESS  MANAGER 


Dophne  Burrows 


COURTESY  STAFF 


O.T.  AND  R.T.  THERAPY 

(Acting  Director) 

Jeanette  Boothe 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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Serving  Texas  Physicians  for  Over  45  Years 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  45  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$3.00  F.O.B.  Plant 


Established  Over  AS  Years 


Factory  Direct  Sales 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.* 

NEAL  GREEN,  M.D. 


OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.A.C.R. 
Jack  G.  Brooks,  M.D.,  M.A.C.R. 

James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D,,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Warren  L.  McFarland,  M.D.,  M.A.C.R. 


Preston  W.  Nash,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 
J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices: 

100  Medical  Tower  Bids.  — 336-8681  800  Eighth  Avenue  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 
2700  Tibbets,  Bedford,  Texas  76021  — 283-5363 
801  W.  Road  To  Six  Flags,  Arlington,  Texas  76012  — 274-3319 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

J.  C.  Rucker,  M.D. 

R.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  D.  Crawford,  M.D. 

R.  W,  Baggett,  M.D. 

J.  T.  Scogin,  M.D. 

Orthopedic  Surgery: 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

M.  L.  Gray,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong,  M.D. 

Radiology  and  Radioactive  Isotopes; 

D.  B.  Turner,  M.D. 

L.  W.  Ralston,  M.D. 

Urology: 

G.  T.  Kimmel,  M.D. 

J.  W.  Fischer,  M.D. 

H.  F.  Rives,  M.D. 

Pathology: 

J.  G.  Casey 

Harbert  Davenport,  Jr.,  M.D. 

Business  Manager  of  Travis  Clinic 

Anesthesiology : 

S.  J.  Biltz 

W.  T.  Witt,  M.D. 

Adm  of  Travis  Clinic  Foundation 
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Allergy 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.,  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Milt  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


ALLERGY  AND  CLINICAL  IMMUNOLOGY 

Max  I.  Michels,  M.D.,  F.A.A.P.-A.,  F.A.C.A.,  F.A.A.A.,  F.A.C.P. 

Wallace  E.  Moore,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 


901  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229,  512  696-7900  or  512  227-6331 


Clinics 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


JOHN  p.  McGovern,  m.d. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH,  M.D. 

JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU,  M.D. 
ALBERT  LEHMANN,  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
CALVIN  J.  McLERRAN,  Ph.D. 


Consultants 

EVAN  M.  HERSH,  M.D. 

JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

HERBERT  C.  McKEE,  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 

Air  Pollution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 

M.  D.  Knight,  M.D.,  Surgery 

W.  H.  Brauns,  M.D.,  Internal  Medicine 

Roy  E.  Moon,  M.D. 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


HARRIS  HOSEN,  M.D.,  F.A.C.A. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 


RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

. . . Another  service  of  your  association 
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THOMAS-SPANN  CLINIC 
1533  South  Brownlee,  Corpus  Christ!,  Texas  78404 
Telephone  883-7411 

FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D.,  F.A.A.F.P, 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.O.,  A.B.F.P. 

T.  L.  Glenn,  M.D. 

C.  L.  Vernor,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Phillip  Kassner,  M.D. 

OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 


ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

ADMINISTRATOR 
Gene  Hybner 
DIRECTOR  OF  NURSES 
Clinic — Pat  Parker 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 


Telephone  713  948-8521 

Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O'Bryant,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MEDICAL  AND  SURGICAL  CLINIC  ASSOCIATION 
1200  Summit  Avenue,  Fort  Worth,  Texas  817  338-4747 

GENERAL  SURGERY 

Robert  C.  Barker,  M.D.  ‘Thomas  E.  Simons,  M.D. 

•Henry  V.  Birdweli,  Jr.,  M.D. 

•Diplomate  of  American  Board  of  Surgery 

INTERNAL  MEDICINE 
DIAGNOSIS 

•John  B.  Fershtand,  M.D. 

Edwiin  B.  Wilson,  Jr.,  M.D. 

PULMONARY  DISEASE 
M.  Ebadat  Ali,  M.D. 

•Diplomate  of  American  Board  of  Medicine 

INDUSTRIAL  MEDICINE 
Mark  N.  Hattarki,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE  CONSULTANTS 
•Harry  W.  Banker,  M.D.  ‘Samuel  Jagoda,  Jr.,  M.D. 

•E.  E.  Holt,  M.D.  Samuel  Jagoda,  M.D. 

•Diplomate  of  American  Board  of  Radiology 


•James  W.  Tunstill,  M.D. 

Cornelius  C.  Davis,  M.D. 
•Nasim  Akhtar,  M.D. 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 


PROCEDURES: 

Bronchoscopy 

Pulmonaiy  Functions 
Cardiac  Catheterization 
Electrocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 

ADMINISTRATOR 
Bryan  Charles 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 


GENERAL  SURGERY 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
J.  E.  Mathews,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 


OBSTETRICS  AND  GYNECOLOGY 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


Duodenoscopy 
Colonoscopy 
Colonoscopic  Snare 
Polypectomy 
Arteriography 
Treadmill  Stress  Testing 


PEDIATRICS 

J.  M.  Woodall,  M.D. 
B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 


RADIOLOGY  & NUCLEAR  MEDICINE 

B.  Williams,  M.D. 

M.  L.  Bercier,  M.D. 


UROLOGY 

G.  F.  Dillon,  M.D. 
J.  W.  Cowan,  M.D. 


DERMATOLOGY 
H.  K.  Butler,  M.D. 


ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 
Charles  N.  Butts,  Asst.  Clinic  Manager 


C.  H.  “Ham"  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M,  D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed.  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson.  M.D. 

Howard  J.  Pollock,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 
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CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 


3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


GERALD  A.  CASID,  M.D. 

Dermatology  and  Hair  Transplantation 
Treatment  of  Skin  Tumors 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214-272-5451 


2715  Fannin  Street,  Houston,  Texas  FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

■ M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon  

406  Hermann  Professional  Bldg.,  Houston,  Texas  Eye,  Ear,  Nose,  Throat 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  Mehdiabadi,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


SOMMAI  SEHAPAYAK  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 
Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


Dermatology 


Family  & General  Practice 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 
Nederland,  Texas  77627 
Tel.  (713)  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D* 

'Diplomate  American  Board  of  Family  Practice 
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TEXAS  MEDICINE 


Gastroenterology 


Internal  Medicine 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


General  Surgery 


Neurological  Surgery 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas  Texas  75231,  363-8524 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


Casey  E.  Patterson,  M.D.  Morris  Sanders,  M.D. 

Tom  M.  Nash,  M.D.,  Deceased  Ira  C.  Denton,  M.D. 

Charles  W.  Simpson,  M.D.  Jack  Woolf,  M.D.,  Consultant 

Phillip  E.  Williams,  Jr.,  M.D. 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 


BURT  B.  SMITH  M.D. 

Surge|7 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 


728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 
Telephone  915  533-2508 


ROBT.  C.  L ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


PLAN  NOW  TO  ATTEND  THESE  MEETINGS 
OF  THE  TEXAS  MEDICAL  ASSOCIATION; 

Conference  on  Practice  Management 
October  4, 1975  — Austin 
Conference  on  Legislation 
January  17, 1976  — Austin 
109th  Annual  Session 
May  5-9, 1976  — Dallas 

Watch  future  issues  for  details. 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 


William  J.  Nelson,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology  and  Electrodiagnosis 

Allan  L.  Naarden,  M.D. 

7777  Forest  Lane,  Suite  347.  Dallas,  Texas  75230;  214  661-7676 
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Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

64H  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 


BRUCE  C.  TAYLOR,  M.D. 
Diseases  & Surgery  of  the  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
(214)  521-1153 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77025 
(713)  529-7321,  529-5828 


Nuclear  Medicine 
G.  L.  BlacK,  M.D. 

J.  E.  White,  M.D. 

F.  M.  Behike,  M.D. 

Diplomates,  American  Board  of  Nuclear  Medicine 


J.  L.  Reed,  M.D. 

W.  R.  Berry,  M.D. 

E.  D.  Seaman,  M.D. 


Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 


Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Obstetrics  & Gynecology 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853-7319 


HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology 

Colposcopy 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  817  335-4393 


Ophthalmology 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 


Richard  S.  Ruiz,  M.D.,  F.A.C.S. 
Charles  E.  Russo,  M.D.,  F.A.C.S. 
Malcolm  L.  Mazow,  M.D.,  F.A.C.S, 
Robert  H.  Stewart,  M.D.,  F.A.C.S. 
Robert  B.  Wilkins,  M.D.,  F.A.C.S. 


Jeffrey  D.  Lanier,  M.D. 
Maple  L.  Avery,  M.D. 
Michael  A.  Bloome,  M.D. 
Paul  C.  Salmonsen,  M.D. 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


Ralph  E.  Donnell,  M.D. 

F.  (iarlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


ADDRESS  CHANGE.  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


118 


TE)(AS  MEDICINE 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.O. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.O. 

Robert  O.  Bateman,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St..  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L.  LEE  LANKFORD,  M.D. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgei7  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 


Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


MEDICAL  CENTER  EAR,  NOSE  & THROAT 
ASSOCIATES 

W.  Leonard  Draper,  M.D.,  Otolaryngology,  Otology  and  Nasal  Allergy 
John  W.  Herndon,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 
Richard  M.  Turney,  M.D.,  Otolaryngology 

Jorge  A.  DeCardenas,  M.D.,  Otolaryngology  and  Micro-Laryngeal  Surgery 
Charles  A.  Van  Wart,  M.D.,  Otolaryngology,  Otology  and  Nasal  Plastic 
Surgery 

Melton  J.  Horwitz,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 

Diplomates  American  Board  of  Otolaryngology 

Olaf  Haug,  Ph.D. 

Paul  M.  Baccaro,  M.A. 

Joy  O’Neal,  M.F.A. 

Audiology,  Speech  Pathology,  Vestibular  Testing,  Hearing  Aid  Evaluation 

540  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77025,  713  524-8351 


Pathology 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.O. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomats  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


John  H.  Childers,  M.D.  E.  P.  Jenevein,  M.D. 

R.  R.  Rember,  M.D.  Garry  F.  Rust,  M.D. 

W.  L.  Crofford,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 


ARTHUR  LORBER,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

1201  8th  Avenue 
Fort  Worth,  Texas  76104 
Telephone  817  336-4019 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 


4849  W.  Lawther  Dr.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathoiogy 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Maiiing  Containers  on  Request — Office  Pickup  Service  in  Houston 
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PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Oiplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

DIplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration;  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES, 
PATHOLOGISTS 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY,  Administrator 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

Villa  Rosa  Professional  Building 

2727  Babcock  Road,  Suite  F,  San  Antonio,  Texas  78229 


“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 
— Theodore  Roosevelt 


Take  an  active  role  in  TMA  and  your  county  society. 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

DIplomates  American  Board  of  Plastic  Surgery 
LAURENCE  E.  WOLF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Charles  W.  Bailey,  Jr.,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomats  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 


WILLIAM  E.  BARNES,  M.D. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 
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Psychiatry  & Neurology 


JOHN  E.  CARTER,  M.D.,  P.A. 

DIplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231 
369-6511 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 
PLASTIC  & RECONSTRUCTIVE  SURGERY 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
(713)  795-5584 


Psychiatry 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D, 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 
Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


practice  limited  to 

PSYCHIATRY 


1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

’Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

•Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon.  M.D. 

Ronald  DeVere,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 


•Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomate  American  Board  of  Psychiatry  and  Neurology 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


CHARLES  B.  COVERT,  M.D. 

Psychiatry 

San  Felipe  Green  Professional  Building 

1900  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians’  Directory.” 


800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 

Fort  Worth,  Texas  76104 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D.,  D.A.B.R. 
Thomas  V.  Hinkle,  M.D.,  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-M21 
Beaumont.  Texas 
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James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

J.  E.  White,  M.D.  W.  R.  Berry,  M.D. 

Diplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 

Administration;  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Rheumatology 


DON  E.  CHEATUM,  M.D. 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  823-4151 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 


1519  Hermann  Professional  Bldg.,  Houston,  Texas 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D. 
Harold  C.  Urschel,  Jr.,  M.D. 


Richard  E.  Wood,  M.D. 
Maruf  A.  Razzuk,  M.D. 


DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 


1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


JOHN  B.  TRIBLE,  M.D. 
Practice  Limited  to  Urology 


JOHN  L.  KEE,  JR.,  M.D. 
Thoracic  Surgery 


1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 


The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic,  Cardiac  and  Peripheral  Vascular  Surgery 

532  Medical  Plaza,  800  Eighth  Ave.,  Fort  Worth,  Texas  76104,  332-2720 


TMA  Physicians’  Placement  Service 

. . . Another  service  of  your  association 


DONALD  J.  NEESE,  M.D. 

DONALD  E.  FUERST,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713-521-9538 

400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone;  713-332-2466 


VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$10  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  in  which 
there  is  an  American  Medical  Association  recognized  specialty  board 
and/or  an  AMA  approved  residency  program.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or  cancellation 
should  be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month 
preceding  publication  month. 
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Classified  Advertising 


Physicians  Wanted 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a four 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a BO-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $36,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  All 
office  expenses  paid.  Visiting  & relocation  expenses  paid.  Please  reply 
to  Ad-301,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS:  Average  earn- 
ings $46,000  with  guarantee.  Pull  department  status.  Maintain  free  prac- 
tice of  medicine.  Work  for  patient  on  fee-for-service  basis.  Call  1-512-653- 
8221.  Apply  to  Ad-417,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin. 
78701. 

FAMILY  PRACTICE,  with  two  other  family  practitioners.  Two  hospi- 
tals with  650  beds  within  fifteen  minute,  4 lane  drive.  Progressive  Cen- 
tral Texas  community  of  4,350  population.  Community  void  of  problems 
of  large  cities,  15  miles  to  Waco  (pop.  102,000) : 100  miles  to  Dallas, 
Fort  Worth,  and  Austin.  Good  schools  (no  bussing),  churches,  country 
club  with  18  hole  golf  course,  three  nearby  lakes,  recreational  facilities. 
An  excellent  place  to  raise  a family.  New  associate  would  be  on  salary 
first  year;  partnership  in  association  later.  Exchange  calls  and  week- 
ends with  two  other  physicians.  Contact.  R.  Dean  Elliott,  Administrator, 
414  Johnson  Drive,  McGregor,  Texas  76657.  AC817-840-3281. 

A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  55,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3551,  at  501  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 


ENNIS,  ELLIS  COUNTY:  OPPORTUNITY  for  family  practice  in 
community  of  12,000,  serving  a trade  area  of  20,000.  Five  physicians  in 
town,  one  hospital,  66  beds,  open  staff.  35  miles  from  Dallas.  No  week- 
end E.  R.  call,  covered  by  hospital  based  physicians.  City  of  Ennis  em- 
pjo^ng  physicians  on  contract  basis,  office  supplied,  nurse  supplied, 
billing  provided,  group  hospitalization,  paid  vacation,  etc.  Contact  Ron- 
ald Hudspeth,  Administrator,  Ennis  Municipal  Hospital,  803  West  Lam- 
pasas,  Ennis,  Texas  76119. 

PEDIATRICIAN  TO  JOIN  three  board  certified  pediatric  group  in 
professional  association;  liberal  salary  and  fringe  benefits;  new  pediatric 
center  building  to  be  completed  in  October  is  located  next  to  teaching 
Children’s  Hospital;  beautiful  city  by  the  sea,  warm  year  round  climate, 
population  250,000.  For  details  write  Box  3164,  Corpus  Christi,  Texas 
78404. 

FP  OR  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
594-3595  for  Barnes,  Colwell  or  Cook. 

NEEDED  IMMEDIATELY:  FAMILY  PRACTITIONER.  The  communi- 
ty has  three  family  practitioners,  one  will  retire  shortly.  The  communi- 
ty and  surrounding  counties  serve  over  15,000.  The  hospital  has  77  beds 
and  JCAH  approved.  The  medical  community  is  harmonious  and  stable. 
Contact:  Edward  G.  Clark,  713-348-2631,  Madison  County  Hospital,  Box 
698,  Madisonville,  Texas  77864. 

PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $22,500  to  $29,500  with  usual 
state  benefits.  Texas  license  or  reciprocity  required.  Contact  the  Recruit- 
ing Specialist,  Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol 
Station,  Austin,  Texas  78711.  612-454-3761.  An  equal  opportunity/affir- 
mative  action  employer. 

LN TERN IST-GEN  ERA L PRACTITION  ER : Clinic,  including  lab  and 
x-ray.  Join  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  subsequent  partnership  offered.  Contact  Ribelles 
Clinic  Association,  9801  Katy  Freeway,  Houston,  Texas  77024. 

GENERAL  SURGERY,  FAMILY  PRACTICE  affluent  county  seat  farm 
community.  Good  schools,  churches,  hunting,  fishing,  unique  private 
country  club,  all  facilities.  Avoid  complexities  of  city.  Be  kind  to  yourself 
and  family.  Rear  children  in  peaceful,  small  town  atmosphere.  Enjoy 
being  part  of  total  community  activities.  28  bed  JCAH  hospital.  Please 
reply  to  Ad-641,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  or  phone  806-447-2521  collect. 

WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  J.  E.  Hog.nn,  M.D..  Medical  Director,  Ma- 
lone and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720; 
telephone  915-267-6361. 

GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $24,000  to  $30,000  per  year  negotiable. 
City  has  population  of  6,000  with  trade  area  of  20,000  to  25,000.  Contact 
Chris  S.  Cruzcosa,  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas 
78834.  512-876-5236. 

INTERNISTS  AND  FAMILY  PRACTICE  PHYSICIANS  WANTED  for 
East  "Texas  city  of  25,000.  Excellent  facilities  available.  Best  recreational 
facilities  in  Texas  available  within  20  minute  drive.  Please  contact  Ad- 
667,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
onlv  a groxin  nractice  can  provide.  .T.  E.  Hogan.  M.D..  Medical  Director. 
Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  915-267-6361. 


PHYSICIANS  WANTED  for  care  of  mentally  retarded  at  Travis  State 
School,  Austin,  Texas  78767.  Salary  attractive.  Write  or  phone  the  Super- 
intendent or  Medical  Director,  P.O.  Box  430,  Austin,  Texas  78767;  Phone 
612-926-2410.  An  equal  opportunity  employer. 

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
in  the  department  with  all  new  facilities  in  hospital  and  clinic.  J.  E. 
Hogan.  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring,  Texas  79710;  telephone  915-267-6361. 

LOCUM  TENENS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  300 
South  Bth  Street,  Carrizo  Springs,  Texas  78834.  612-876-6236. 

WANTED:  PHYSICIAN  INTERESTED  IN  FAMILY  PRACnCE.  To 
establish  practice  in  a city  with  a population  of  4,200  located  in  Central 
West  Texas,  near  Abilene  and  San  Angelo.  Immediate  work  available.  36 
bed  open  staff  self-supporting  hospital  and  two  extended  care  facilities. 
Economy  of  farming,  ranching,  oil  producing,  and  industries.  Contact 
Ballinger  Chamber  of  Commerce,  803  Hutchings  Avenue,  Ballinger, 
Texas  76821. 

PHYSICIANS  WANTED — Progressive  East  Texas.  Located  near  East 
Texas  metroplex.  Known  as  one  of  the  most  outstanding  recreation  areas 
in  southwest.  Medical  staff  and  community  very  cooperative  in  helping  to 
establish  your  practice.  Call  214-845-2281  or  write  Milton  Bolgiano,  Ad- 
ministrator, Gladewater  Municipal  Hospital,  Box  632,  Gladewater,  Texas 
75647. 

BOARD  OR  BOARD  ELIGIBLE  FAMILY  PRACTITIONER  OR  IN- 
TERNIST to  associate  with  a two  doctor  group.  West  Texas  city  of 
20,000  located  in  the  center  of  a prosperous  irrigated  agriculture  area. 
46  minutes  from  new  Texas  Tech  School  of  Medicine.  Sunshine:  excel- 
lent schools:  friendly  people.  Office  in  new  27  bed  JCAH  specialty  hos- 
pital-clinic with  staff  membership  in  new  160  bed  general  hospital. 
Financial  arrangement  open  with  unlimited  future.  Contact  E.  O. 
Nichols,  Jr.  M.D.,  E.  O.  Nichols  Hospital,  Inc.,  716  Houston  Street, 
Plainview,  Texas  79072.  Phone  806-296-7426. 

WANTED:  TWO  PHYSICIANS.  One  internal  medicine  and  one  family 

practice  in  well  equipped  and  established  North  Dallas  Clinic,  prime  loca- 
tion. Clinic  has  both  heavy  private  practice  and  moderate  industrial  medi- 
cine practice.  All  ancillary  services  provided.  Guaranteed  take  home  in- 
come at  least  $40,000  per  year.  Please  reply  to  Ad-669,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  787^L 

PH'^ICIAN  OWNED,  MANAGED  HOSPITAL  HAS  IMMEDIATE 
private  practice  opportunities  because  of  expansion  in  the  following 
specialties:  anesthesiology,  internal  medicine,  orthopedic  surgery,  general 
surgery.  Success  in  your  practice  guaranteed  by  the  hospital  through  a 
guarantee  of  $6,000  per  month,  cash  collected  for  a period  of  six  months 
in  addition  to  six  months  free  rent  in  one  of  two  of_  our  new  prof^- 
sional  buildings.  We  invite  inquiries  from  those  physicians  who  desire 
immediate  success  in  a private  fee-for-service  environment  and  who  have 
the  qualifications  in  any  of  these  specialties.  Please  write  Richard  Fly, 
Pasadena  General  Hospital,  1004  Seymour,  Pasadena,  Texas  77606  or 
call  collect  a^713-473-1771^ 

WANTED  INTERNIST  WITH  SUBSPECIALTY  in  either  cardiology, 
gastroenterology,  pulmonary  diseases  or  rheumatology  in  1976  or  1976. 
New  clinic  building  and  new  hospital.  J.  E.  Hogan,  M.D.,  Medical  Direc- 
tor, Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas 
79720;  Telephone  916-267-6361. 

FAMILY  PRAC'flTIONER  WANTED:  Farwell,  Texas,  area  serving 
2,100  in  town  and  a rural  population  of  7000.  Stable  economy;  agricul- 
tural and  cattle  feeding  area.  Clinic  available  early  May;  nursing  home 
in  progress.  Nine  miles  from  hospital  facilities  in  Clovis.  New  Mexico. 
For  further  information  contact  Claude  Rose,  Jr.,  P.O.  Box  226,  Farwell, 
Texas  79326,  (806)  481-3281;  Bob  Anderson,  (806)  481-3327;  or  Don 
Williams,  (806)  481-3638. 

MD — GP  or  FP  urgently  needed  in  Groesbeck,  Texas  to  eventually 

enter  partnership  with  two  older  MDs,  one  who  plans  to  retire  shortly. 
Progressive  county  seat,  town  of  2,600  people  with  large  trade  territory. 
Multiple  medium  size  industries,  bank  assets  over  13  million  dollars, 
cattle  and  gas  country.  New  38  bed  hospital.  Excellent  easily  available 
consultants,  only  40  minutes  from  Waco,  Texas.  Adequate  time  for 
recreation,  rest  and  vacation.  Contact  Groesbeck  Clinic,  P.O.  Box  470, 
Groesbeck,  Texas  76642.  

WANTED:  NEUROSURGEON  for  locum  tenens  for  4 to  6 weeks  in 
July  and  August.  1975.  Salary  — $1760  per  week.  Good  opportunity  for 
resident,  finishing  trainee,  or  for  other  interested  physician.  Excellent 
medical  facilities  available.  Please  reply  to  Ad-664,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

GASTROENTEROLOGIST  AND  INTERNISTS  , WANTED:  Five  man 
internist  group  in  Abilene,  Texas,  population  100,000.  Democratic  pro- 
fessional association,  two  hospital  endoscopy  labs,  ideal  office  set-up. 
Quick  full  association,  good  salary  first  year.  Excellent  recreation,  three 
colleges.  General  internists,  chest  physician,  endocrinologist  and  rheu- 
matologist needed.  Contact  business  manager,  Abilene  Diagnostic  Clinic, 
642  East  Highway  80,  Abilene,  Texas  79601,  916-673-5201. 

WANTED:  PHYSICIAN  GROUP  TO  COVER  EMERGENCY  ROOM 
at  Cook  Memorial  Hospital,  Levelland,  Texas  and  University  Hospital, 
Lubbock,  Texas.  Contact  Weldon  Chamberlin,  Administrator.  University 
Hospital.  806-792-7112;  write  1900  South  College,  Levelland,  Texas. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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FAMILY  PRACTICE  IN  AUSTIN,  TEXAS.  Good  location,  young 
practice,  and  good  facilities.  Tremendous  opportunity.  Association  with 
family  practice  residency  program  possible.  Paul  A.  Grandy,  M.D.,  10806 
North  Lamar  Blvd.,  Austin,  Texas  78763.  512-837-2640. 

INTERNIST  OR  GP  WANTED  for  well  located,  beautiful  building, 
two-man  clinic  in  progressive  town  of  12,000.  80  miles  toward  Texarkana 
from  Dallas  on  IH  30.  Eleven  other  practitioners  in  town.  Retiring,  leav- 
ing large  industrial  practice,  plus  active  private  practice.  110-bed,  well 
equipped,  open  staff  hospital.  Near  state  university.  Above  average  in- 
come town.  Reply  direct  to  Ray  Hanna.  M.D.,  Box  797,  Sulphur  Springs, 
Texas  75482. 

FAMILY  PRACTITIONER  WANTED  for  multispecialty  clinic  in  South- 
west. New  hospital  in  town  of  moderate  size.  Percentage  of  practice  with 
guaranteed  minimum  income  of  $46,000.  per  annum.  Please  reply  to  Ad-669, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  WANTED — Unusual  opportunity  for  general  practicing 
physician.  Fully  equipped  office  with  many  patient  files  available.  Town 
of  4000.  Excellent  economic  conditions.  Ninety  bed  hospital.  Please  reply 
to  Ad-671,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BO^D'QUALIFIED  0R~ CERTIFIED^PEDIATRICIAN  to  join  three 
man  group.  Medical  school  oriented.  Salary  open  or  straight  association. 
Complete  modem  clinic — Oak  Cliff  Children’s  Medical  Center,  427  West 
10th  Street,  Dallas.  Texas  76208. 

LIVE  AND  WORK  WHERE  OTHERS  VACATION:  Port  Aransas. 
Mustang  Island;  a rapidly  developing  tourist  and  recreational  area  needs 
a physician.  Community  of  2000  permanent,  20,000  transient  population. 
Offers  unlimited  potential:  excellent  quality  of  life,  leisurely  pace,  and 
unmatched  recreational  opportunities.  Hospitals  within  seven  miles, 
major  metropolitan  area  36  miles  away.  Please  reply  to  W.  Lynn  Gavit, 
Box  188,  Port  Aransas,  Texas  78373. 

NEED  GP  WITH  OB  for  July  and  August.  Beach  20  miles  away.  Can 
arrange  for  family  to  stay  in  Beach  Condominium.  Salary  negotiable. 
Prefer  bilingual  (Spanish).  Opportunity  for  partnership  if  desired.  Call 
Joe  Zavaletta,  M.D.,  826  Palm  Blvd.,  Brownsville,  Texas  78620;  612- 
646-3930. 

OjBSTETRICIAN^Yr^TOLOGIST  NEEDED  to  join  multispecialty 
clinic  in  Southwest.  New  hospital  in  town  of  moderate  size.  Percentage  of 
practice  with  guaranteed  minimum  income  of  $45,000  per  annum.  Please 
reply  to  Ad-670,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
WOl. 

ALLERGIST:  Urgently  needed.  The  Wichita  Falls,  Texas  community 
is  in  need  of  an  adult  allergist;  unlimited  opportunities:  excellent  hos- 
pital and  recreational  facilities;  ideal  for  growing  family;  300.000  draw 
area:  join  solo  allergist  (incorporated  practice)  or  start  on  your  own; 
no  initial  investment  required;  will  help  to  get  practice  going.  Reply 
including  curriculum  vitae  to  Hermann  Gregory,  M.D.,  1310  Ninth  Street. 
Wichita  Falls,  Texas  76301.  Phone  817-322-6926. 

TEXAS,  SAN  ANTONIO:  Emergency  physicians  needed  for  new  group 
serving  three  hospitals.  65,000  ER  visits/year.  Fee  for  service.  Depart- 
mental status.  Past  earning  history  $60,000  plus  additional  income  for 
optional  participation  in  employee  health  service.  Warm  climate,  near 
coast  and  Mexico.  Write  or  call  George  Pruett,  M.D.,  730  North  Main. 
B-112.  San  Antonio.  Texas  78205.  Telephone  612-222-0746  or  512-663-5356. 

ADMITTING  AND  EMERGENCY  ROOM  PHYSICIANS— Vacancy  in 

staff  of  eight  full-time  physicians.  Certification  not  required.  1300-bed 
teaching  hospital,  excellent  facilities,  fringe  benefits,  regularly  sched- 
uled hours.  Nondiscrimination  in  employment.  Write  Chief  of  Staff,  VA 
Hospital.  Houston.  Texas  77211. 

PHYSICIANS — 715  bed  hospital  with  active  metlical.  surgical,  psy- 
chiatric service,  is  in  need  of  an  internist,  urologist,  psychiatrist,  and 
gastroenterologist,^  preferably  with  certification.  Excellent  consultation, 
library,  and  continuing  medical  education.  Close  affiliation  with  Scott 
and  White  Hospital  in  education  of  house  staff.  New  site  for  medical 
school.  Salary  competitive,  ample  vacation  and  sick  leave,  and  fringe 
benefits.  Equal  employment  opportunity  agency.  Apply  Chief  of  Staff, 
VA  Center,  Temple.  Texas  76501. 

OUTS-TANDING^  OPPORTUNITY^FOR  “FAMILY^  PRACTITIONER, 
orthopedic  .surgeon,  or  otolaryngologist,  to  practice  in  ultra-modern  191 
bed  hospital,  in  rapidly  growing  community  30  minutes  from  Houston. 
Mild  climate;  fishing,  sailing,  hunting.  Guaranteed  income;  terrific 
potential.  Call  collect  713-427-6412,  Administrator,  Baytown  Medical 
Center  Hospital,  1700  Bowie  School  Drive,  Baytown,  Texas  77620. 

DOCTOR ’wanted' FOR'GENERAL’ PRACTICE  in  Poteet,  Texas. 
30  miles  south  of  San  Antonio.  Texas.  New  $125,000  facility  fully  equip- 
ped for  two  doctors.  Rea.sonable  rent.  Potential  annual  income  $75,000. 
Contact  A.  A.  Hollub,  626-2861. 

WANTED;  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
East  Central  Texas.  New  joint  commission  approved  30  bed  hospital. 
Airport.  New  junior-senior  high  complex.  Railroad  division  point.  Small 
industry.  Primary  income  ranching.  Three  fishing  lakes.  Deer,  quail, 
dove  hunting,  country  club.  No  initial  investment  necessary.  Contact 
Drs.  Gage,  Clox  or  Halbert,  315  Main  Street,  Teague,  Texas  75860. 
817-739-2561. 

DALLAS  OPPORTUNITIES:  Rare  private  practice  opportunities  exist 
for  most  specialists  (except  pathology,  radiology  and  anesthesiology) 
in  the  affluent  suburban  community  of  Plano,  Texas.  Plano’s  population 
has  grown  from  17,000  to  over  40,000  in  last  five  years.  Excellent 
schools,  new  193  bed  hospital,  physician  offices  now  being  constructed. 
This  is  a tremendous  opportunity  to  become  part  of  a dynamically  grow- 
ing community.  For  further  details  call  collect  214-423-6800  or  write  to: 
Ad-576.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PSYCHIATRIST  OR  PHYSICIAN  NEEDED  for  medical-surgical, 
forensic  or  general  psychiatry  program.  Texas  license  required.  Psy- 
chiatrist $31,000:  physician  $28,500.  Immediate  openings.  Call  or  write: 
Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk  State  Hospital,  P.O. 
Box  318,  Rusk,  Texas  75785.  214-683-5481.  An  equal  employment  oppor- 
tunity  affirmative  action  employer. 

YOUNG,  BLACK  MALE  for  family  practice  and  general  surgery. 
Office  in  new,  three  doctor  clinic,  with  new  100  betl  hospital  next  door. 
If  you  want  to  work  at  your  profession,  this  is  the  place.  Prefer 
someone  from  Fort  Worth-Dallas  area.  Please  reply  to  Ad-577,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

AMARILLO:  Physician  retiring  July  31st.  No  money  involved,  prime 
concern  is  continuing  care  of  patients.  Exclusive  downtown  office,  6 
rooms  furnished  to  practice,  electrocardiogram,  portable  Sanborn  visiette. 
Family  general  practice  AAFP.  Receptionist  is  well-trained;  bookkeeper 
in  insurance  willing  to  stay.  Established  nursing  home  care  basis.  Fred 
Faust,  M.D.,  1918  South  Fannin  Street,  Amarillo,  Texas  79109.  806- 
372-1385. 


GENERAL  INTERNIST  WANTED:  Board  certified  or  eligible  to  join 
expanding  successful  group.  Busy  hospital  and  office  practice.  Hous- 
ton environs.  Excellent  salary  and  fringe  benefits.  Please  reply  to  Ad- 
672,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  to  join  two  GPs  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from 
Austin.  Modern  three  man  clinic,  adjacent  to  36  bed  hospital  recently 
remodeled.  Salary  open,  partnership  available  after  trial  period.  Contact 
Ad-503,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Situations  Wanted 


CARDIOVASCULAR-THORACIC  AND  GENERAL  SURGEON,  40, 
bilingual  (Spanish)  seeks  association  with  group,  institution  or  another 
surgeon.  Available  any  time.  Please  reply  to  Ad-662,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN:  Female,  30,  board  eligible,  available  July  or  August 
1976.  Desires  association,  solo,  group  practice  or  full  time  hospital  staff 
in  or  near  Houston  Metro  area.  University  trained,  Pennsylvania  license, 
FLEX.  Please  reply  to  Heena  N.  Thakkar,  M.D.,  c/o  Bipin  R.  Kapadia, 
906  Autumn  Oaks,  Houston.  Texas  77024. 

CARDIO,  THORACIC  AND  VASCULAR  SURGEON,  42,  experienced 
in  open  heart  surgery  for  acquired  and  congenital  heart  disease.  Uni- 
versity trained.  Interested  in  research  and  teaching  also.  Will  do  gen- 
eral surgery  if  necessary.  Texas  license.  Seeks  appointment  in  academic 
or  private  practice.  Please  reply  to  Ad-575,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 

OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 

from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas.  Texas  75218. 

FOR  SALE  OR  RENT:  14  room,  2100  square  feet,  carpeted,  furnished, 

equipped,  medical  office.  Ideally  located  1^  miles  from  new  Dallas 
Methodist  Branch  Hospital  and  mile  from  Southwest’s  largest  new 

Red  Bird  Mall  Shopping  Center.  Present  MD  moving.  Available  August 
1,  1976.  $760  monthly.  Allen  M.  Fain,  M.D.,  627  Hustead  and  Fain, 
riuncanville,  Texas  76116. 

IRRIGATED  FARM.  660  acres  in  Uvalde  County.  Extremely  profitable. 
12  months  growing  season.  Excellent  management  available  Edwards 
Formation  wells,  all  underground  pipe.  Three  bedroom  house.  Over  80 
deer  taken  last  year  from  60  acre  section.  $900  per  acre,  29%  down, 
balance  20  years  at  8%.  Nunley  Real  Estate  512-452-022L 

FOR  LEASE:  Office  space  in  Houston.  Located  in  Texas  Medical 
Center.  1000  square  feet  private  office  and  treatment  rooms.  Share 
beautifully  furnished  waiting  room.  Very  reasonable  terms.  Reply  to 
Ad-573,  Texas  Medicine.  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

MOSSROCK  PROFESSIONAL  BUILDING,  located  in  north  San  An- 
tonio, Texas,  has  excellent  office  space  available  for  a dentist,  physi- 
cian, etc.  Just  off  two  expressways  and  close  to  hospitals,  the  building 
is  new,  attractive,  and  can  be  finishe<l  inside  to  the  individual’s  taste. 
We  are  interested  in  assisting  a young  professional  in  opening  a prac- 
tice in  this  area  and  believe  this  location  would  be  a great  asset.  For 
more  information  call  341-4409,  or  write  Suite  201,  Mossrock  Profes- 
sional Building,  2803  Mossrock,  San  Antonio.  Texas  78230. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  'West  26th  Street,  Austin,  Texas  78706.  Phone  612-472-9261. 


WANTED:  Used  Cystoscope  in  good  condition.  Contact  E.  V.  Lele, 
M.D.,  FRCS,  P.O.  Box  813,  Throckmorton,  Texas  76083  or  call  817- 
849-2471  or  849-6121.  


GUIDE  TO  ANTIMICROBIAL 
THERAPY-1975 

The  1975  Gui(de  prepared  by  Jay  P.  Sanford, 
M.D.,  is  available  at  $1.25  per  copy  prepaid, 
payable  to  Dr.  Sanford.  Order  from: 

Jay  P.  Sanford,  M.D. 

Uniformed  Services  University 
6917  Arlington  Road 
Bethesda,  Maryland  20014 
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Opening  with  a ieading  company  in  Texas 
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INDUSTRIAL 
MEDICINE 

The  position  offers 
a professional 
man  or  woman  a 
wide  range  of  activi- 
ties. These  will  include 
medical  treatment, 
physical  examinations, 
minor  surgery,  and 
certain  supervisory 
and  administrative 
responsibilities. 

Advantages  include 
regular  office  hours, 
complete  modern  medical 
facilities,  no  malpractice 
insurance  required,  and  vaca- 
tions as  part  of  a liberal  and 
very  complete  company-paid 
benefits  package.  Salary  is  excellent.  Our 
company  is  noted  for  leadership  in  indus- 
trial medicine  programs. 

For  further  information,  please  send  cur- 
riculum vitae,  in  confidence,  to: 

Ad-574,  Texas  Medicine 
1801  North  Lamar  Blvd.,  Austin  TX  78701 

An  Equal  Opportunity  Employer  M/F 
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Editorials 


NEW  TEXAS  PHYSICIAN'S  GUIDE 
FOR  DETERMINING  DRIVER  LIMITATION 

The  Texas  Medical  Advisory  Board  for  Driver 
Licensing  was  introduced  to  Texas  physicians 
in  1970T  This  anonymous  board  now  has  84 
members:  for  geographical  convenience  they 
are  based  in  Austin  and  San  Antonio.  The  Board 
reviews  about  15,000  cases  per  year,  the 
majority  of  which  are  referred  because  of  in- 
formation about  the  driver’s  physical  or 
mental  health  obtained  atthetime  of  applica- 
tion for  or  renewal  of  their  driver’s  license. 

By  January  1975  the  Medical  Advisory 
Board  completed  guidelines  for  rendering  pro- 
fessional opinions. “ The  following  paragraphs 
from  this  new  publication  are  hereby  quoted 
for  the  information  of  Texas  physicians  attend- 
ing such  drivers: 

“Need  of  the  Texas  Medical  Advisory  Board 
for  its  own  guidelines  became  apparent,  partic- 
ularly afterthe  dissolution  of  that  committee 
[on  Medical  Aspects  of  Automotive  Safety]  of 
the  American  Medical  Association.  Another 
reason  for  the  development  of  Texas’  own 
guidelines  was  the  need  for  improvement  of 
criteria  of  fitness  for  the  different  classes  of 
drivers:  The  Passenger  T ransport  Driver,  the 
Cargo  T ransport  Driver,  and  the  Private  Vehi- 
cle Driver.  While  different  types  of  licenses 
(Chauffeurs’  License,  Commercial  License,  and 
Operators’  License)  had  become  legally  recog- 
nized, there  had  been  insufficient  medical 
classifications  for  these  classes  of  drivers. 

“The  guidelines  recognize  that  it  is  impossi- 
ble to  statistically  correlate  every  human  dis- 
ability with  highway  accidents.  While  the  guide- 
lines specifically  list  a number  of  human  de- 
fects related  to  driving  safety,  such  listing 
must  necessarily  be  incomplete.  The  guidelines, 
therefore,  particularly  stress  the  functional 
capacities  of  the  driver  in  the  various  areas  of 
limitations,  such  as  alterations  of  con- 
sciousness, etc. 


“There  is  hope  that  this  guide,  while  helping 
the  state  licensing  agency  in  protecting  the 
public  from  unsafe  drivers,  will  also  aid  in  the 
rehabilitation  of  other  drivers.’’ 

By  acquaintingTexas  physicians  with  this 
guide,  the  Medical  Advisory  Board  hopes  to  in- 
crease the  cooperation  between  attending 
physicians  and  board  members.  The  quality  of 
board  decisions  will,  therefore,  be  enhanced. 

Otto  Lippmann,  MD,  Austin. 

References 

1.  Lippmann  O:  Texas  Medical  Advisory  Board  aims  for  safe 
driving.  Tex  Med  67:118-121  (July)  1971. 

2.  Texas  Physician’s  Guide  for  Determining  Driver  Limitation. 
Texas  Medical  Advisory  Board,  Emergency  Medical  Services, 
Texas  State  Department  of  Public  Health,  Austin,  (Jan)  1975. 


TMA  HOUSE  OF  DELEGATES  ACTS 
ON  BOARD  OF  COUNCILORS’  RULINGS 

One  item  in  the  Report  of  the  Board  of  Coun- 
cilors to  the  TMA  House  of  Delegates  in  May 
1975  dealt  with  community  medical  directories. 

The  Board  of  Councilors  reviewed  a report  of 
the  AMA  Judicial  Council  regarding  community 
medical  directories,  which  reads: 

“It  is  not  unethical  for  a physician  to  author- 
ize the  listing  of  his  nameand  practice  in  a di- 
rectory for  professional  or  lay  use  which  is  in- 
tended to  list  all  physicians  in  the  community  on 
a uniform  and  nondiscriminatory  basis.  The  list- 
ing shall  not  include  any  self-aggrandizing  state- 
ment or  qualitative  judgment  regarding  the 
physician’s  skills  or  competence.  Ihe  American 
Medical  Directory  provides  an  example  of  the 
kind  of  information  that  may  be  properly  listed 
in  national  as  well  as  community  directories  for 
health  service  personnel.  Likewise,  specialties 
or  specialty  practices  used  in  the  American 
Medical  Directory  should  set  the  pattern  for 
specialty  designations.’’ 

This  policy  is  consistent  with  previously 
adopted  policies  of  the  AMA  and  the  TMA,  and 
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was  accepted  by  the  House  for  information  and 
guidance  of  theTMA  membership. 

Another  item  dealt  with  advertising,  physi- 
cians and  prepaid  medical  care  plans.  The  Board 
of  Councilors  reviewed  the  AMA  policy  on  adver- 
tising of  physicians  and  prepaid  medical  care 
plans.  The  opinion,  which  appears  in  Report  B of 
the  AMA  Judicial  Council,  is  as  follows: 

“It  is  not  unethical  fora  physician  to  provide 
medical  services  to  members  of  a prepaid  medi- 
cal care  plan  orto  members  of  a health  main- 
tenance organization  which  seeks  members  (or 
subscribers)  through  advertising  its  services, 
facilities,  charges  or  other  non-professional  as- 
pects of  its  operation  as  long  as  such  advertising 
does  not  identify,  refer  to  or  make  any  qualita- 
tive judgment  concerning  any  physician  who 
provides  service  to  the  members  or 
subscribers.” 

This  opinion  is  consistent  with  the  Board's 
previously  adopted  “Announcement  Guidelines 
for  Health  Maintenance  Organizations,  Medical 
Foundations,  and  Other  Organizations  forthe 
Delivery  of  Health  Care.” 

The  House  of  Delegates  accepted  the  report 
for  information,  and  for  dissemination  to  the 
TMA  members  and  to  appropriate  physician 
members  of  health  maintenance  organizations 
and  prepaid  medical  care  plans  in  Texas. 

The  Board  of  Councilors  also  reviewed  a re- 
solution from  the  Bee-Live  Oak-McMullen  Coun- 
ty Medical  Society  which  asked  theTMA  and 
AMA  to  support  the  concept  of  prolonging  life, 
with  the  stipulation  that  the  doctor  not  be  obli- 
gated to  prolong  life,  where  death  is  inevitable 
or  terminal,  unless  requested  by  the  next  of  kin. 

In  response,  the  Board  recommended  and  the 
House  adopted  the  following  statement  by  the 
AMA  as  policy  of  the  Texas  Medical  Association; 

“The  intentional  termination  of  the  life  of  one 
human  being  by  another — mercy  killing — is 
contrary  to  that  forwhich  the  medical  profession 
stands  and  is  contrary  to  the  policy  of  the  Ameri- 
can Medical  Association.  The  cessation  of  the 
employment  of  extraordinary  means  to  prolong 
the  life  of  the  body  when  there  is  irrefutable 
evidencethat  biological  death  is  imminent  is 
the  decision  of  the  patient  and /or  his  immediate 
family.  The  advice  and  judgment  of  the  physician 
should  be  freely  available  to  the  patient  and /or 
his  immediate  family.” 


In  yet  another  area  of  concern,  the  Board  of 
Councilors  has  reviewed  correspondence  re- 
questingclarification  of  the  ethical  billing  pro- 
cedures for  laboratory  services.  On  recommen- 
dation of  the  Board,  the  House  of  Delegates 
adopted  and  reiterated  its  support  of  the  follow- 
ingcitations  of  the  AMA  Judicial  Council  regard- 
ing billing  for  laboratory  services,  and  specified 
that  they  be  disseminated  to  the  membership; 

a.  Opinions  and  Reports,  Section  7,  Opinion 
44,  p47,  “Billing  Procedure  for  Laboratory 
Services.”  1.  The  practice  of  pathology  isan  in- 
tegral part  of  the  practice  of  medicine.  2.  All 
physicians  should  bill  their  patients  directly.  3. 

In  exceptional  cases,  when  it  is  not  possible  for 
the  laboratory  bill  to  be  sent  directly  to  the  pa- 
tient, the  referring  physician’s  bill  to  the  patient 
should  indicate  the  charges  for  laboratory  serv- 
ices, includingthe  name  of  the  physician  direc- 
tor of  the  laboratory,  as  well  as  the  charges  for 
his  own  professional  charges.” 

b.  Opinions  and  Reports,  Section  6,  Opinion 
20,  the  last  four  sentences,  p 36,  “Laboratory 
Services.”  “The  physician  who  disregards  quali- 
ty as  the  primary  criterion  or  who  chooses  a lab- 
oratory because  it  provides  him  with  low  cost 
laboratory  services  on  which  he  charges  the  pa- 
tient a profit,  is  derelict  in  not  acting  in  the  best 
interest  of  his  patient.  However,  if  quality  lab- 
oratory services  are  available  at  lower  cost,  the 
patient  should  have  the  benefit  of  the  savings. 

As  a professional  man,  the  physician  is  entitled 
to  fair  compensation  for  his  services.  He  is  not 
engaged  in  a commercial  enterprise  and  he 
should  not  make  a markup,  commission,  or 
profit  on  the  services  rendered  by  others.” 


WE  HAVE  A "LETTERS”  SECTION  NOW 

This  month  Texas  Medicine  initiates  a section  for 
letters  from  readers.  If  articles  or  editorials  raise 
questions  in  your  mind,  let  us  know.  If  you  have 
somethingtoadd,  send  it  in.  If  you  have  a 
thought  that  will  cheer  your  colleagues,  by  all 
means  share  it! 

Letters  should  be  addressed  to  Ms.  Marilyn 
Baker,  Managing  Editor,  Texas  Medicine,  1801 
North  Lamar  Boulevard,  Austin,  Texas  78701. 
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Dear  Ms.  Baker: 

The  authors  of  “Iatrogenic  Diphenylhydantoin 
(Dilantin)  Intoxication”  {Texas  Medicine,  February 
1975)  state  the  recommended  dose  of  Dilantin  is 
8 mg/kg/day.  This  might  be  proper  in  pediatric 
patients  but  would  be  toxic  to  most  adults.  A 
reader  could  easily  interpret  the  dosage  for  all 
patients  as  8 mg/kg/day:  the  PDR-recommended 
starting  dose  is  but  5 mg/kg/day,  a difference  of 
210  mg/day  for  an  average  adult.  Just  two  cap- 
sules daily  often  decides  whether  attainment  of 
seizure  control  is  with  or  without  toxicity. 

I simply  call  this  to  your  attention  for  whatever 
action  seems  appropriate,  if  any. 

Terry  S.  Vincent,  MD 

Dear  Ms.  Baker: 

We  appreciate  the  opportunity  to  answer  Dr.  Ter- 
ry Vincent’s  comments. 

The  recommended  dosage  range  of  Dilantin  in 
children  is  4-8  mg/kg/day  as  noted  in  the  dis- 
cussion. The  lower  dose  should  be  used  initially 
and  if  necessary  could  be  gradually  increased  to 
a maximum  of  8 mg/kg/day.  A single  daily  dose 
of  5 mg/kg/day  has  been  shown  to  be  associated 
with  therapeutic  serum  levels  of  10  ng/ml  in 
children. 

The  patient  in  case  1 was  included  to  point  out 
that  some  children  may  be  intoxicated  on  a usu- 
ally satisfactory  dose.  Intoxication  has  even 
been  reported  in  a child  on  only  3 mg/kg/day. ^ 

It  is  not  known  why  a therapeutic  dose  of  Dilantin 
causes  symptoms  in  some  individuals.  However, 
a congenital  enzymatic  defect  has  been  found  in 
some  patients  who  are  unable  to  metabolize  Di- 
lantin. In  addition,  hepatic  disease  and  drugs 
which  interfere  with  hepatic  metabolism  of  Di- 
lantin can  result  in  intoxication.  The  mechanism 
of  intoxication  in  case  1 was  not  apparent  in  this 
retrospective  review,  and  unfortunately,  serum 
levels  of  Dilantin  were  not  available.  The  pati- 
ent’s seizures  were  controlled  on  phenobarbital 
and  a reduced  dose  of  Dilantin.  Blood  levels 
would  have  been  helpful  in  this  case;  that  is  the 
most  reliable  way  to  regulate  the  dose  of  Dilan- 
tin and  is  essential  in  a sensitive  patient  such  as 
this  one. 

Frank  B.  Hughes,  MD 
Jimmy  L.  Simon,  MD 


Dear  Dr.  Wilson: 

Enjoyed  your  article  in  Texas  Medicine,  May  1975 
(Extramammary  Paget’s  Disease).  This  is  an  in- 
teresting condition  and  I thank  you  for  bringing  it 
to  the  attention  of  the  profession. 

The  last  sentence  of  the  paper  appears  to  be  in- 
complete and  because  of  that  is  confusing,  un- 
less “ized”  is  a word  my  dictionary  does  not 
contain. 

Sam  A.  Nixon,  MD 

Editor’s  note:  The  last  sentence  should  have 
read,  "It  is  generally  agreed  that  regardless  of  the 
state  of  the  disease,  radiation  therapy  produces 
little  or  no  response.” 


Dialysis  Centers 

Dear  Dr.  Hull: 

Certainly  enjoyed  your  recent  article  regarding 
hemodialysis  in  Texas  in  the  April,  1975,  issue  of 
Texas  Medicine.  However,  I did  regret  the  omis- 
sion from  your  list  of  the  acute  hemodialysis  fa- 
cilities at  John  Peter  Smith  Hospital,  Harris  Hos- 
pital and  St.  Joseph’s  Hospital  in  Fort 
Worth. 

Realizing  that  you  can’t  satisfy  all  the  people  all 
the  time,  I remain  respectfully  yours, 

J.  Patrick  Brennan,  MD 

Dear  Dr.  Hull: 

I enjoyed  your  article  entitled  “Hemodialysis  in 
Texas:  When,  Where,  and  for  Whom.”  I would  like 
to  add  our  hemodialysis  unit  at  Diagnostic  Clin- 
ic of  Houston  and  Diagnostic  Center  Hospital, 
6448  Fannin,  Houston,  Texas  77025,  Area  Code 
713-797-9191  for  chronic  and  acute  dialysis.  The 
unit  has  been  in  existence  for  1 years,  and  re- 
cently has  been  approved  by  the  Department  of 
Health,  Education  and  Welfare.  It  is  staffed  by  Dr. 
R.  Robert  Durrett  and  myself. 

K.  R.  Bingman,  MD 

Dear  Ms.  Baker: 

I have  heard  from  several  people  about  the  in- 
completeness of  the  list  of  hemodialysis  centers 
in  Texas.  The  list  was  complete  when  the  article 
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was  prepared,  but  new  centers  are  added  fairly 
often.  Any  chance  Texas  Medicine  might  have  to 
publish  the  complete  list  from  the  Department  of 
Health?  This  could  be  obtained  from  Mr.  Gerald 
Gillespie  in  the  State  Department  of  Health. 

Once  again,  thank  you  for  publishing  the 
article. 

Alan  R.  Hull,  MD 

Baby  on  the  Track  Retracked 

Dear  Ms.  Baker; 

One  of  the  hazards  of  historical  writing  is  the 
omnipresent  probability  of  a reader  producing  a 
critical  article  missed  while  "reviewing  litera- 
ture.” Throughout  our  original  research  for 
“Egerton  Y.  Davis,  or;  Long  Live  the  Baby  on  the 
Track”  {Texas  Medicine,  March  1974),  we  were 
well  acquainted  with  many  of  Dr.  C.  B.  Farrar's 
observations  but  overlooked  his  article  in  the 
Canadian  Medical  Journal,  March  28,  1964,  pp 
781-784. 

Therein  is  a photograph  of  the  errant  baby,  now 
a grown  woman  with  children.  In  Dr.  Farrar’s 
mind  there  is  no  doubt  of  her  identification.  For 
those  who  wonder,  I refer  you  to  Dr.  Farrar’s 
brief. 

Long  after  Osier’s  death,  even  now,  offerings  of 
his  alter  ego,  Egerton  Y.  Davis,  appear  in  print, 
and  I have  wondered  who  these  resurrected 
EYDs  might  be.  At  last,  Willard  E.  Goodwin,  MD, 
Department  of  Urology  at  the  UCLA  School  of 
Medicine,  Los  Angeles,  sent  me  a reprint  of  an 
article  he  had  written  for  Urology  Digest,  August 
1970,  pp  15-23  under  the  title,  “SirWilliam  Osier, 
the  Jester,”  displaying  an  exchange  of  letters 
between  the  editors  of  the  magazine  of  the  Ameri- 
can Museum  of  Natural  History  and  Egerton  Y. 
Davis,  Jr.,  of  the  Johns  Hopkins  Medical  School, 
regarding  the  fate  of  a man  swallowed  by  a whale. 
In  an  accompanying  letter  Goodwin  confessed 
the  entire  whale  fabrication;  as  preposterous, 
though  not  as  notorious,  as  the  baby  on  the 
track. 

It  is  interesting  that  one  so  knowledgeable  as 
Edwin  L.  Crosby,  MD,  then  a senior  administrator 
at  Hopkins,  had  not  appreciated  the  nom  de  plume 
so  well  known  at  "The  Hop,”  and  returned  to  the 
museum  the  usual  authors’  remuneration  regret- 
ting that  there  was  no  one  on  the  faculty  named 
E.  Y.  D.,Jr. 

Fred  C.  Rehfeldt,  MD 


Address  letters  to  Ms.  Marilyn  Baker,  Managing 
Editor,  Texas  Medicine,  1801  North  Lamar  Blvd, 
Austin,  Texas  78701. 
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Next  step:  Evaluate  our  gains 


The  extreme  urgency  of  the  profes- 
sional liability  problem  in  Texas 
prompted  me  to  call  a special  session 
of  the  TMA’s  House  of  Delegates  on 
June  3 in  Austin.  There,  delegates 
heard  reports  on  the  disposition  of 
three  major  bills  in  the  Legislature 
and  adopted  a policy  statement.  Gov. 
Dolph  Briscoe  accepted  an  invitation 
to  address  the  House;  Joe  Christie, 
chairman,  Texas  State  Board  of  In- 
surance, also  spoke. 

We  are  extremely  grateful  to  them, 
and  to  our  many  friends  in  and  out  of 
the  Legislature  who  have  worked  so 
diligently  in  our  behalf. 

Although  we  are  disappointed  that 
SB  635  did  not  pass  the  Legislature, 
we  must  put  events  in  proper  perspec- 
tive and  realize  that  we  have  made  a 
substantial  beginning  toward  a more 
permanent  and  equitable  solution  to 
our  problems  of  professional  liability 
insurance. 

What  has  been  done  ? A j oint  under- 
writing association  has  been  created 
to  assure  availability  of  insurance, 
and  the  Governor  has  appointed  a 
Medical  Professional  Liability  Study 
Commission  to  make  specific  recom- 
mendations for  permanent  solutions. 
Our  liability  rates  will  be  regulated  by 
the  State  Board  of  Insurance,  which 
will  be  collecting  data  on  Texas  ex- 
perience, and  every  effort  will  be 
made  to  base  rates  on  experience  in 
Texas.  There  will  be  a two-year  sta- 
tute of  limitations  on  filing  of  claims, 
except  that  children  under  age  6 may 
file  any  time  up  to  the  eighth  birthday. 

Let  us  be  keenly  aware  of  the  im- 
portance of  one  other  thing  that  we 
have  accomplished:  We  have  made  the 
public  realize  that  we  have  a serious 
problem,  that  it  affects  our  ability  to 
provide  optimal  medical  care,  and  that 
it  affects  the  cost  of  that  care. 

An  article  covering  the  policy  state- 
ment adopted  by  the  House  appears  on 
page  7.  Another  meeting  of  the  House 
has  been  called  for  Oct.  3-5  in  Austin 
for  a progress  report  from  TMA  re- 
presentatives on  the  Medical  Profes- 
sional Liability  Study  Commission. 


At  present,  may  I urge  each  of  you 
to  continue  informing  your  patients  of 
this  crisis,  and  to  appeal  for  the  under- 
standing and  active  support  of  the 
citizens  of  Texas  and  of  our  represen- 
tatives and  senators  for  an  effective, 
long-term  resolution  of  the  problem. 

For  those  of  you  who  can  both  ob- 
tain and  afford  insurance,  I appeal  to 
you  to  continue  caring  for  your  pa- 
tients with  the  knowledge  that  your 
TMA  is  doing  everything  in  its  power 
to  bring  about  a more  equitable  situa- 
tion. For  those  of  you  who  cannot  ob- 
tain or  cannot  afford  adequate  insur- 
ance protection,  I express  sympathy 
and  support. 

We  did  not  achieve  all  that  we  had 
hoped  for,  but  we  made  impressive 
gains.  While  our  dedicated  profession 
will  continue  to  serve  the  people  of 
Texas,  it  will  also  continue  to  work 
toward  the  goal  of  having  professional 
liability  insurance  for  all  physicians 
readily  available  at  reasonable  cost. 


Nym  L.  Barker,  MD,  President, 
Texas  Medical  Association. 


130 


TEXAS  MEDICINE 


Simple  pain  and  fever 


Available  in  three  sizes 

125  mg 

300  mg. 

600 mg 


Brief  summary 

Each  suppository  contains  Acetaminophen  N.F. 
125  mg.,  300  mg.,  or  600  mg.  in  a Polyethylene 
Glycol  base.  For  the  temporary  relief  of  simple 
pain  and  fever  due  to  colds. 

Dosage:  Adults  — one  300  mg.  suppository  4 to 
8 times  daily  or  one  600  mg.  suppository  3 or  4 
times  daily.  Children  — one  125  mg.  suppository 
3 or  4 times  daily.  Insert  suppository  \well  up  into 
the  rectum. 

Warning:  Do  not  give  to  children  under  three 
years  of  age  or  use  for  more  than  10  days  unless 
directed  by  physician. 

Supply:  Boxes  of  12  foil-wrapped  suppositories 
in  125  mg.,  300  mg.  and  600  mg.  strengths. 
CAUTION:  Federal  law  prohibits  dispensing 
without  prescription. 

Listed  in  your  1975  PDR 


Comatic  Laboratoriea,  Inc. 


P.  O.  BOX  42300 


HOUSTON,  TEXAS  77042 


SCOTT 


^dquisltions  Div 
Jniy  Of  Calif 
oan  Francis 


Calif. 


941^3 


OF  TEMPLE,  TEXAS  76501  817/778-4451 


DIVISION  OF  MEDICINE 

Deparnitent  of  Allergy-Immunology 
Department  of  Dermatology 
Department  of  Internal  Medicine 
Section  of  Cardiology 
Section  of  Endocrinology 
Section  of  Gastroenterology 
Section  of  General  Medicine 
Section  of  Hematology-Oncology 
Section  of  Infectious  Diseases 
Section  of  Nephrology 
Section  of  Pulmonary  Diseases 
Section  of  Rheumatology 
Department  of  Neurology 


DIVISION  OF  SANTA  FE  MEDICINE 
AND  EMERGENCY  CARE 

Department  of  Santa  Fe  Medicine 
Department  of  Emergency  Care 
Department  of  Employee  Health 

DIVISION  OF  OBSTETRICS 
& GYNECOLOGY 

Department  of  Gynecology 
Section  of  Oncology 
Section  of  Endocrinology 
Department  of  Obstetrics 


DIVISION  OF  PATHOLOGY 

Department  of  Anatomical  Pathology 
Section  of  Exfoliative  Cytology 
Department  of  Clinical  Pathology 
Section  of  Blood  Bank 

DIVISION  OF  RADIOLOGY 

Department  of  Diagnostic  Radiology 
Section  of  Angiography 
Section  of  Computerized  Tomography 
Section  of  Diagnostic  Ultrasound 
Section  of  General  Radiology 
Department  of  Therapeutic  Radiology 
Department  of  Nuclear  Radiology 


DIVISION  OF  SURGERY 

Department  of  Anesthesiology 
Department  of  Cardiovascular  and 
Thoracic  Surgery 
Department  of  General  Surgery 
Department  of  Neurosurgery 
Department  of  Ophthalmology 
Department  of  Oral  Surgery 
Department  of  Orthopedic  Surgery 
Department  of  Otolaryngology 
Department  of  Plastic  Surgery 
Department  of  Urology 


Department  of  Pediatrics 
Section  of  Cardiology 
Section  of  Endocrinology 
Section  of  General  Pediatrics 
Section  of  Infectious  Diseases 
Section  of  Neonatology 
Department  of  Psychiatry 
Section  of  General  Psychiatry 
Section  of  Child  & Adolescent 
Psychiatry 


Department  of  Biophysics 


Senior  Consultant 

Perry  C.  Talkington,  M.D. 
Psychiatrist-in-Chief 

Howard  M.  Burkett,  M.D. 
Medical  Director 

James  K.  Peden,  M.D. 
Director  of  Professional 
Education 

Jerry  M.  Lewis,  M.D. 
Associate  Psychiatrists 
Claude  L.  Jackson,  M.D. 
Dode  Mae  Hanke,  M.D. 
Doyle  I.  Carson,  M.D. 
Larrie  W.  Arnold,  M.D. 


Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Linda  R.  Hughes,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King,  M.D. 

Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Donald  N.  Offutt,  M.D. 
Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 

Carol  A.  Lewis,  M.D. 

Sandra  Steinbach,  M.D. 
Marianne  Seidel,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 
Dale  R.  Turner,  Ph.D. 
Robert  W.  Hagebak,  Ph.D. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Therapy 

Edward  R.  Supina,  M.Ed., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  Jr. 


Social  Work 

Robert  P.  Stewart,  M.S.S.W. 
Donald  H.  Cawley,  M.S.S.W. 
Peggy  B.  Nash,  M.S.W. 
Connie  D.  Bennett,  M.S.S.W. 
Sally  McCall,  M.S.S.W. 


AC  214  381-7181  P.  0.  Box  11288 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  HOSPITAL 

Dallas,  Texas  75223 
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TMA  devotes  major  effort  to  solving 
professional  liability  insurance  problems 

Kidney  cancer 

Regional  enteritis 

Summary:  Texas’  new  HMO  law 

Forensic  pathologist  studies  death  to  help  living 


illfmortal  Ufoapital 

anil  ©orb^tt-i^uttifTnga-^mttli  Cltnic 


Marlin,  (Erxaa  76661 


Telephone:  936-3561 


322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith.  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.  D..  F.A.C.S. 
Cecil  A.  McRee.  M.D. 

INTERNAL  MEDICINE 
W.  F.  McKinley.  Jr..  M.D. 

James  S.  Bussell.  M.  D. 

C.  G.  Brown,  M.D. 

VASCULAR  SURGEY 
Cecil  A.  McRee,  M.D. 

EYE,  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 
W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


NEUROPSYCHIATRY 

S.  B.  Morrison,  M.D. 

NEUROSURGERY 

Harry  W.  Slade.  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Director-Coordinator,  Nursing  Service: 

T.  G.  Newton,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  75211  Telephone  823-4151 


INTERNAL  MEDICINE 
Edwin  M.  Cleveland,  M.D. 

John  B.  Allen,  M.D.,  D.A.B.I.M. 

Morris  E.  Magers,  M.D. .D.A.B.I.M. 

Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D.,  Gastroenterology 
Landon  W.  Stewart,  M.D.,  D.A.B.I.M. 

Gloyce  L.  Stetson,  Jr.,  M.D,,  D.A.B.I.M. 

David  S.  Sowell,  HI.  M.D.,  D.A.B.I.M.,  Cardiology 
Don  E.  Cheatum,  M.D.,  D.A.B.I.M.,  and  D.A.B.  Rhu. 

(Arthritis  and  Connective  Tissue  Diseases) 

W.  Mark  Armstrong,  M.D. 

Sam  W.  Waters,  M.D. 

George  E.  Thomas,  M.D. 

ORTHOPEDIC  SURGERY 

George  S.  Phalen,  M.D.,  D.A.B.O.S.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Bourland,  M.D.,  D.A.B.O.G. 

John  B.  Miller,  III,  M.D. 

PEDIATRICS 

Halcuit  Moore.  M.D.,  D.A.B.P..  F.A.A.P. 

P.  E.  Luecke,  Jr..  M.D.,  D.A.B.P.,  I’.A.A.P. 

Larry  Gray,  M.D.,  D.A.B.P.,  F.A.A.P. 

GENERAL  SURGERY 

Henry  G.  Montgomery.  M.D.,  D.A.B.S.,  F.A.C.S. 
George  P.  Fosmire.  M.D.,  D.A.B.S.,  F.A.G.S. 

Miller  S.  Bell,  M.D.,  D.A.B.S.,  D.A.B.T.S. 

UROLOGY 

Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S. 

William  H.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S. 
Richard  B.  Dulany,  M.D.,  D.A.B. U.,  F.A.C.S. 


RADIOLOGY 

Raymonu  VV.  Burford,  M.D.,  D.A.B.R. 

Joe  B.  Caldwell,  M.D.,  D.A.B.R. 

James  B.  Evans,  M.D. 

DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D.,  F.A.G.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W.  Shuster,  M.D.,  D.A.B.O. 

James  P.  Albrite.  M.D.,  D.A.B.O. 

OPHTHALMOLOGY 
R.  M.  Burnside,  M.D.,  D.A.B.O. 

James  M.  Copps,  M.D.,  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
J.  Boyd  Hollabaugh,  D.D.S. 

William  F.  Walton.  D.D.S. 

George  D.  Blake,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 

C.  H.  Rosamond.  Administrator 
Jack  Green.  Associate  Administrator 

DIREGTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N. 

INACTIVE  STATUS 

George  M.  Underwood,  M.D.,  D.A.B.I.M.,  F.A.C.P., 
Gastroenterology 

P.  E.  Luecke.  Sr.,  M.D.,  D.A.B.P.,  F.A.A.P. 

William  H.  Potts,  M.D.,  F.A.C.P.,  Internal  Medicine 
Ozro  T.  Woods.  M.D.,  Surgery  Emphasizing  Tumors 
J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  and  Gynecology 
Adam  D.  Green,  M.D.,  Surgery 
B.  Celia  Slaughter,  M.D.,  D.A.B.P.,  F.A.A.P. 


PERFORMANCE. 
IT’S  A MATTER  OF 
RECORD. 


• an  unsurpassed  record  validated  in  several  thousand 
clinical  papers 

• rarely  interferes  with  mental  acuity 

• wide  margin  of  safety 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 


Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 


occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g,,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 to  1 0 mg  t.i.d.  or  q.i.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (ch  lord  iazepoxideHCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  1 00  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  10. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  1 0 mg  and  25  mg  — bottles  of  100  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 


\ Roche  Laboratories 
ROCHE  y Division  of  Hoffmann-La  Roche  Inc. 
^ / Nutley,  New  Jersey  07110 


LIBRIUM 


@ 


chlordiazepoxide  HCI/Roche 
5 mg,  10  mg,  25  mg  capsules 
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IN  PAINFUL 

ACUTE 

CYSTITIS* 


•nonobstructed; 
due  to  susceptible 
organisms 


WHLE  YOU  EUMINATE 

THE  PATHOGBSB. 


FOR  THE  PAIN 

□ Early  relief  of  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

FOR THE  PATHOGENS 

□ Effective  control  of  susceptible  pathogens 

such  as  E.  coli,  Klebsiella- Aerobacter,  Staph,  au- 


reus, Proteus  mirabilis  and,  less  frequently,  Proteus 
vulgaris. 

Appropriate  antibacterial  therapy:  Up  to  3 

days  therapy  with  Azo  Gantrisin  4 to  6 tablets  Stat., 
then  2 tablets  q./.d.;  then  1 1 days  with  Gantrisin 
(sulfisoxazole)  may  be  considered. 


(50  mg  phenazopyridine  HCI  and  0.5  Gm  sulfisoxazole) 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows. 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  cystitis,  pyelitis 
and  pyelonephritis)  due  to  susceptible  organ- 
isms (usually  E.  coll,  Klebsiella-Aerobacter, 
Staphylococcus  aureus,  Proteus  mirabllls,  and, 
less  frequently,  Proteus  vulgaris)  m the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Important  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic 
and  clinical  response.  Add  aminobenzoic  acid 
to  culture  media  for  patients  already  taking  sul- 
fonamides. Increasing  frequency  of  resistant 
organisms  currently  is  a limitation  of  the  useful- 
ness of  antibacterial  agents  including  the  sul- 
fonamides. Blood  levels  should  be  measured  in 
patients  receiving  sulfonamides  for  serious 
infections,  since  there  may  be  wide  variations 
with  identical  doses;  12  to  15  mg/100  ml  is 
considered  optimal  for  serious  infections;  20  mg/ 
100  ml  should  be  the  maximum  total  sulfon- 
amide level,  as  adverse  reactions  occur  more 
frequently  above  this  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term 
and  during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HCI 
component. 


Warnings:  Safe  use  in  pregnancy  has  not  been 
established.  Teratogenicity  potential  has  not 
been  thoroughly  investigated.  Deaths  from  hy- 
persensitivity reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias  have  been 
reported;  clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indica- 
tions of  serious  blood  disorders.  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently 
during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  lat- 
ter, hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranu- 
locytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme 
(Stevens-Johnson  syndrome),  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia 
and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and 
stomatitis.  C.N.S.  reactions:  Headache,  periph- 


eral neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  in- 
somnia. Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  with  some  goitro- 
gens,  diuretics  (acetazolamide  and  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity 
with  these  agents  may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infections  is  4 to  6 tablets 
initially,  then  2 tablets  four  times  daily  for  up  fo 
3 days.  If  pain  persists,  causes  other  than  infec- 
tion should  be  sought.  After  relief  of  pain  has 
been  obtained,  continued  treatment  of  the  infec- 
tion with  Gantrisin  (sulfisoxazole)  may  be  con- 
sidered. 

Note:  Patients  should  be  told  that  the  orange- 
red  dye  (phenazopyridine  HCI)  will  color  the 
urine  soon  after  ingestion. 

How  Supplied:  Tablets,  each  containing  0.5  Gm 
sulfisoxazole  and  50  mg  phenazopyridine  HCI 
—bottles  of  100  and  500. 
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ON  THE  COVER 

A resolution  to  the  profes- 
sional liability  insurance 
crisis  in  Texas  continues  to 
command  the  full  attention 
of  the  Texas  Medical  As- 
sociation. Everyday, 
through  the  ongoing  efforts 
of  committees,  councils, 
boards,  and  individual 
members,  the  physician’s 
story  is  being  told  through- 
out the  state,  and  its  im- 
pact is  being  felt.  An  update 
on  TMA  actions  taken  in  the 
last  month  is  carried  on 

p 10. 

NEXT  MONTH 

In  September  Texas  Medi- 
cine will  bring  you  the  win- 
ning articles  by  Texas  medi- 
cal students.  Other  articles 
will  be  on  psychophysiologi- 
cal  therapies  in  medical 
practice,  diagnosis  and 
management  of  urinary 
tract  infections,  and  in- 
sanity as  a defense  in  Texas. 
Also,  there  will  be  a feature 
article  on  the  therapeutics 
seminars  offered  by  the  Uni- 
versity of  Texas  Health 
Science  Center  at  San 
Antonio. 


Second  Class  Postage  paid  at 
Fort  Worth,  Texas,  under  act  of 
March  3,  1879. 


prepared  with  natural  equine 


estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  elHcacy  and  acceptance. 

PREMARIN.  1 he  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 

PREMARIN  . . . naturally. 


KRIEF  SUMMARY 

(For  full  l>rescribinf:^  information,  see  package 

circa lar. ) 

I'REMARIN® 

(CoiijugaU'd  Esliogcns  Tablets,  U.S.P.) 

I lul i ( a I io ns : Haseil  on  a review  of 
I’REMARIN  Tablets  bv  the  National  Acail- 
eniv  of  Sciences  National  Rcseaicb  Council 
anil  ()t  other  information.  I DA  has  classified 
the  indications  for  use  as  follows: 

Elfective:  .\s  replacement  therapv  for  nat- 
nrallv  occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause:  .senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  lor  estrogen  defi- 
ciency-induced osteoporosis,  and  onlv  when 
tised  in  conjunction  with  other  important 
therapeutic  measures  such  as  ilict.  calcium, 
physiotherapy,  and  good  geneial  health- 
promoting  measures.  Final  classification  of 
this  indication  reiiuires  further  investigation. 


Contraindications;  .Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function:  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal:  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  [latients  with  a past  histoiy  of  these  condi- 
tions; (.5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  it  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

I he  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediatelv. 

Estrogens  may  be  excreted  in  the  mother’s 
milk  and  an  estrogenic  ellett  upon  the  infant 
has  been  described.  1 he  long  range  ellett  on  the 
nursing  infant  cannot  be  detei  mined  at  this  time. 

Hvpercalcemia  m.iy  occur  in  as  many  as  1,5 
percent  of  breast  cancer  patients  with  metas- 
tases.  and  this  usuallv  indicates  progression  of 
bone  meiastases.  I bis  occurrence  depends  neitber 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  ol  the  cancer  or  hypercalcemia, 
estrogen  administi ation  shoultl  be  .stop[)ed. 

A statisticallv  significant  association  has  been 
reported  between  maternal  ingestion  of  dietbyl- 
stilbestrol  during  pregnancy  and  the  occurreucc 
of  vaginal  carcinoma  in  the  olfspring.  I bis  oc- 
curred with  the  use  of  diethvlstilbcstrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mcniled. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  sifioi  t acting  estrogen.s, 
the  following  precautions  should  be  observed: 

A complete  prctrcatmeiit  physical  examina- 
tion should  be  performed  witli  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulalion  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosa,ge  may 
occur  which  could  cause  undesirable  eliects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  with  taiilion  in  patients  with 
epilepsy,  migraine,  asthma,  caidiac,  or  renal 
disease. 

II  unexplained  or  excessive  vaginal  bleeding 
should  occur,  lecxamination  should  be  made  for 
organic  pathology. 

I’le-existing  uterine  ribromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
palients  should  be  examined  at  regul.ir  inteivals 
while  receiving  estrogenic  therapy. 

Fhe  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  tbeir  eliects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  wlioiti  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  lunctions.  I his  should 
be  borne  in  mind  wben  treating  patients  in 
whom  fcitility  is  desired. 

I he  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  altbougb  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  aliected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estiogcn  has  been  withdrawn  lor  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breaktbrough  bleeding,  spotting,  unusually 
hcavv  withdrawal  bleeding  (.See  DOS.AGE 
AND  ADMINFSTRA  I ION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  beadacbes 
change  in  body  weight  (increase,  decrease) 
heailache 
allergic  rash 

hepatic  cutaneous  |)orphyria  becoming  manifest 
Dosage  and  .Administration:  PREM.ARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
0 selecteil  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— \ .25  mg.  daily,  cycli- 
callv.  .Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  elfective  control. 

If  the  patient  has  not  menstiuated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  hreakthrougb  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  slop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  slop  breakthrough  bleeding  in  the 
previous  cycle.  In  sidtseipicni  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  svmplom  free. 

Post  me  no  pa  use  — '.IS  a protective  measure 
against  estrogen  deficiency  induced  ilcgenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  /Adjust  dosage  to  lowest  elleciive  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  I'aginilis,  Kraurosis  I'uh’ae  with  or 
without  Pruritus— tt.'i  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  .Administer  cyclically. 

How  .Supplied:  I’R I'.M.AR I N (Conjugated  Estro- 
gens Fablets,  USB) 

No.  8(),5— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1 .000. 

No.  HOfi— Each  yellow  tablet  contains  1.25  mg,, 
in  bottles  of  100  and  1,000.  .Also  in  unit  dose 
package  of  100. 

No.  HG7— Each  red  tablet  contains  0.625  mg,, 
in  bottles  of  100  and  1 ,000. 

No,  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  1 00  and  1 ,000,  7352 
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Record  number  of  MD  degrees  awarded  by  Texas  schools 

A total  of  632  doctor  of  medicine  degrees  were  conferred  by  the 
state's  medical  schoolsatthe  end  of  thespringterm.  This  isan  in- 
crease of  33  over  the  number  of  MD  degrees  awarded  in  1974. 

The  number  of  graduates  from  each  school  was  as  follows:  Baylor 
Collegeof  Medicine,  134;  TexasTech  University  School  of  Medicine, 
41 ; University  of  Texas  Medical  School  at  San  Antonio,  110;  Univer- 
sity of  Texas  Medical  Branch  atGalveston,  172;  University  of  Texas 
Southwestern  Medical  School  at  Dallas,  133;  and  University  of  Texas 
Medical  School  at  Houston,  42. 

This  year’s  Tech  graduates  represent  the  first  class  to  receive  their 
entire  medical  education  at  TTUSM;  last  year’s  graduates  entered  the 
school  as  junior  transfers. 

Many  of  the  new  graduates  will  remain  in  Texas  for  additional  train- 
ing. Thirty  of  the  graduating  Tech  students  will  be  staying  in  the  state 
for  post-doctoral  residency  training.  In  addition,  23  members  of  the 
class  will  be  entering  training  in  the  primary  care  specialties. 
Sixty-three  of  the  110  new  physicians  from  the  San  Antonio  school 
will  remain  in  Texas  for  postgraduate  training  in  public,  private,  and 
military  hospitals.  Of  these  graduates,  59  plan  to  enter  primary 
care  fields. 

Of  the  UT  Houston  graduates,  30  will  be  interning  in  Texas.  Nine 
graduates  will  be  going  into  family  practice. 

AMA  meeting  productive  for  Texas  delegation 

The  1975  annual  convention  of  the  American  Medical  Association 
June  15-19  in  Atlantic  City  was  productive  from  the  standpoint  of 
accomplishment  by  the  Texas  delegation  in  activities  of  the  AMA 
House  of  Delegates. 

Texas  was  successful  in  electing  Dr.  JoeT.  Nelson,  Weatherford,  to 
the  Board  of  T rustees,  and  Dr.  Milton  V.  Davis,  Dallas,  to  the  Council 
on  Constitution  and  Bylaws.  The  delegation  contributed  to  AMA 
policy  positions  by  presenting  eight  resolutions  and  by  commenting 
and  testifying  on  numerous  other  issues. 

Three  of  the  eight  resolutions  were  adopted,  and  four  were  com- 
bined with  resolutions  from  other  states  and  resulted  in  substitute 
resolutions  which  were  approved.  The  substance  of  another  resolu- 
tion was  embraced  in  action  adopted  by  the  AMA.  The  resolutions 
were  generated  by  policy  actions  of  the  Texas  Medical  Association 
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House  of  Delegates  at  the  May  1975  Annual  Session  in  San 
Antonio. 

Elections 

Dr.  Nelson  was  elected  to  a full  term  of  three  years  on  the  AMA  Board 
of  T rustees.  He  led  a field  of  seven  candidates  in  balloting  for  four 
places  on  the  board.  In  1974,  Dr.  Nelson  was  elected  to  fill  a vacancy 
for  a one  year  term  on  the  board. 

Dr.  Davis  was  elected  to  the  AMA’s  Council  on  Constitution  and  By- 
laws for  a term  of  five  years. 

Award  recipient 

Dr.  Stanley  J.  Dudrick,  professorand  directorof  surgery  at  The 
University  of  Texas  Medical  School  at  Houston,  was  named  the  third 
recipient  of  the  Brookdale  Award  in  Medicine.  Dr.  Dudrick  was  pri- 
marily responsible  for  developing  intravenous  hyperalimentation,  a 
feasible,  practical  technique  for  total  intravenous  nutritional  support 
for  patients  who  are  unable  to  maintain  themselves.  The  technique 
now  is  widely  accepted  as  a standard  for  nutritional  care  of  critically 
ill  or  injured  patients. 

The  Brookdale  Award  provides  a $5,000  stipend  and  a plaque.  It  was 
established  in  1973  by  Arnold  and  Marie  Schwartz  of  the  Brookdale 
Foundation  of  New  York  as  an  encouragement  to  younger  physicians. 
Doctors  50  years  of  age  or  younger  who  are  US  citizens  and  have 
distinguished  themselves  in  medical  science  are  eligible  for  the 
award.  The  recipient  is  selected  by  the  AMA  Board  of  T rustees. 

Resolutions 

The  House  of  Delegates  commended  the  AMA  Board  of  T rustees  for 
instituting  legal  action  to  oppose  the  implementation  of  the  utilization 
review  regulations  which  have  been  promulgated  by  the  Department 
of  Health,  Education  and  Welfare.  The  action  resulted  from  resolu- 
tions which  were  presented  by  the  state  delegations  from  Texas, 
Missouri,  Indiana,  and  Oklahoma. 

A preliminary  injunction  was  issued  in  May  against  implementation 
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of  the  regulations. 

The  Texas  delegation  contributed  to  a 
policy  position  which  states  that 
physicians  should  be  adequately  com- 
pensated for  theirtime  and  effort  for 
utilization  review  activities  mandated 
by  the  government  orotherthird  par- 
ties. Although  the  Texas  resolution  on 
the  matter  was  not  adopted  as  sub- 
mitted, it  was  considered  with  some- 
what similarexpressions  from  Neb- 
raska and  California  delegates. 

CPT  supported 

The  Texas  delegation  also  joined  two 
other  states,  Tennessee  and  Washing- 
ton, in  urging  the  AMA  to  continue  its 
efforts  to  adopt  Current  Procedural 
Terminology  as  the  universal  system 
and  in  encouragingthe  Bureau  of 
Health  Insurance,  Social  Security  Ad- 
ministration, to  accept  CPT  as  its  re- 
porting system.  The  House  of  Dele- 
gates supported  this  request. 

In  response  to  resolutions  by  the  Tex- 
as and  Kansas  delegations,  the  AMA 
will  request  that  the  secretary  of  HEW 
amend  regulations  governing  state 
plans  in  the  interest  of  permitting 
more  expeditious,  economical,  and 
flexible  management  of  voluntary 
sterilization  procedures  for  certain 
welfare  and  Medicaid  patients. 

Again  acting  favorably  on  a Texas 
resolution,  the  House  of  Delegates 
reaffirmed  AMA  policy  that  shipments 
of  radioactive  materials  for  medical 
diagnosis,  therapy,  and  medical  re- 
search should  continue  to  be  accept- 
ed on  scheduled  passenger  airline 
flights. 

Advertising  endorsed 

Another  Texas  resolution  asked  the 
AMA  delegates  to  endorse  the  ac- 
ceptance of  advertising  and  to  urge 
the  AMA  to  continue  its  program  of 
soliciting  and  publishing  pharmaceu- 
tical and  other  appropriate  advertis- 
ing in  its  publications.  The  Texas  res- 
olution had  been  stimulated  by  an 


action  of  the  AMA  Board  of  T rustees 
last  year  which  called  for  deletion  of 
advertising  in  AMA  publications.  The 
delegates  requested  the  Board  of 
T rustees  to  aggressively  promote  ad- 
vertising at  the  earliest  possible  date. 
The  Texas  delegation  was  also  suc- 
cessful in  gaining  consideration  of  its 
resolution  callingforthe  use  of  mem- 
bership cards.  The  Board  of  Trustees 
has  been  asked  to  introduce  this 
benefit  for  its  members,  if  a study  in- 
dicates that  it  is  feasible. 

The  House  of  Delegates  went  on  rec- 
ord approving  a final  Texas  resolution 
which  called  for  the  AMAto  reaffirm 
its  opposition  to  provisions  in  several 
bills  introduced  in  Congress  which 
would  adversely  affect  medical  stu- 
dents and  medical  schools.  TheTexas 
resolution  asked  the  AMA  to  oppose 
provisions  in  legislation  requiring  1) 
medical  students  to  repay  capitation 
grants  given  to  medical  schools  by 
the  federal  government;  2)  medical 
students  to  agree  to  practice  in  an 
underserved  area  as  a condition  of  ad- 
mission, and  as  a condition  of  the 
school’s  receipt  of  capitation  funds; 
and  3)  federal  control  of  the  number, 
geographic,  and  specialty  distribution 
of  residency  training  positions. 

Other  actions 

Repeatedly  emphasizing  stronger 
AMA  involvement  in  confronting  prob- 
lems facing  local  physicians,  an  over- 
whelming majority  of  the  House  of 
Delegates  voted  to  raise  annual  dues 
of  regular  members  to  $250,  intern- 
resident  dues  to  $35,  and  to  maintain 
student  dues  at  $15.  (For  more  in- 
formation, see  “President’s  Page,” 
pl32.) 

In  one  of  the  problem  areas  dis- 
cussed— professional  liability  insur- 
ance— the  delegates  called  for  the 
AMA  to  take  immediate  actions  to 
helpeasethecrisis,  includingthe 
formation  of  an  AMA-sponsored  pro- 
fessional liability  reinsurance  com- 
pany. The  company  will  provide  back- 
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SOME  PEOPLE 
JUST  CANT 
MAKE  UP 
THEIR 
MINDS 


But  When  It’s  A Matter  Of  Insurance  Coverages,  T exas  Phy- 
sicians Are  Not  “Fence  Straddlers”.  They  Have  Given  The 
T.M.A.  Group  Coverages  An  Overwhelming  Endorsement. 

Here’s  Why:  THE  T.M.A.  GROUP  PLAN  OFFERS  YOU 

1 . ALL  OF  THE  FOLLOWING  COVERAGES: 

TERM  LIFE  INSURANCE  (BOTH  GROUP  AND  INDIVID- 
UAL), LONG  TERM  DISABILITY  INSURANCE,  OFFICE 
OVERHEAD  EXPENSE  DISABILITY  INSURANCE,  PER- 
SONAL ACCIDENT  INSURANCE,  AND  MAJOR  MEDICAL 
EXPENSE  INSURANCE. 

2.  HIGH  AMOUNTS  OF  COVERAGE. 

3.  EXCEPTIONAL  SERVICE  AND  COORDINATION  OF  THE 
PROGRAM  BY  YOUR  OWN  STATE  ASSOCIATION. 

For  Details  and  Enrollment  Material,  Contact 

TEXAS  MEDICAL  ASSOCIATION 

INSURANCE  SERVICE  OFFICE 
1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 

Underwritten  By 
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up  or  second-level  coverage  for  those 
state  medical  societies  that  have 
sponsored  their  own  medical  liability 
insurance  programs. 

In  miscellaneous  actions,  the  dele- 
gates approved  as  sites  of  future  an- 
nual conventions  St.  Louis,  1978; 
New  York,  1979;  Las  Vegas,  1980; 
San  Francisco,  1981;  and  Dallas, 
1982. 

The  AMA  House  of  Delegates  met  for 
22  hours  and  37  minutes,  the  longest 
convention  in  recent  memory.  The 
delegates  acted  on  73  reports  and 
168  resolutions. 


TMA  committee,  council 
consider  solutions 
to  processional  liability  crisis 

TheTexas  Medical  Association’s 
Committee  on  Professional  Inurance 
met  in  Austin  June  23  for  the  two-fold 
purpose  of  attending  the  State  Insur- 
ance Board’s  public  hearing  on  pro- 
fessional liability  insurance  and  of 
consideringfurther  actions  to  betak- 
en by  TMA  in  dealing  with  the  problem 
in  Texas. 

The  committee  received  a report  from 
Dr.  E.  Don  Webb  on  the  first  meeting 
of  the  Medical  Professional  Liability 
Study  Commission  which  was  held 
June  20.  A second  meeting  was  set 
for  July  12. 

The  committee  voted  to  recommend 
to  the  House  of  Delegates  that  TMA 
not  consider  the  formation  of  a 
physician-owned  mutual  insurance 
company  at  this  time.  The  committee 
members  agreed  that  future  consider- 
ation of  this  concept  should  be  post- 
poned until  strong  legislative  meas- 
ures are  enacted  to  bring  physician 
liability  and  possible  devastating 
effect. 

Another  resolution  was  adopted  that 
TMA  immediately  perform  a statewide 
survey  of  the  entire  membership  re- 
gardingthe  professional  liability  in- 
surance situation  and  its  effects  on 
10  Texas  physicians.  This  information 


will  be  used  to  substantiate  TMA’s 
position  on  the  remedies  needed  for 
the  long-term  solution  to  the  prob- 
lem. 

In  other  action,  the  committee  voted 
to  recommend  to  the  Council  on  Com- 
munication that  TMA  establish  a pro- 
fessional public  relations  program  on 
a statewide  basis  to  bring  about  pub- 
lic awareness  and  undertandingof  the 
medical  profession’  position  in  the 
professional  liability  insurance  in  the 
state. 

The  Council  on  Communication  did 
considerthis  recommendation  at  a 
June  28  meeting.  The  council  mem- 
bers felt  that  the  consideration  for 
hiring  a public  relations  firm  should 
be  the  number  one  priority  of  the 
council  at  this  time.  Subsequently, 
several  public  relations  firms  were 
invited  to  attend  a July  12  meeting 
of  the  council  and  to  make  proposals 
regarding  a positive  public  relations 
program.  The  council  unanimously 
voted  to  engage  Media  Communica- 
tions, Inc,  an  Austin  firm,  to  coordi- 
nate the  public  education  program 
with  TMA’s  Public  Relations  Division. 
A further  report  on  these  activities 
will  be  carried  in  next  month’s  Texas 
Medicine. 


Refugee  guidelines  offered 

Professional  guidelines  for  Vietnam- 
ese physician-refugees  will  be  offered 
by  a task  force  composed  of  repre- 
sentatives of  various  medical  and  gov- 
ernmental groups. 

Participating  organizations  include 
the  American  Medical  Association,  the 
Association  of  American  Medical  Col- 
leges, the  Educational  Commission 
for  Foreign  Medical  Graduates,  HEW’s 
Bureau  of  Health  Manpower,  the 
Agency  for  International  Develop- 
ment, the  US  State  Department,  and 
the  Health  Services  Administration. 
AMA  representatives  are  Dr.  C.  H.  Wil- 
liam Ruhe,  d i rector  of  AMA’s  Divi- 
sion, and  Ira  Singer,  PhD,  director  of 
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the  AMA’s  Vietnam  Medical  School 
Project. 

US  physicians  willingtosponsora 
Vietnamese  medical  family  can  con- 
tact Dr.  Singer  at  AMA  headquarters 
by  calling  (312)  751-6313. 

TMA  to  cosponsor  seminar 
on  role  of  medical  director 
in  skilled  nursing  facility 

The  Texas  Medical  Association  and 
the  American  Medical  Association 
will  jointly  sponsor  a seminar  on  the 
role  of  the  medical  director  in  a 
skilled  nursingfacility  Aug  23-24  in 
Austin. 

Effective  in  December  1975  the 
7,000  skilled  nursingfacilities  in  the 
United  States  will  be  required  to  have 
a full-time  ora  part-time  medical  di- 
rector. This  requirement  comes  from 
regulations  issued  by  the  Department 
of  Health  Education  and  Welfare  pur- 
suant to  PL  92-603. 

The  seminar  will  be  conducted  in  co- 
operation with  the  Texas  Nursing 
Homes  Association,  the  Texas  Associ- 
ation of  Homes  forthe  aging,  the 
Texas  Nurses  Association,  and  the 
American  College  of  Nursing  Home 
Administrators. 


Dallas-Fort  Worth  area 
to  develop  cancer  program 

The  National  Cancer  Institute  has  ap- 
proved a $708,167  grant  for  develop- 
ment of  a cooperative  cancer  program 
by  The  University  of  Texas  Health  Sci- 
ence Center  and  the  Dallas/Fort 
Worth  area  hospitals. 

Goal  of  the  program  is  to  improve  the 
care  of  the  cancer  patient  through 
professional  and  lay  education,  early 
detection,  coordinated  data  collection 
and  distribution  systems,  and  estab- 
lishment of  multi-disciplinary  cancer 
management  procedures  throughout 
the  Dallas/Fort  Worth  area. 

Principal  investigator  forthe  grant  is 
Dr.  George  Race,  associate  dean  for 


continuing  education  at  Southwestern 
Medical  School. 

One  of  the  first  efforts  of  the  program 
will  be  to  establish  a community-wide 
cancer  data  network  in  the  area.  The 
data  will  be  that  information  routinely 
collected  by  tumor  registries  in  the 
area,  plus  additional  information  in- 
cluding specific  details  of  the  pa- 
tient’s treatment  that  will  allow  con- 
version of  present  tumor  registries 
into  convenient  references  for  prac- 
ticing physicians  in  determiningthe 
optimum  treatment  fortheir  patients. 


UT  regents  approve 
San  Antonio  expansion 

Approval  has  been  given  by  The  Uni- 
versity of  Texas  System  Board  of  Re- 
gents forthe  final  plans  of  the  first- 
phase  expansion  program  at  the  uni- 
versity’s San  Antonio  Medical  School, 
a part  of  the  San  Antonio  Health  Sci- 
ence Center. 

Prepared  by  the  San  Antonio  archi- 
tectural firm  of  Bartlett  Cocke  and 
Associates,  Inc,  the  plans  consist  of 
an  addition  of  approximately  45,000 
gross  square  feet  of  space  at  the  fifth 
level  of  the  existing  medical  school 
building.  The  total  estimated  project 
cost  is  $3  million. 
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ACCEPTED  CONCEPTS  IN  ANGINA  THERAPY^ 

• Nitrates  are  the  first  line  of  defense 
against  angina  pectoris 

• The  therapeutic  goal  of  oral  nitrate  therapy 
is  an  angina-free  patient 


When  higher  dosage  is  necessary  in  the 
prophylaxis  of  angina 

prescribe 


(isosorbide 

dinitrate) 

20  mg. 


Scored,  oral  tablets 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg./day) 

• To  provide  prophylaxis  against  anginal  attacks  often  caused 
by  unavoidable  everyday  stress. 

• To  reduce  the  frequency  and  severity  of  angina  pectoris 
attacks.  (Not  intended  to  abort  the  acute  episode.) 


★ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences— National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

“Possibly”  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 


Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 

Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/or  professional  samples? 

IVES  LABORATORIES  INC.^ 

New  York,  New  York  10017  ® 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE® 
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Baylor  awarded  grant 
to  establish 
research  center 

The  Muscular  Dystrophy  Association 
(MDA)  has  awarded  a grant  of  $259,- 
958  for  the  establishment  of  a neuro- 
muscular disease  research  center  at 
Baylor  College  of  Medicine.  The  an- 
nouncement was  made  by  Jerry  Lewis, 
MDA  national  chairman,  during  a re- 
cent news  conference  in  Houston. 

The  award  is  for  the  first-year  support 
of  a comprehensive  research  and  clin- 
ical program,  and  brings  the  total 
amount  being  spent  this  year  by  the 
Muscular  Dystrophy  Association  in 
Texas  for  research  and  patient  care 
to  more  than  $1,475,000. 

The  Baylor  center,  which  isthe  ninth 
neuromuscular  disease  research  and 
clinical  facility  established  by  the  as- 
sociation, is  the  only  such  program  in 
the  Southwest.  It  will  be  directed  by 
Dr.  Joseph  M.  Merrill,  Baylorexecu- 
tivevice  president,  and  will  provide 
a multidisciplinary  effort  involving  in- 
vestigators and  clinicians  in  the  De- 
partments of  Cell  Biology,  Cell  Bio- 
physics, Medicine,  Neurology,  Pedi- 
atrics, Physical  Medicine,  and  Re- 
habilitation. 

HMOs  Operating  in  Texas 

Accordingto  David  Bird,  public  health 
advisor.  Region  VI,  Department  of 
Health,  Education  and  Welfare,  three 
health  maintenance  organizations 
(HMOs)  or  pre-paid  prototypes  are 
now  operating  in  Texas. 

These  include  the  Bexar  County  Med- 
ical Foundation  in  San  Antonio,  a plan 
for  employees  of  Baker  Oil  Tools 
which  is  offered  by  MacGregor  Clinic 
Associates  in  Houston,  and  Group 
Health  of  El  Paso,  which  has  de- 
veloped a plan  providing  care  for 
those  in  the  Job  Corps. 

In  addition,  HEW  has  awarded  1 1 
grants  to  groups  in  this  state,  seven 
for  feasibility  studies,  three  for  plan- 
ning, and  one  for  initial  development 
and  operation  of  a plan. 


Above,  Dr.  H.  Irving  Schweppe,  Jr.  (left),  member 
of  the  TMA  Scientific  Publication  Committee, 
presents  the  first  place  Texas  Medicine  Award 
certificate  to  Richard  E.  Buller,  a candidate  for 
the  combined  MD-PhO  degree  at  Baylor  College 
of  Medicine.  Directly  above.  Dr.  Joseph  M.  Merrill, 
(left),  executive  vice  president  of  Baylor,  presents 
the  second  place  award  to  Dr.  Steven  E.  Civiletto, 
a May  medical  graduate  of  Baylor.  The  annual 
TMA  award  was  established  in  1966  to  recognize 
the  best  scientific  article  written  by  a medical 
student  while  enrolled  in  a Texas  medical  school. 
The  two  winning  scientific  papers  will  be  pub- 
lished next  month  in  Texas  Medicine. 

Position  statement  issued 
on  prevention  of  heat  injuries 

The  American  College  of  Sports  Medi- 
cine has  released  a position  state- 
ment on  the  prevention  of  heat  in- 
juries duringdistance  running. 

The  guidelines,  based  on  research 
findings  and  current  rules  governing 
distance  running  competition,  include 
the  following: 

1.  Distance  races  (greater  than  16 
km  or  10  miles)  should  not  be  con- 
ducted when  the  wet  bulb  tempera- 
ture exceeds  28°C  (82.4°F). 

2.  During  periods  of  the  year,  when 
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the  daylight  dry  bulb  temperature 
often  exceeds  27°C  (80°F),  distance 
races  should  be  conducted  before  9 
am  or  after  4 pm. 

3.  It  is  the  responsibility  of  the  race 
sponsors  to  provide  fluids  which  con- 
tain small  amounts  of  sugar  (less 
than  2.5  gm  glucose  per  100  ml  of 
water)  and  electrolytes  (less  than  10 
mEq  sodium  and  5 mEq  potassium 
per  liter  of  solution). 

4.  Runners  should  be  encouraged  to 
frequently  ingest  fluids  during  compe- 
tition and  to  consume  400-500  ml 
(13-17  oz)  of  fluid  10-15  minutes  be- 
fore competition. 

5.  Rules  prohibitingthe  administra- 
tion of  fluids  duringthe  first  10 
kilometers  (6.2  miles)  of  a marathon 
race  should  be  amended  to  permit 
fluid  ingestion  at  frequent  intervals 
alongthe  race  course.  In  light  of  the 
high  sweat  rates  and  body  tempera- 
tures duringthe  distance  running  in 
the  heat,  race  sponsors  should  pro- 
vide “water  stations”  at  3-4  kilometer 
(2-2.5  mile)  intervals  for  all  races  of 
16  kilometers  (10  miles)  or  more. 

6.  Runners  should  be  instructed  in 
how  to  recognize  the  early  warning 
symptoms  that  precede  heat  injury. 
Recognition  of  symptoms,  cessation 
of  running,  and  proper  treatment  can 
prevent  heat  injury.  Early  warning 
symptoms  include  the  following: 
piloerection  on  chest  and  upper  arms, 
chilling,  throbbing  pressure  in  the 
head,  unsteadiness,  nausea,  and  dry 
skin. 

7.  Race  sponsors  should  make  prior 


arrangements  with  medical  personnel 
for  the  care  of  cases  of  heat  injury. 
Responsible  and  informed  personnel 
should  supervise  each  “feeding  sta- 
tion.” Organizational  personnel 
should  reserve  the  right  to  stop 
runners  who  exhibit  clear  signs  of 
heat  stroke  or  heat  exhaustion. 
According  to  its  statement,  the  Amer- 
ian  College  of  Sports  Medicine  be- 
lieves that  policies  established  by 
local  national,  and  international  spon- 
sors of  distance  running  events 
should  adhere  to  these  guidelines. 

The  recommendations  concerningthe 
ingested  quantity  and  content  of  fluid 
are  merely  a partial  preventative  to 
heat  injury.  According  to  the  state- 
ment, the  physiology  of  each  individ- 
ual athlete  varies  and  strict  compli- 
ance with  the  recommendations  may 
not  reduce  the  incidence  of  heat  in- 
juries among  those  so  inclined  to  such 
injury. 

Medical  examiners  meet 

The  Texas  State  Board  of  Medical  Ex- 
aminers held  a meeting  and  offered 
examinations  June  8-12  in  Austin. 

The  number  of  examinees  was  643. 

Of  these,  there  were  324  clinicals, 

161  fulls,  39  domestic  repeats,  12 
foreign  repeats,  and  107  foreign 
medical  graduates.-  The  board  ap- 
proved 303  reciprocity  applications 
for  licensure:  of  these  87  were  foreign 
graduates.  Fourteen  duplicate  li- 
censes were  issued. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 

in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 


at  press  deadline  and  are  for  comparison 
values  on  mutual  funds.) 

purposes  only. 

Most  daily 

newspapers  list 

up-to-the  minute 

1975 

3 Years 

5 Years 

Current 

Through 

Ended 

Ended 

Dividend 

Investment  Media* 

6/30/75 

12/31/74 

12/31/74 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+ 38.3% 

-35.1% 

-26.6% 

1.4% 

Loomis-Sayles  Mutual  Fund 

-t-27.9% 

-29.7% 

-21.1% 

3.5% 

Mercantile  Bank  Equity  Fund 

+ 41.7% 

-46.9% 

-36.1% 

3.8% 

Mercantile  Bank  Fixed  Income  Fund 

+ 3.5% 

-17.2% 

- 8.5% 

8.1% 

T Rowe  Price  Growth  Stock  Fund 

-f  46.1% 

-43.3% 

-33.5% 

1.9% 

Stein  Roe  & Farnham  Balanced  Fund 

+ 34.0% 

-29.6% 

-20.8% 

3.1% 

Standard  & Poor  500  Stock  Average 

+ 38.8% 

-32.8% 

-25.5% 

Dow  Jones  Industrial  Average 

+ 42.6% 

-30.7% 

-22.9% 

’Includes  reinvested  capital  gains  distributions. 
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CAPITAL  COMMENTS 


AUSTIN:  PROFESSIONAL  LIABILITY  STUDY  COMMISSION  NAMED.  Members  of 
the  Medical  Professional  Liability  Study  Commission,  authorized  by  SB  491,  have 
all  been  appointed.  The  chairman,  appointed  by  Lt  Gov  William  P.  Hobby,  is 
Page  Keeton,  former  dean  of  The  University  of  Texas  School  of  Law.  Other  mem- 
bers include  Sen  Bob  Gammage,  Houston,  also  appointed  by  Lieutenant  Gov- 
ernor Hobby;  Rep  Bob  Davis,  Irving,  and  Rep  Tom  Uher,  Bay  City,  appointed  by 
Speaker  of  the  House  Bill  Clayton;  George  Reed,  Houston,  and  Landon  Alexan- 
der, Arlington,  appointed  by  the  Joint  Underwriting  Association;  Dr.  Milton  V. 
Davis,  Dallas,  and  Dr.  Don  Webb,  Houston,  appointed  by  theTexas  Medical  As- 
sociation; George  Pletcher,  Houston,  and  Mark  Martin,  Dallas,  appointed  by  the 
State  Bar  of  Texas;  Robert  L.  Murphy,  Houston,  appointed  by  the  Texas  Associa- 
tion of  Insurance  Agents;  HayesTucker,  Fort  Worth,  appointed  by  the  Insurance 
Counselors  of  Texas;  David  Hitt,  Dallas,  and  William  Cotner,  Fort  Worth,  ap- 
pointed by  theTexas  Hospital  Association;  Charles  Purnell,  Dallas,  and  Harry 
Hubbard,  Austin,  appointed  by  Gov  Dolph  Briscoe;  James  C.  Presnail,  appointed 
by  State  Farm  Insurance  Company;  and  Edward  A.  Stowell,  appointed  by  Allstate 
Insurance  Company. 

WASHINGTON:  WEINBERGER  RESIGNS  POST.  Caspar  Weinberger,  secretary  of 
the  Department  of  Health,  Education  and  Welfare,  has  announced  his  resigna- 
tion from  his  cabinet  position.  F.  David  Mathews,  PhD,  president  of  the  Univer- 
sity of  Alabama,  has  been  nominated  to  fill  the  post.  The  Senate  must  confirm 
the  appointment. 

AUSTIN:  HEALTH  FACILITIES  COMMISSION.  Members  have  been  appointed  to 
the  newly  created  Health  Facilities  Commission  created  by  HB  2164.  The  com- 
mission is  to  issue  rules  and  certificates  of  need  for  hospitals  and  other  health 
care  facilities  under  the  new  Texas  Certificate  of  Need  Program.  The  chairman 
is  Melvin  Rowland,  president  of  Rowland  Department  Stores  in  Uvalde  and  for- 
merly a Uvalde  mayor.  Other  members  are  Bolin  Mahaffey,  Corpus  Christi;  and 
Renal  Rosson,  Snyder.  Rosson  previously  served  eight  terms  as  a House  mem- 
ber and  acted  as  Governor  Briscoe’s  legislative  analyst  during  the  past  session 
of  the  Legislature. 

AUSTIN:  TEXAS  BOARD  OF  HEALTH  RESOURCES:  Governor  Briscoe  has  an- 
nounced members  of  the  Texas  Board  of  Health  Resources.  The  new  board  was 
created  as  a part  of  the  legislation  enacted  by  the  64th  Legislature  which  re- 
named the  health  department  as  the  Texas  State  Department  of  Health  Re- 
sources. Appointed  to  terms  to  expire  Feb  1, 1977  are:  Dr.  Charles  Max  Cole, 
Dallas;  H.  Eugene  Brown,  DO,  Lubbock;  William  J.  Foran,  Amarillo,  board  vice 


Editor’s  note: 
"Capital  Com- 
ments” is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 
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chairman:  Roderic  Bell,  Dallas;  Bill  Burton,  El  Paso;  Johnnie  M.  Benson,  Fort 
Worth;  Francis  A.  Conley,  DDS,  Austin;  and  Raymond  G.  Garrett,  DVM,  Taylor. 
Appointed  to  terms  to  expire  Feb  1,  1979  are:  Dr.  N.  L.  Barker,  Paris;  Dr.  Robert 
D.  Moreton,  Houston,  board  chairman;  RauIJimenez,  San  Antonio;  Royce  E. 
Wisenbaker,  Tyler;  Maria  LaMantia,  McAllen;  Philip  Lewis,  OD,  Houston.  Ap- 
pointed to  terms  to  expire  Feb  1, 1981  are:  Dr.  Sterling  H.  Fly,  Jr.,  Uvalde;  Dr. 
Blanchard  T.  Hollins,  Houston;  Ronald  M.  Garrett,  DC,  Waco;  and  William  J. 
Edwards,  Galveston. 

AUSTIN:  JUA  BOARD  APPOINTED.  The  State  Board  of  Insurance  has  appointed 
the  temporary  members  of  the  Board  of  Directors  of  the  Joint  Underwriting 
Association.  Orin  Needham,  Millers  Mutual  Insurance  Company,  Fort  Worth,  was 
named  chairman.  Other  members  are:  George  Reed,  American  General  Insur- 
ance Company;  0.  V.  McDonald,  Employers  Casualty;  Dave  Wilson,  Medical  Pro- 
tective Company;  0.  V.  Bennett,  Ranger  Pan  American;  Landon  Alexander,  St. 
Paul;  0.  A.  Edgeworth,  State  Farm;  Bill  Bluemenshine,  T ravelers  Insurance;  and 
Leroy  Heer,  USAA. 

WASHINGTON:  SUPREME  COURT  UPHOLDS  PORTION  OF  TEXAS  MEDICAL 
PRACTICE  ACT.  The  United  States  Supreme  Court  has  affirmed  a lower  court’s 
three-judge  panel  decision  on  the  prohibition  against  the  corporate  practice  of 
medicine  in  Texas.  This  statute  forbids  a lay  corporation  from  delivering  medical 
care  by  hiring  physicians  and  paying  them  a salary.  The  effect  of  the  recent  de- 
cision is  to  declare  this  statute  valid.  A report  on  the  three  judge  panel  ruling  in 
the  case  styled  Genaro  Garcia,  et  al  v The  Texas  State  Board  of  Medical  Examiners 
and  the  Secretary  of  State  of  the  State  of  Texas,  was  carried  in  the  “Medicine  and 
the  Law’’  column  in  the  January  1975  issue  of  Texas  Medicine.  The  opinion 
serves  as  a comprehensive  statement  that  the  public  interest  is  best  served  by 
limiting  strictly  the  practice  of  medicine  to  individual  physicians  who  have  been 
examined  and  licensed  by  the  Board  of  Medical  Examiners  and  prohibiting 
corporations  from  practicing  medicine  through  salaried  physicians. 

WASHINGTON:  HEW  SECRETARY  APPROVES  HSA  AREAS.  The  secretary  of 
HEW  has  announced  the  approval  of  the  12  health  service  areas  recommended 
by  Governor  Briscoe.  The  recommendations  were  made  pursuant  to  PL  93-641, 
the  federal  health  planning  law.  The  combination  of  geographical,  population, 
and  health  system  factors  in  certain  areas  suggested  formation  of  sub-area 
organizations  to  effect  efficient  local  planning. 

WASHINGTON:  MEDICARE  REFORM  PROPOSAL.  Sen  Abraham  Ribicoff  (D- 
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Conn)  has  introduced  S 1456,  the  Comprehensive  Medicare  Reform  Act  of 
1975.  This  bill  would  combine  Parts  A and  B of  the  Medicare  program  into  a 
single  expanded  benefit  structure  with  a single  trust  fund. 

WASHINGTON:  PSRO  AMENDMENTS.  Rep  James  G.  Martin  (R-NC)  and  Rep 
Joseph  E.  Karth  (D-Minn)  have  introduced  a series  of  19  amendments  to  the 
PSRO  law  and  health  related  statutes,  HR  5515  and  HR  5528.  The  amendments, 
proposed  by  the  American  Medical  Association,  would  modify  the  PSRO  law  by 
clarifying  the  purpose  and  function  of  criteria  of  care,  increasing  the  safeguards 
of  confidentiality  of  data,  and  eliminating  harsh  penalties  set  forth  in  the  present 
law.  The  amendments  would  also  repeal  overlapping  utilization  review  programs 
recently  advanced  under  other  sections  of  the  Social  Security  Act.  The  amend- 
ment further  calls  for  the  extension  of  utilization  review  and  medical  audit  pro- 
grams to  federal  medical  installations  such  as  those  operated  by  the  Veterans 
Administration  and  the  Public  Health  Service. 

WASHINGTON:  DRUG  ACT  INTRODUCED.  Sen  Edward  Kennedy  (D-Mass)  has 
introduced  S 1282,  the  Drug  Utilization  Improvement  Act.  This  bill  would  amend 
the  Public  Health  Service  Act  to  provide  for  a National  Center  for  Clinical  Phar- 
macology, support  for  the  study  of  clinical  pharmacology  and  clinical  pharmacy, 
and  review  of  drug  prescribing.  The  Food,  Drug  and  Cosmetic  Act  would  be 
amended  to  provide  for  additional  regulation  of  drug  promotions,  additional 
record  keeping  and  reporting  of  all  drugs,  and  certification  of  programs  respect- 
ing detail  men.  Submission  of  data  relating  to  the  therapeutic  equivalency  of 
drugs  would  be  required  under  the  bill,  and  the  National  Drug  Compendium 
would  be  established.  Sen  Kennedy  stated  that  a National  Center  for  Clinical 
Pharmacology  was  needed  to  improve  prescribing  practices  and  reduce  the 
incidence  of  adverse  drug  reactions.  This  legislation  would  prohibit  the  giving 
of  any  gift  product,  premium,  prize,  or  other  thing  of  value  to  a physician  or 
pharmacist  by  the  drug  companies. 

WASHINGTON:  RURAL  HEALTH  CARE  DELIVERY  ACT.  Rep  Tim  Lee  Carter, 

MD,  has  introduced  the  Rural  Health  Care  Delivery  Act  of  1975,  HR  5236.  This 
$300  million,  three-year  proposal  would  establish  an  Office  of  Rural  Health 
within  the  Department  of  HEW  and  would  assist  in  the  development  of  rural 
health  care  delivery  models  and  components.  The  Office  of  Rural  Health,  called 
for  under  the  bill,  would  be  administered  and  run  by  a director  appointed  by  the 
secretary  of  HEW.  The  director  would  be  a qualified  health  care  professional. 

The  bill  would  also  establish  an  eleven-man  Rural  Health  Care  Advisory  Com- 
mittee consisting  of  five  physicians,  one  dentist,  and  five  recognized  authorities 
in  rural  health  care  delivery. 
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THE  PEOPLE 

■ -A.  '=‘y  - 

OF  TEXAS 
ARE  FACED  WITH 
A CRISIS  IN  COST 
AND 

AVAILABILITY  OF 
MEDICAL  CARE 


INFORM  YOUR  PATIENTS  ABOUT  THE  CRISIS 
IN  PROFESSIONAL  LIABILITY  INSURANCE 


To  achieve  an  effective,  long-range  resolution  of  the 
professional  liability  insurance  problem,  the  understanding 
and  support  of  the  public  must  be  developed. 

To  assist  you  in  informing  your  patients  and  the  public 
about  the  professional  liability  insurance  crisis  in  Texas,  a 
completely  new  leaflet  has  been  prepared  for  your  distribution. 
In  addition  to  direct  distribution  to  your  patients,  copies  could 


also  be  provided  through  pharmacists,  civic  clubs,  hospitals, 
etc. 

TMA’s  House  of  Delegates  has  reiterated  that  profes- 
sional liability  is  an  urgent  priority.  Solution  to  the  problem 
is  legislative  in  nature  and  your  Association  will  continue  to 
work  for  remedial  and  permanent  legislation. 

Please  order  this  brief  but  informative  pamphlet  today. 


Clip  and  mail  to:  Public  Relations  Division 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


Please  send copies  (give  quantity)  of  the  leaflet.  Address 

“The  People  of  Texas  Are  Faced  With  a Crisis  in  Cost  and 

Availability  of  Medical  Care.”  

City 


PLEASE  TYPE  OR  PRINT 


state  Zip 
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Texas  Medical  Association 

Western  Mediterranean 

Air-Sea  Cruise 

An  Exciting  New  Itinerary  Featuring: 

Lisbon  • Cadiz/Seville  • Tangier  • Gibraltar  • Mallorca  • Tunis  • 

Malta  • Sicily  • Hydra  • Athens 

As  Low  As  $1148 


ATwo-Week  Do-As-You-Please  Holiday 
On  Royal  Cruise  Line's  New  Luxury  Ship 
m.  s.  GOLDEN  ODYSSEY 
Includes;  Direct  Flights  on 
World  Airways  Chartered  Jets. 


All  Meals  of  Superb  International  Cuisine. 
Cruise  Director  and  Staff  to  Assist  at  All  Times. 
Generous  70  Lb.  Baggage  Allowance. 
Departure  from  Houston  and 
Dallas-Fort  Worth  October  13,  1975 


A **  **  **  *1 


Send  to: 


Texas  Medical  Association 

Mediterranean  Air-Sea  Cruise 
1801  North  Lamar  Blvd 
Austin,  Texas  78701 

Enclosed  is  my  check  for  $ 


$100  per  person  as  deposit. 


Names 


Address 

City 


State  

Space  Strictly  Limited  Make  Reservations  Now 


Another  Non-Regimented  INTRAV  Deluxe  Adventure 


Take  advantage  of  the  oft  season  rate. 
Combine  your  education  & your  vacation. 


Southern  Medical  Association 

69  th  Annual 
Scientific  Meeting 


Miami  Beach,  Florida 

Nov.  1 6- 

We  could  draw  pretty  word  pictures 
about  Miami— the  scintillating  beaches,  the 
glamorous  hotels,  the  superb  cuisine,  the 
intriguing  spots  to  visit,  the  unequaled 
vacationland — but  we  won’t.  You’ll  have  to 
find  out  for  yourself. 

But  we  will  tell  you  about  the  most  ex- 
citing scientific  medical  meeting  of  the  year 
- the  69th  Annual  Scientific  Meeting  of  the 
Southern  Medical  Association  — featuring 
a wide  range  of  symposia,  22  sections,  live 
teaching  demonstrations,  learning  center, 


- Hotel  Fontainebleau 
19, 1975 

postgraduate  courses,  closed-circuit  televi- 
sion— something  for  every  specialty. 

The  Continuing  Education  Program  of 
the  Southern  Medical  Association  has  been 
granted  full  approval  by  the  American 
Medical  Association’s  Council  of  Medical 
Education. 

The  best  of  two  worlds  is  awaiting  you. 
Make  your  plans  now  while  reservations 
are  available.  Write:  Southern  Medical 
Association,  2601  Highland  Avenue,  Bir- 
mingham, Alabama  35205. 
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planning 
your  own 

building? 


Your  first  step  is  vital. 

If  you're  considering  constructing,  or  buying,  your  own 
office  building  or  clinic,  it  will  be  time  well  invested  to  call 
in  a financial  consultant  from  Southern  Trust  & 
Mortgage.  At  the  very  outset. 

Sound,  knowledgeable  financial  advice  from  the  earliest 
stage  of  your  planning  can  save  you  substantial  money 
in  the  long  run. 

Quick  facts  regarding  the  experience,  character,  and 
capabilities  of  Southern  Trust:  Southern  Trust  was 
founded  more  than  50  years  ago,  and  today  is  one  of  the 
largest  mortgage  banking  firms  in  the  nation.  We  are 
currently  in  a position  to  consider  financing  any  size  medical  structure, 
from  the  smallest  office  building  to  the  largest  health  care  facility. 
For  consultation  with  the  firm  in  Dallas/Forl  Worth,  call  W.  L.  McCal- 
lum,  Jim  Rowe,  Gene  Glaser,  or  "Chuck"  Mullinax. 

For  consultation  with  the  firm  in  Houston,  call  Leon  Shepley. 


SOUTHERN  TRUST  & MORTGAGE  COMPANY 


DALLAS 


HOUSTON 


FORT  WORTH 


Dallas  headquarters: 

2355  Stemmons 
Dallas,  Texas  75207 
(214)  637-4950 
Fort  Worth  — (817)  275-6351 
(817)  263-2041 


4615  Southwest  Freeway 
Suite  124 
Houston,  Texas  77027 
(713)  626-3342 
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Sidonna 

Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 

A working  partnership 
against  the 
pain  of  gas  and  spasm 


Entrapped  gas 


••• 


Silent 
partner  of 

GI  spasm 

Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidonna 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a nonsystemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladonna  alkaloids.  And  Sidonna  provides 
mild  sedation  with  butabarbital. 

Sidonna.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  syndrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindications : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects:  dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage : one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 

Reed  & Carnrick/ Kenilworth,  N.J.  07033  1^3 


The  MUDRAIMES 

Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 

Phenobarbital  (to  lessen  cardiac  stimulation ) . 


f (BujiuJOj  iiqeii  aq  /(b|/\|)  A 

■3luU  lVliaHVaOM3Hd 
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3UJ00I  divioovivno  lAd30A3D 


INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  Avith  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  oregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudraiie  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons. 


Federal  laiv  prohibits  dispensiiifi  without  prescriptiou. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23201 
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SEAVIEW 

PHYCHIATRIC 


HOSPITAL 


Announces  an  expanded  specialized  program  for 
the  patient  with  acute  physical,  psychological  and 
social  problems.  Complete  diagnostic  and  therapeu- 
tic services  are  offered  in  an  open  environment 
conducive  to  recovery.  Bilingual  professional  and 
support  staff. 

Patients  of  all  age  groups  are  accepted  by  referral. 


QUALIFIED  CARE  BY: 

PSYCHIATRIST  STAFF; 

Charles  Bludworth,  MD 
Cecil  A Childers,  MD 
William  B Cline,  MD 
Willis  G Goodenow,  MD 
Shannon  Gwin,  MD 
Joel  Kutnick,  MD 
Maria  Izquierdo,  MD 
James  M May,  MD 
James  M Meaney,  MD 
James  C Walker,  MD 
Laurence  Taylor,  DO 


PSYCHOLOGY  SERVICES: 

David  Feltoon,  PhD 
Byron  Dodd,  MA 
Stephen  Simmons,  MA 

SOCIAL  SERVICE: 

Wallace  Whitworth,  ACSW 

OCCUPATIONAL  THERAPY: 

Melinda  Huggins,  OTR 

DIRECTOR  OF  NURSING: 

Susan  Fowler,  RN 


Accredited:  Joint  Commission  on  Accreditation  of  Hospitals 

Licensed:  State  Department  of  Mental  Health  and  Retardation 

Approved  by:  Blue  Cross,  CHAMPUS,  Medicare  and  commercial  in- 
surance 

Member  of  all  local,  state  and  national  hospital  associations 


OUTPATIENT 


INPATIENT 


DAY  CARE 


1316  Third  Street 
Corpus  Christi,  Texas  78404 
Phone  512-883-0931  Collect 


Rondomycin 

(methaq/cline  HCI) 


bun  I nniNuiLfl  I lUNS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eiahf 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  uniess  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  m pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicitv  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

S deveI[fpm'e°nT)'  WARNINGS  about  use  during 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  tibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
lerminatiOTs  ot  drug.  The  anti-anabollc  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis.’ 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
<l'scontinued  at  first  evidence  ot  skin  erythema. 
PHELAUTtONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months 
Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  reguire  downward  adiustment  of  their  anticoagulwt  dosage 
In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  biood 
renal,  hepatic).  “ 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin  avoid 
giving  tetracyciine  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoiiative  dermatitis  (uncommon)  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections;  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin’  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mo 
q.i  d,  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  iaboratory  tests,  is  recommended 
Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  — 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  lever  have 
subsided. 


Concomitant  therapy;  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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Delivers  from  the  very  first  dose: 

todies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 

minimum  in  vitro  inhibitory  concentrations 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomvcin  300.^ 

[metihacvcline  HCI] 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended 


Solar  keratosis  is  not  an  uncommon 
medical  problem. 

Of  course,  the  prevalence  of  keratotic  lesions  is  greater  in 
locations  south  of  the  38th  parallel— the  so-called  “Solar  Keratosis 
Belt”— receiving  the  greatest  amounts  of  solar  radiation.  However, 
solar  keratosis  can  occur  among  any  light-skinned  population, 
usually  in  persons  over  40,  wherever  people  are  subject  to  extended 
exposure  to  the  sun. 

Solar  keratoses  are  generally  not  difficult 

to  identify. 

These  skin  lesions  are  usually  multiple,  flat  or  slightly  elevated, 
brownish  or  red  in  color,  papular,  dry,  rough,  adherent  and  sharply 
defined.  They  are  found  on  areas  of  the  skin  having  extensive  exposure 
to  sunlight.  Clinical  characteristics  of  the  lesions,  their  predominant 
location  on  exposed  surfaces,  the  age  of  the  patient  and  his  skin  type 
are  important  considerations  in  the  diagnosis. 

Solar  keratoses  can,  and  should,  be  treated 
because  they  are  potentially  premalignant. 

Chronic  exposure  to  sunlight  frequently  leads  to  degenerative 
changes  in  the  skin.  This  can  often  result  in  the  development  of 
multiple,  potentially  premalignant  keratotic  lesions.  Therefore,  early 
detection  and  treatment  is  advisable. 

Treatment  with  Efudex  (fluorouracil)  provides  a high  degree  of 
effectiveness  with  a low  recurrence  rate,  ease  and  convenience  of 
therapy,  low  incidence  of  scarring,  excellent  cosmetic  results  in  most 
cases,  and  a high  level  of  patient  acceptability. 

Efudex'5%  Cream 

fluorouracil  / Roche® 

Because  there  may  be  more  than  meets  the  eye. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar  kera- 
toses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 
Warnings:  If  occlusive  dressing  used,  may 
increase  inflammatory  reactions  in  adjacent 
normal  skin.  Avoid  prolonged  exposure  to 
ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near 
eyes,  nose  and  mouth.  Lesions  failing  to 


respond  or  recurring  should  be  biopsied. 
Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  appli- 
cation site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppura- 
tion, scaling,  swelling,  irritability,  medicinal 
taste,  photosensitivity,  lacrimation,  leuko- 
cytosis, thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  suffi- 
cient quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove, 
Usual  duration  of  therapy  is  2 to  4 weeks. 
How  Supplied:  Solution,  10-ml  drop  dis- 


ease history  for  patient  photographed  at  left  on  file,  Hoffmann-La  Roche  Inc..  Nutley,  New  Jersey. 


pensers— containing  2%  or  5%  fluoroura- 
cil on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris  (hydroxymethyl) 
aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium 
edetate. 

Cream,  25-Gm  tubes— containing  5% 
fluorouracil  in  a vanishing  cream  base  con- 
sisting of  white  petrolatum,  stearyl  alcohol, 
propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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CONTINUING  EDUCATION  COURSES 


AUGUST 

Cardiovascular  Disease 

Title:  Tutorials  in  the  Tetons  (Cardiac 
Emergencies) 

Sponsors:  The  American  College  of 
Cardiology:  The  University  of  Nebraska 
Medical  Center,  Omaha;  Northern  Rocky 
Mountain  Continuing  Education  Division 
of  the  Mountain  States 
Location  of  Course:  Jackson  Lake 
Lodge,  Grand  Teton  National  Park, 
Moran,  Wyo 

Dates:  Aug  23-25,  1975 

Fee:  ACR  members,  $125;  nonmembers, 

$150 

Credit:  11  hours.  Category  I,  AMA 
Physician’s  Recognition  Award 
Contact:  Miss  Mary  Anne  Mclnerny,  Dir, 
Dept  of  Continuing  Education  Programs, 
9650  Rockville  Pike,  Bethesda,  Md 
20014 


Adolescents’  Medical  Care 

Title:  Health  Care  for  Adolescents — 

Interdisciplinary  Approach 

Sponsor:  UT  Health  Science  Center  at 

San  Antonio 

Dates:  Aug  9-10,  1975 

Duration:  Continuous:  IV2  days;  9 hours 

Fee;  $65 

Designed  for:  General  practice  and  part- 
time  specialty;  Full-time  specialty 
Credit:  9 prescribed  hours,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Gastroenterology 

Title:  Visiting  Gastroenterologist 
Sponsors;  El  Paso  County  Medical 
Society:  Warren-Teed  Pharmaceuticals 
Incorporated 

Location  of  Course:  The  University  of 
Texas  at  El  Paso,  School  of  Nursing, 
1101  N Campbell,  El  Paso 
Date:  Aug  30,  1975 
Fee:  None 

Designed  For;  Family  physicians, 
internists 

Contact:  Dr.  Guillermo  A Pinzon,  East- 
wood  Medical  Building,  10301  Gateway 
West,  El  Paso 


SEPTEMBER 


Basic  Sciences:  Biochemistry 

Title:  Biochemistry  Seminar 
Sponsor;  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Baylor  College  of 
Medicine,  Houston 
Dates:  Sep  15,  1975-May  14.  1976 
Duration:  Intermittent:  30  sessions  on 
Thursdays;  1 hour  instruction  per  day 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  seminar 
Contact;  Marrs  McLean,  Dept  of 
Biochemistry,  Baylor  College  of  Medi- 
cine, 1200  Moursund  Ave,  Houston 
77025 


Basic  Sciences:  Physiology 

Title:  History  of  Physiology  and 
Medicine 

Sponsor:  Baylor  College  of  Medicine, 
Houston 


Location  of  Course:  Baylor  College  of 
Medicine,  Houston 
Dates;  Sep  9-Dec  9,  1975 
Duration:  Intermittent;  7-15  days, 
depending  upon  quarter;  IV2  hours 
instruction  per  day;  101/2-22 V2  total 
course  hours,  depending  upon  quarter 
Fee:  To  be  determined 
Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Teaching  Methods:  Audiovisual  ma- 
terials, lecture,  open  question 
Contact;  Dr.  Robert  L Vick,  Prof  of 
Physiology,  Baylor  College  of  Medicine, 
1200  Moursund  Ave,  Houston  77025 


General  Medicine 

Title;  Irritable  Bowel  Syndrome  (Dr. 
Ralph  D Eichorn) 

Sponsors;  Harris  County  Academy  of 
Family  Physicians;  Baylor  College  of 
Medicine,  Houston;  UT  Medical  School 
at  Houston 

Location  of  Course:  University  Club, 
Houston 

Date:  Sep  8,  1975 

Duration:  1 session;  1 hour  of 

instruction 

Designed  For;  General  practice  and 
part  time  specialty:  Full  time  specialty 
Credit:  1 prescribed  hour,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual 
materials,  lecture 

Contact:  Dr.  Cassie  E Stuermer,  Chmn, 
Program  Committee.  Harris  County 
Academy  of  Family  Physicians,  103 
Jesse  H Jones  Library  Bldg,  Houston 
77025 
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Hematology 

Title:  Clinical  Hemostasis 
Sponsor:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Date:  Sep  20,  1975 
Fee:  $35 

Designed  For:  Family  physicians, 
internists 

Contact:  Dr.  George  J Race,  Dean, 

A Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave,  Dallas 
75246 


^^alignant  Disease 

Title:  Clinical  Oncology  Seminars 
Sponsor:  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Baylor  College  of 
Medicine,  Houston 
Dates:  September-November,  1975 
Duration:  Intermittent;  22  days;  1 hour 
instruction  per  day 
Fee;  None 

Designed  For:  General  practice  and 
part  time  specialty;  Full  time  specialty 
Teaching  Methods:  Audiovisual  ma- 
terials, clinical  conference,  lecture, 
open  question,  panel,  seminar 
Contact:  Dr.  Frank  E Smith,  Assoc  Prof 
of  Medicine,  Baylor  College  of  Medi- 
cine, 1200  Moursund  Ave,  Houston 
77025 


Title:  Medical  Oncology  Course 
Sponsors:  UT  System  Cancer  Center 
M D Anderson  Hospital  and  Tumor 
Institute  at  Houston;  UT  Health  Science 
Center  at  Houston,  Division  of  Con- 
tinuing Education 


Dates;  Sep  8-10,  1975 
Teaching  Methods:  Lecture,  discussion 
Contact:  Office  of  the  Director,  UT 
Health  Science  Center  at  Houston, 
Division  of  Continuing  Education, 

PO  Box  20367,  Houston  77025 


Obstetrics  & Gynecology 

Title:  The  Great  Debates  in  Obstetrics 
and  Gynecology 

Sponsor:  Dept  of  Obstetrics  and  Gyne- 
cology, Baylor  College  of  Medicine, 
Houston 

Dates;  Sep  11-13,  1975 
Fee:  $150  for  full  course,  $100  for  The 
Great  Debates,  $50  for  Genetics 
Symposium  only 

Credit:  American  College  of  Obstetrics 
and  Gynecology 

Contact:  Dr.  Veasy  C Buttram,  Jr,  Dept 
of  Obstetrics  and  Gynecology,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 


Otolaryngology 

Title;  Workshop  in  Soft  Tissue  Surgery 
(See  PLASTIC  SURGERY) 


Pediatrics 

Title:  Advances  in  Pediatrics — 1975 
Sponsors;  Texas  Pediatric  Society; 
Texas  Society  of  Pediatric  Surgeons 
Location  of  Course;  Hyatt  Regency 
Hotel,  Houston 
Dates:  Sep  26-27,  1975 
Duration:  Continuous;  2 days 
Fee;  $25  for  nonmembers  of  Texas 
Pediatric  Society 


Credit;  Approximately  7 elective  hours, 
AAFP 

Teaching  Methods:  Audiovisual  ma- 
terials, lecture,  open  question 
Contact;  Dr.  Sheldon  W Joseph,  Chmn, 
District  I,  Texas  Pediatric  Society, 

6303  S Park  Blvd,  Houston  77021 


Physical  Medicine  & Rehabilitation 

Title:  The  Heart 

Sponsor:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Location  of  Course:  Beasley  Audi- 
torium, Baylor  University  Medical 
Center,  Dallas 
Dates:  Sep  26-27,  1975 
Duration;  2 days 
Fee:  $10 

Designed  For:  Physiatrists;  Full  time 
specialty 

Teaching  Method;  Lecture 
Contact:  Dr.  George  J Race,  Dean, 

A Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave,  Dallas 
75246 


Plastic  Surgery 

Title:  Workshop  in  Soft  Tissue  Surgery 
Sponsors:  Otolaryngology  Training 
Program,  UT  Health  Science  Center, 
Dallas;  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery 
Location  of  Course:  UT  Health  Science 
Center,  Dallas 
Dates:  Seo  26-28,  1975 
Fee:  $100  for  residents;  $175  for  prac- 
ticing physicians 

Teaching  Methods:  Lecture,  panel, 
laboratory  sessions,  problem  case 
solving  sessions 
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Contact:  Dr.  Jack  P Gunter,  Program 
Coordinator,  Division  of  Otolaryn- 
gology, Suite  314,  8210  Walnut  Hill 
Lane,  Dallas  75231 


Psychiatry 

Title:  Psychotherapy  Seminar 

Sponsors:  Timberlawn  Foundation, 

Dallas:  LIT  Southwestern  Medical 

School  at  Dallas 

Location  of  Course:  Timberlawn 

Foundation,  Dallas 

Dates:  Sep  11,  1975-Jun  1,  1976 

Duration:  Intermittent;  35  weeks; 

35  days;  1 V2  hours 
Fee:  $350 

Designed  For:  Psychiatrists 
Enrollment:  Minimum,  10; 
maximum,  30 

Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 
Teaching  Methods:  Audiovisual  ma- 
terials, enrollee  observes  procedure, 
enrollee  performs  procedure,  lecture, 
open  question,  seminar,  television 
Contact:  Dr.  Jerry  M Lewis,  Dir  Of 
Training,  Timberlawn  Foundation, 
2750  Grove  Hill  Rd,  Dallas  75227 


Surgery 

Title:  Trauma 

Sponsors:  Continuing  Education  Divi- 
sion, UT  Medical  Branch,  Galveston; 
General  Surgery  Dept,  UT  Medical 
Branch,  Galveston 
Location  of  Course:  Holiday  Inn  of 
Galveston 

Dates:  Sep  11-12,  1975 

Duration:  Continuous;  2 days;  8 hours 

instruction  per  day 


Fee:  $60 

Designed  For:  General  practice  and 
part  time  specialty;  Full  time  specialty 
Enrollment:  Minimum,  25; 
maximum,  150 

Credit:  16  prescribed  hours,  AAFP 
Teaching  Methods:  Audiovisual  ma- 
terials, bedside  rounds,  clinical  con- 
ference, lecture,  open  question,  panel, 
seminar 

Contact:  NeKee  McNulty,  Admin  Asst, 
Continuing  Education  Division,  UT 
Medical  Branch,  8th  Floor,  John  Sealy 
Hospital,  Galveston  77550 


Other 

Title:  Application  of  Gas-Liquid  Chro- 
matography to  the  Clinical  Laboratory 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course;  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Sep  10-12,  1975 

Fee:  Entire  workshop,  lab  and  lecture, 

$150;  lecture  only,  $100 

Designed  For:  Physicians,  senior 

scientists,  laboratory  supervisors, 

technicians 

Credit:  20  hours.  Category  I,  AMA 
Physician’s  Recognition  Award;  Ameri- 
can Association  of  Clinical  Chemistry 
Teaching  Methods:  Lecture,  open  ques- 
tion, discussion,  visual  materials,  wet 
and  instrumental  laboratory  experi- 
ments 

Contact;  Continuing  Education  Services, 
UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio  78284 
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an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAI\/l/\  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg.; 
aluminum  hydroxide  dried  gel,  150  mg. 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly  ' 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustabfe  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  you  r Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ey 

LABORATORIES  ' 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


Get  well  card. 


At  the  hospital,  nothing  works  quite  as  well  as 
a Blue  Cross  and  Blue  Shield  membership  card. 

It  gets  you  in  fast.  And  out  even  faster. 

Call  your  nearby  Blue  Cross  and  Blue  Shield 
representative.  (And  be  sure  and  ask  him  about 
our  all-new  group  dental  plans.) 

You’ll  find  him  in  the  Yellow  Pages.  And  you’ll 
find  him  most  helpful. 


Registered  Mark 
3lue  Cross  Association 


Registered  Service  Mark 
)t  the  National  Association 
)f  Blue  Shield  Plans 


Information  for  authors 


Material  for  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  1801  North  Lamar  Blvd.,  Austin 
78701.  It  must  be  offered  solely  to  this  journal. 
Each  paper  is  reviewed  by  a consultant  specialist 
and  an  editorial  board,  and  is  accepted  or  rejected 
on  the  basis  of  its  individual  merit  and  the  avail- 
ability of  other  material. 

Manuscripts  s\f\ou\6  be  typed  double-spaced 
with  ample  margins  on  firm  paper.  Two  copies 
should  be  submitted,  and  the  author  should  keep 
a copy. 

The  title  should  include  the  words  most  suit- 
able for  indexing  the  article  in  “Index  Medicus,” 
should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  gram- 
matically with  the  main  title. 

The  author’s  names  and  degrees  should  follow 
the  title,  and  their  mailing  addresses  should  be 
listed  at  the  end  of  the  article. 

A concise  introductory  summary  is  required. 

The  text  should  be  narrative  with  complete 
sentences,  few  abbreviations,  and  logical  sub- 
heading. For  spelling  and  usage  the  editors  follow 
"Dorland’s  Illustrated  Medical  Dictionary,”  24th 
edition,  and  “Webster’s  Third  New  International 
Dictionary,  Unabridged.”  Quotations  must  give 
credit  to  both  author  and  source. 

Reference  lists  should  contain  in  this  order 
(1)  author’s  last  name,  initials,  (2)  title  of  article 
or  book,  (3)  name  of  journal,  (4)  volume  and  in- 
clusive page  numbers,  written  33:156-160,  (5) 
year.  For  books,  the  title  should  be  followed  by 
place  of  publication,  name  of  publisher,  and  year. 

Illustrations  should  be  black  and  white  draw- 
ings or  positive  photographs,  with  neat,  uniform, 
fairly  large  lettering.  A label  pasted  to  the  back 
of  each  illustration  should  indicate  its  number, 
top,  author’s  name,  and  title  of  article  in  brief. 
Legends  should  be  in  complete  sentences,  num- 
bered, and  typed  on  a separate  sheet.  Color 
illustrations  are  authorized  if  they  are  of  special 
value. 

Tables  should  be  typed  on  separate  sheets. 
Column  headings  should  show  points  of  simi- 
larity: side  headings,  points  of  difference. 

Permission  should  be  obtained  from  the  pub- 
lishers and  the  authors  for  any  previously  pub- 
lished material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations 
in  the  text  may  be  used  without  permission,  but 


should  be  quoted  exactly  with  the  source  credited 
in  the  bibliography.  Copies  of  permission  letters 
should  be  submitted  with  the  manuscript. 

All  material  is  subject  to  editing,  but  authors 
receive  typescripts  to  check  before  publication. 
Prompt  return  of  typescripts  to  Texas  Medicine 
office  avoids  delay  in  publication.  After  the  article 
is  sent  to  the  printer,  only  minimal  revision  may 
be  made. 

Reprints  are  available  directly  from  the  printer 
at  an  established  schedule  of  costs.  Authors 
automatically  receive  order  blanks  when  their 
articles  are  published. 

Editorials  should  be  prepared  in  the  same  gen- 
eral manner,  and  should  be  written  in  clear,  con- 
cise language.  They  should  be  300-500  words  in 
length  (about  two  to  three  pages  typed  with 
double  spacing.) 

Contributions \o  the  news  section  should  be 
sent  to  the  Editorial  Offices,  1801  N.  Lamar 
Blvd.,  Austin  78701. 

Letters 'n\\\  be  published  as  space  permits,  and 
at  the  discretion  of  the  Managing  Editor. 


PUBLICATION  INFORMATION 

Texas  Medicine  is  published  monthly  by  the  Texas 
Medical  Association. 

Contributions,  previously  unpublished,  are  welcomed 
for  review.  News  and  other  items  should  be  sent  to  the 
Editorial  Offices  four  weeks  prior  to  publication.  All 
contributions  are  sent  at  the  owner’s  risk. 

Scientific  Articles  are  reviewed  by  technical  and  spe- 
cialist consultants  and  are  selected  for  publication  in 
Texas  Medicine  by  the  Scientific  Publication  Commit- 
tee. which  is  appointed  by  the  Board  of  Publication. 
Editorials  and  other  articles  are  subject  to  review  by 
officers  of  the  Texas  Medical  Association,  appropriate 
expert  and  technical  consultants,  and  representatives 
of  county  medical  societies  when  in  their  purview. 

Scientific  Publication  Committee:  Joseph  M.  Abell,  Jr., 
MD,  Austin,  Chairman:  Robert  Askew,  MD,  Austin,  Vice- 
Chairman;  Ronald  P.  Boren,  MD,  Austin;  Ernest  C.  But- 
ler, MD,  Austin:  Jesse  D.  Cone,  MD,  Odessa;  C.  W. 
Daeschner,  MD,  Galveston;  George  A.  Gates,  MD,  San 
Antonio:  Francis  E.  McIntyre,  MD,  Austin;  Tracy  R. 
Gordy,  MD,  Austin;  R.  Maurice  Hood,  MD,  Austin;  Pax- 
ton H.  Howard,  Jr,  Temple;  Joseph  Lancaster,  MD, 
Austin;  Paul  C.  Peters,  MD,  Dallas;  Richard  S.  Ruiz, 
MD,  Houston:  H.  Irving  Schweppe,  Jr.,  MD,  Houston; 
Theodore  P.  Votteler,  MD,  Dallas. 

Publication  of  any  article  or  statement  is  not  to  be 
deemed  an  endorsement  of  the  views  expressed  there- 
in, nor  shall  publication  of  any  advertisement  be  con- 
sidered an  endorsement  of  or  approval  of  the  product 
or  service  involved. 
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NO  RON  IS 

BKMMULABLE. 


That’s  what’s  nice  about 
tNCREMIN  with  Iron  Syrup. 

It  really  tastes  okay. 

Now,  to  convince  yourself 
[hat  INCREMIN  with 
Iron  Syrup  makes  iron 
“bioavailable”  by  effec- 
tively delivering  it  to  the 
patient,  request  starter 
samples.  Also  available: 
Aprintof  thisoriginal 
artwork  (without  any 
text)  suitable  for  framing. 


Unless  the  kid  takes  it. 

Frivolous  observation? 
[Hardly.  The  medical  literature 
is  now  replete  with  data 
showing  that  25  to  50%  are 
[drug  defaulters.*  Adults.  Kids. 


Everything  is  for  naught  if 
the  kid’s  taste  buds  reject 
jthe  product. 


With 


Dietary  Supplement 


IRON  Syrup 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


Lederle  Laboratories 
Bldg.  140,  Room  104R 
Pearl  River,  N.Y.  10965 


□ Please  have  your  representative 
deliver  samples  of  INCREMIN  with 
Iron  Syrup. 


□ Please  send  print  suitable  for  framing. 


□ Please  send  bibliography  on  patient 
compliance  problems. 


Each  teaspoonful  (5  cc)  contains: 


Elemental  Iron 

(as  Ferric  Pyrophosphate) 

30  mg 

1-Lysine  HCI 

300  mg 

Thiamine  HCI  (B,) 

10  mg 

Pyridoxine  HCI  (B6) 

5 mg 

Vitamin  B12 

25  mcgm 

Sorbitol 

3.5  Gm 

Alcohol 

0.75% 

DOSAGE:  Prevention  of  iron-deficiency 
anemia— Children  and  Adults— 1 tsp.  (5  cc) 
daily. Treatment  of  iron-deficiency  anemia— 
Children:  1 tsp.  t.i.d.;  Adults:  1 tsp.  q.i.d. 


SUPPLY:  Bottles  of  4 fl.  oz.  and  1 6 fl.  oz. 
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Want  a list  of  relevant  references?  Please  use  the  coupon. 
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Alth()iis;h  a medical  scribe 
of  ancient  E^])t  first  made  reference  to  dia- 
betes  mellitns  in  man,  today,  nearly  4(XX)  years  later,  only 
meaner  specific  knowledge  exists  as  to  the  basic  cause  of  the 
disease.  Without  such  knowledge  it  has  been  possible  to 
provide  for  limited  control  only  after  diabetes  manifests 
itself  in  the  form  of  elevated  blood  y;lncose.  T he  possibility 
ol  |)revention  or  even  cure  of  diabetes,  however,  must  de- 
pend on  a full  understandiny;  of  the  genetic  defect  and/or 
delects  underlying;  the  disease.  Our  current  understanding 
of  diabetes  may  be  compared  to  our  former  understanding 
of  another  disease  of  metabolic  abnormality,  phenyl- 
ketonuria; only  when  the  genetic  lesion  of  that  di.sea.se  was 
di.scovered  did  it  become  possible  to  institute  current  pro- 
grams of  treatment. 


may,  over  the  next  several  years,  f 
have  significant  bearing  on  our  under-  f 
standing  of  diabetes  and,  hopefully,  on  j 
our  ability  to  control  it.  ' 


The  Chinese  Hamsters  i 

In  the  middle  fifties,  a group  study-  ' 
ing  cytogenetics  in  Chinese  hamsters  at 
the  Children’s  Hospital  Medical  Center,  j 
Boston,  Massachusetts,  discovered  that  certain  1 
^ ; W hamsters  develop  diabetes  spontaneously.  The 
Upjohn  Research  Group  obtained  some  of  these  ham- 
sters in  1962,  and  by  controlled  inbreeding,  succeeded  over, 
the  years  in  producing  large  numbers  of  diabetic  animals  for 
.study.  To  assure  continuity  of  the  research  in  the  event  of  a 
catastrophe,  duplicate  breeding  stock  of  all  the  inbred 
families  are  maintained  at  another  site.  The.se  are  the  only 
such  colonies  in  the  United  States  today.  In  the  course  of  the 
research,  Upjohn  has  cooperated  with  scientists  in  academic 


Normal  Chinese  hamster, 
pancreatic  tissue  Note  blue- 
stained  insulin  granules  which 
appear  within  the  beta  cells  of 
the  islet  of  Langerhans, 


ON  THE  FRONTIERS  OF  DIABETIC  RESEARCH... 

What  is  Diabetes? 


Basic  Diabetes  Research  at  Upjohn 

For  more  than  ten  years  the  Diabetes  and  Athero- 
sclerosis Research  Group  at  I'he  Upjohn  Com])any  (W.  F. 
Uulin,  Director;  Ci.  C.  Gerritsen;  M.  G.  Sorel;  A.  Y.  Chang) 
has  addressed  itself,  in  a series  of  unique  experiments,  to  the 
very  basic  question : What  is  diabetes?  As  with  all  such  funda- 
mental re.search,  practical  results  are  slow  in  coming  and  the 
work  of  the  Group  has  at  times  raised  more  questions  than 
it  has  been  able  to  an.swer.  It  appears  now,  however,  that  the 
re.search  is  moving  toward  important  conclusions  wdiich 


Diabetic  Chinese  hamster, 
pancreatic  tissue.  Insulin 
granules  are  almost  totally 
absent.  Though  beta  cells  are 
present,  there  is  some  de- 
granulization  and  vacuoliza- 
tion. The  diabetic  process  is 
similar  to  that  observed  in 
human  pancreatic  tissue. 


I 


c'CMiters,  both  in  America  and  al)road,  in  c'arions  spc-cialized 
studies.  When  jxxssible,  these  scientists  have  come  to  work  fol- 
ia time  in  l^pjohn  laboratories.  In  otlier  case's,  sjx'cially  se- 
lected hamstc'rs  were  transported  to  outside  research 
facilities. 

Closer  to  Man 

! 

: While  other  sjX'cies  besides  man  develop  diabetes 

spontaneouslv,  the  Chinese  hamster  appears  to  he  the  best 
slalxiratoiA'  animal  model  to  study,  since  its  disease  is  re- 
Imarkahlv  similar  to  diabetes  in  man.  Chine.se  hamster  dia- 
jbetes,  like  human  diabetes,  is  a comple.x  disease.  Like 
I humans,  the  hamsters  have  more  than  one  variety  of  di- 
abetes, including  the  juvenile,  insulin-dependent  type  as 
well  as  the  maturity-on.set  type.  They  also  develop  jiatho- 
, lo;a,ical  lesions  in  the  retina,  kidney,  and  peripheral  nerv'es, 
as  do  human  diabetics. 

I Diabetes  is  as  complicated  genetically  in  hamsters  as  it 
[is  in  man.  Lhe  type  and  severitv  of  the  disease  appears  to  van' 
with  the  number  of  genes  imolved.  Fortunately,  genetic 
analysis'  can  progress  faster  in  the  hamster  since  two  or 
three  generations  can  be  produced  per  year. 

I Hamsters  with  Diabetic  Genes  Overeat 

j Perhaps  one  of  the  most  significant  obsen'ations  is 
ithat  hamsters  with  diabetic  genes  have  significantlv  in- 
jereased  food  consumption  prior  to  development  of  clinical 
Isigns  of  diabetes.  Further,  if  the  animal  with  diabetic  genes 
twere  limited  to  a normal  amount  of  food,  onset  of  diabetes 
I could  be  delayed  and  reduced  in  severity,  and  the  animal 

I could  have  a normal  life  span  of  .34-35  months.  Those 
animals  that  develop  the  clinical  .symptoms  have  a shorter 
life  span,  which  varies  with  the  .severity  of  the  disease.  Inter- 
I estingly,  decreases  in  the  incidence  of  human  diabetes  were 


Peripheral  diabetic  neuro- 
pathy. Top  photo,  Chinese 
hamster;  bottom  photo,  58- 
year-old  diabetic  man.  The 
encirclement  of  myelinated 
nerve  fibers  by  thin  Schvzann 
cell  processes,  indicated  by 
arrows.  Is  a cellular  reaction 
to  chronic  demyelination,  and 
IS  a characteristic  finding  in 
this  condition  in  both  man  and 
the  Chine.se  hamster. 


noted  during  tbe  siege  of  Paris  in  1870,  and  during  and 
immediately  after  Woild  War  II  in  Europe.  It  has  been 
postulated  that  decreased  food  intake  during  the.se  perirxls 
may  have  delayed  the  onset  of  the  disease  or  reduced  its 
severity  to  a point  where  hyperglycemia  did  iu)t  appear. 


Implications  for  the  Future 

Fhe  purpo,se  ol  the  Upjohn  Research  (Iroup  is  to 
attempt,  through  its  work  with  the  Chinese  hamsters,  to  find 
the  basic  genetic  lesion  or  lesions  as.sociated  with  diabetes. 
Such  knowledge  could  j^rovide  the  information  necessary 
to  jn  edict  the  di.sea.se  in  humans,  to  define  its  e.xact  mode  of 
inheritance,  and  to  initiate  studies  aimed  at  correcting  the 
defect  or  defects.  Hopefully,  it  will  eventually  be  possible  to 
devise  methods  to  prevent  the  development  of  the  abnor- 
malities as,sociated  with  the  disease,  if  the  defect  or  defects 
can  be  corrected.  Such  methods  may  replace  all  treatment 
in  u.se  today. 

Already,  a beginning  has  been  made  in  the  establish- 
ment of  programs  to  apply  the  information  gained  from  the 
hamster  research.  Fhe  Upjohn  Group  is  currently  working 
with  pediatric  endocrinologists  in  an  attempt  to  define  the 
genetics  of  human  diabetes  and  to  confinn  retrospectively 
whether  the  discoveries  concerning  dietaiy  manipulation 
in  genetically  diabetic  hamsters  can  be  applied  to  humans. 
Should  the  results  of  the.se  investigations  be  positive,  and  if 
it  becomes  possible  through  further  work  w-ith  the  hamsters 
to  identify  prediabetic  humans  before  they  develop  signs  of 
the  di.sea.se,  an  enormous  stride  will  have  been  made.  Even 
though  the  investment  in  this  research  is  made  with  no 
g-uarantee,  this  risk  must  be  undertaken. 

Note:  For  bibliography  of  published  jiapers,  please  write  to  W.  E. 
Dulin,  PhD,  I'pjohn  Diabetes  and  .Xtberosclerosis  Research  Group, 
7241-2.5-9,  Kalamazoo,  Michigan  49001. 


DEDICATED  TO  HEALTH  CARE 


Meetitig  mankind’s  health  needs  is  a 
primary  commitment  of  The  Llpjohn 
Company.  This  commitment  is  fulfilled 
not  only  through  the  production  of 
today’s  jthannaceuticals,  but  even  more 
importantly,  throitgh  a continuing 
dedication  to  research  and  development 
of  programs  directed  at  discovery  of  the 
therajty  and  therapeutic  approaches  of 
the  future. 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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ANFRICANS 

CaseyJones  was  a bug  on 
punctuality— some  even  set 
their  watches  by  his 
train’s  whistle. 


Just  get  me  to  the  station  on  time.  For  200  years,  Americans  have  been 
in  a hurry.  But  some  things  just  don’t  happen  on  schedule— like  bowel 
movements  in  a constipated  patient.  And  for  200  years,  Americans  have  dealt 
with  this  problem  in  a variety  of  ways— and  with  varying  degrees  of  success. 


Now  there’s  Modane?  One  tablet  with  the  evening  meal  provides  comfortable 
laxation  in  the  morning . . .for  postoperative,  pregnant,  or  geriatric  patients. 
Because  it’s  reliable.  Because  it’s  predictable.  Because  it’s  gentle. 


MODANE 

LAXATIVE  TABLETS 


WARREN-TEED 

pharmaceuticals  incorporated 

SU8SI0IARV  OF  ROHM  AND  MAAS  COMPAMT 

COLUMeUS.OHiO  <33515 
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1U11HU&/  Vj1V1\^  CFICII^  l^UT 

Mark  I\^  Cadillac^  Nova;.  Me 

Electra^  Camaro^  Pintos  Mali 
Thunderbiid^  Dait^  Cornet^  < 
Duster^  Mercedes-Benz^  For 
Cutlass^  Rambler^  Torino^  Gi 
, Vega^  Montego^  Pantera^  Rc 

V Grand  Prix^  ChevellC;,  Imp< 
Maverick^  Impala^  Astre^  Pa< 
\udi^  PickupS;^  Wagons^  Alfa 
Gremlins,  Riviera,  LUV,  Vol’ 

All  available  through  the  Texas  Medical  Association  Automobile  Lease  Program. 

For  complete  details,  return  coupon  or  call  John  Young  or  Perry  Perkins  at 
(713)777-3816. 

1 

©Texas  Medical  Association 

Automobile  Lease  Program 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701  ! 

I I am  interested  in  receiving  more  information  regarding  vehicle  leasing  through  my  TMA  membership.  j 

1 Name [ 

j Address [ 

j City State Zip j 

I Phone. Best  time  to  call:  1 


Tvoe  of  vehiclelsl  I'm  interested  in 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  fm 
and/or  severity  of  grand  mal  seizu 
require  increased  dosage  of  stand; 
convulsant  medication;  abrupt  wit 
may  be  associated  with  temporary; 
crease  in  frequency  and/or  severit 
seizures.  Advise  against  simultane 
gestion  of  alcohol  and  other  CNS  d 
sants.  Withdrawal  symptoms  (sim 
those  with  barbiturates  and  alcohc 
occurred  following  abrupt  disconti 
(convulsions,  tremor,  abdominal  a 
cle  cramps,  vomiting  and  sweating 
addiction-prone  individuals  under 


wording  to  her  major 
ms,  she  is  a psychoneu- 
itient  with  severe 
. But  according  to  the 
tion  she  gives  of  her 
5,  part  of  the  problem 
und  like  depression, 
[because  her  problem, 

'h  primarily  one  of  ex- 
anxiety, is  often  accom- 
by  depressive  symptom- 
^ Valium  (diazepam) 
•vide  relief  for  both— as 
essive  anxiety  is  re- 
the  depressive  symp- 
;sociated  with  it  are  also 
dieved. 

ere  are  other  advan- 
i using  Valium  for  the 
ement  of  psychoneu- 
ixiety  with  secondary 
sive  symptoms:  the 
therapeutic  effect  of 
1 is  pronounced  and 
This  means  that  im- 
lent  is  usually  apparent 


in  tne  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


)Mum; 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


ance  because  of  their  predisposi- 
labituation  and  dependence.  In 
icy,  lactation  or  women  of  child- 
; age,  weigh  potential  benefit 
possible  hazard. 

tions:  If  combined  with  other  psy- 
)ics  or  anticonvulsants,  consider 
ly  pharmacology  of  agents  em- 
drugs  such  as  phenothiazines, 
cs,  barbiturates,  MAO  inhibitors 
ler  antidepressants  may  potentiate 
)n.  Usual  precautions  indicated  in 
s severely  depressed,  or  with  latent 
sion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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/ Nutley,  New  Jersey  07110 
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INTERNAL  MEDICINE 

Allergy 

C.  W.  Ewing,  M.D.,  FA.C.A. 
Arthritis  and  Rheumatic  Diseases 

J.  W.  Kemper,  M.D.,  F.A.C.P. 

M.  S.  Fischer,  M.D. 

Cardiology 
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Gastrointestinal  Diseases,  Gastroscopy 
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P.  S.  Bentlif,  M.D.,  F.A.C.P. 
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J.  B.  Bart,  M.D.,  F.A.C.P. 


Infectious  Diseases 
S.  Riggs,  M.D.,  F.A.C.P. 

Nuclear  Medicine 
D.  E.  Mouton,  M.D. 

Occupational  Health  Services 
M.  B.  Johnston,  M.D.,  F.A.C.Pr.M. 
F.  A.  Goss,  M.D. 

A.  M.  Wyss,  M.D.,  F.A.C.Pr.M. 

Pulmonary  Diseases 
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DERMATOLOGY 

W.  M.  Fraser,  M.D.,  F.A.A.D. 
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GENERAL  & THORACIC  SURGERY 

W.  D.  Seybold,  M.D.,  F.A.C.S. 
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NEUROLOGY 
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OBSTETRICS  & GYNECOLOGY 
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OTOLARYNGOLOGY 

J.  C.  Dickson,  M.D.,  F.A.C.S. 

J.  L.  Smith,  M.D.,  F.A.C.S. 

PATHOLOGY 

R.  A.  Jordan,  M.D.,  F.A.S.C.P. 

PEDIATRICS 

Rheumatology 

E.  J.  Brewer,  Jr.,  M.D.,  F.A.A.P. 
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C.  W.  Ewing,  M.D.,  F.A.A.P. 
Gastroenterology 
G.  D.  Ferry,  M.D.,  F.A.A.P. 
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F.  M.  Fry,  M.D. 
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J.  W.  Orr,  D.D.S. 
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TEXAS  MEDICIN 


COMING 

MEETINGS 


FUNDAMENTALS  OF  HYPNOSIS  WORKSHOP  COURSE 

The  Department  of  Psychiatry,  Baylor  College  of  Medicine,  will 
present  a workshop  on  the  fundamentals  of  hypnosis  Aug  9, 
1975,  at  the  Marriott  Motor  Hotel,  Houston.  The  objective  of 
the  course  is  to  furnish  registrants  an  opportunity  to  learn  basic 
hypnotic  techniques  applicable  to  areas  of  one’s  professional 
practice.  Emphasis  will  be  placed  on  gaining  familiarity  with 
the  various  aspects  of  hypnotic  induction  and  specific  applica- 
tions of  hypnosis.  Included  in  the  discussion  will  be  theories,  defin- 
itions, hypnotizability,  principles  of  suggestion,  induction  tech- 
niques, therapeutic  application  of  hypnosis,  dangers  and  mis- 
conceptions. In  addition  to  lecture  and  demonstration,  the  focus 
will  be  on  active  participation  in  practice  sessions.  Attendance 
is  restricted  to  physicians,  psychologists  and  dentists.  This  con- 
tinuing medical  education  offering  meets  the  criteria  for  6% 
hours  of  credit  in  Category  I for  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association,  and  is  acceptable 
for  6^/2  prescribed  hours  by  the  American  Academy  of  Family 
Physicians.  Maximum  enrollment  for  the  course  will  be  100. 
Therefore,  early  registration  is  recommended.  Registration  fee 
is  $100.  There  will  be  a $10  administrative  fee  for  cancellation 
of  registration  received  between  Jul  25  and  Aug  8. 

Contact:  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston  77025. 

AMERICAN  MEDICAL  ASSOCIATION,  TEXAS  MEDICAL 
ASSOCIATION 

Effective  in  December,  1975,  skilled  nursing  facilities  in  the 
United  States  will  be  required  to  have  a full  or  part  time  medi- 
cal director.  A symposium  on  the  role  of  medical  director  in 
skilled  nursing  facilities,  sponsored  by  the  AMA  and  the  TMA, 
will  be  held  at  the  Sheraton-Crest  Hotel,  Austin,  Aug  23-24, 
1975.  The  symposium,  in  the  form  of  a regional  seminar,  is  pre- 
sented in  cooperation  with  the  Texas  Nursing  Homes  Associa- 
tion, Texas  Association  of  Homes  for  the  Aging,  Texas  Nurses 
Association,  and  American  College  of  Nursing  Home  Adminis- 
trators. A registration  fee  of  $25  will  be  charged. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ASSOCIATION  OF  FOUN- 
DATIONS FOR  MEDICAL  CARE,  San 
Francisco,  Aug  9-13,  197B.  Fifth  annual 
general  session  and  house  of  delegates, 
combined  with  annual  educational  session 
of  American  Association  of  Professional 
Standards  Review  Organization.  Program 
of  general  session  includes  discussion  on 
national  health  insurance.  National  Health 
Resources  and  Development  Act,  PSRO 
and  FMC-sponsored  health  care  delivery 
systems  and  FMCs  as  individual  practice 
associations.  Registration  fees:  $2B  for 
designated  delegates  to  the  house.  $50  for 
other  AAFMC  and  AAPSRO  members,  $100 
for  non-members.  Contact:  PO  Box  230, 
Stockton,  Calif  O.BZOl. 


AMERICAN  COLLEGE  OF  PHYSICIANS, 
Vail,  Colo,  Aug  18-21,  1976.  Four-day  post- 
graduate course  entitled  Laboratory  Medi- 
cine: Clinical  Applications.  Held  in  con- 
junction with  Dept  of  Pathology.  Univer- 
sity of  Colorado  School  of  Meelicine,  and 
Colorado  Assocation  for  Continuing  Medi- 
cal Laboratory  Education,  Inc.  Office  prac- 
tice of  laboratory  medicine  and  topics  re- 
lating to  problems  clinicians  may  encounter 
in  applying  laboratory  tests  in  hospital  or 
office  care  of  patients.  Category  I,  American 
Medical  Association  Physician's  Recogni- 
tion Award.  Contact:  Registrar,  Postgrad- 
uate Courses,  ACP,  4200  Pine  St,  Phila- 
delphia 19104. 

AMERICAN  HOSPITAL  ASSOCIATION, 
Chicago,  Aug  18-21,  1975.  74th  Annual  Con- 
vention, meeting  with  Tri-State  Hospital 
Assembly  at  McCormick  Place.  Speakers 
include  Rep  Daniel  D Rostenkowski,  Dem, 
111,  chairman.  Health  Subcommittee  of 
Hoiise  Ways  and  Means  Committee;  Rep 
Paul  G Rogers,  Dem,  Fla:  Walter  J Mc- 
Nerney,  president.  Blue  Cross  Association; 
Harry  Reasoner,  ABC-TV  news  anchor- 
man. Educational  programming  in  the  clin- 
ical disciplines  involving  medical  tech- 
nology; occupational,  ])hysical  and  respira- 
tory therapy:  radiologic  technology.  Con- 
tact; 840  N Lake  Shore  Dr,  Chicago  60611. 


Contact:  Mrs.  Betty  Afflerbach,  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin  78701. 


For  other  courses  and  symposiums,  sw 
Continuing  Education  Courses,  pp  28-30. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


OTHER  AUGUST  MEETINGS 

AMERICAN  ACADEMY  OF  CLINICAL  TOXICOLOGY, 
Kansas  City,  Mo,  Aug  8-10,  1976.  LTC  Walter  J Decker, 
MSC,  US  Army  Medical  Laboratory,  Fort  Sam  Houston, 
San  Antonio  78234. 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  Aug 
18-21,  1976.  840  N Lake  Shore  Dr,  Chicago  60611. 

AMERICAN  ASSOCIATION  OF  FOUNDATIONS  FOR 
MEDICAL  CARE,  San  Francisco,  Aug  8-13,  1976.  PO 
Box  230,  Stockton,  Calif  96201. 

AMERICAN  RHINOLOGIC  SOCIETY,  Kansas  City,  Mo, 
Aug  17-23,  1976.  Dr.  Pat  A Barelli,  Sec,  4177  Broadway, 
Kansas  City,  Mo  64111. 

ASPEN  MUSHROOM  CONFERENCE.  Aspen.  Colo,  Aug 
11-16,  1976.  Registration  Division,  3300  S Wabash  Court, 
Denver  80231. 

ASSOCIATION  OF  PHILIPPINE  PRACTICING  PHYS- 
ICIANS IN  AMERICA,  San  Francisco,  Aug  14-17, 
1976.  Lucito  G Gamboa,  Exec  Dir,  36  Bradford  Lane, 
Oak  Brook,  111  60621. 

INSTITUTE  OF  GERONTOLOGY,  Ann  Arbor,  Mich, 
Aug  13-16,  1976.  Conference  Coordinator,  Institute  of 
Gerontology,  University  of  Michigan,  643  Church  St, 
Ann  Arbor,  Mich  48104. 

NATIONAL  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla,  Aug  10-16,  1976.  Dr.  E Leon  Cooper,  Acting  Exec 
Dir,  2109  East  St  NW.  Washington,  DC  20037. 


SEPTEMBER 

AMERICAN  ASSOCIATION  OF  ELECTROMYOGRA- 
PHY AND  ELECTRODIAGNOSIS.  Rochester,  Minn. 
Sep  21-24,  1976.  Dr.  W C Wiederholt,  Sec-Treas,  7010 
Via  Valverde,  La  Jolla,  Calif  92037. 

AMERICAN  MEDICAL  ASSOCIATION  CONGRESS  ON 
OCCUPATIONAL  HEALTH,  Cincinnati,  Sep  29-30,  1976. 
Dept  of  Environmental,  Public  and  Occupational  Health, 
636  N Dearborn  St,  Chicago  60610. 

■ AMERICAN  ASSOCIATION  OF  OPTHALMOLOGY. 
Dallas,  Sep  20-26,  1975.  LA  Zupan,  Exec  Sec,  1100  17th 
St  NW,  Washington,  DC  20036. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Atlanta,  Sep 
30-Oct  3,  1976.  Dr.  James  F Martin,  Sec  and  Exec  Off, 
300  S Hawthorne  Rd,  Winston-Salem,  NC  27103. 

INTERNATIONAL  COLLEGE  OF  PSYCHOSOMATIC 
MEDICINE,  Rome/Sicily,  Sep  16-29,  1976.  Dr.  Adam  J 
Krakowski,  Sec,  210  Cornelia  St,  Suite  103,  Plattsburg, 
NY  12901. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY.  Lub- 
bock, Sep  13,  1975.  Mrs.  Carlie  Umphres,  Exec  Sec,  Box 
3276,  Amarillo  79106. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS, 
Houston,  Sep  13-17,  1976.  Donald  C Jackson,  Exec  Off, 
1906  N Lamar,  Austin  78706. 

■ TEXAS  PEDIATRIC  SOCIETY.  Houston.  Sep  25-27, 
1976.  Miss  Mary  E Greene,  Admin  Asst,  1801  N Lamar 
Blvd,  Austin  78701. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Corpus 

Christ!,  Sep  20-21,  1976.  Mrs.  Mary  Jones,  1906  N 

Lamar,  Austin  78705. 


AMERICAN  ACADEMY  FOR  CEREBRAL  PALSY,  New 
Orleans,  Sep  24-28,  1976.  James  E Bryan,  Exec  Sec, 
1266  New  Hampshire  Ave  NW,  Suite  1030,  Washington, 
DC  20036. 

■ AMERICAN  ACADEMY  OF  OPHTHALMOLOGY 
AND  OTOLARYNGOLOGY,  Dallas,  Sep  21-26,  1976.  Dr. 
C M Kos,  Exec  Sec-Treas,  16  Second  St  SW,  Rochester, 
Minn  66901. 


OCTOBER 

AMBULANCE  SOCIETY  OF  AMERICA.  Omaha,  Oct 
9-10,  1976.  230  E 6th  St,  St.  Paul  65101. 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
Chicago,  Oct  6-9,  1976.  1740  W 92nd  St,  Kansas  City, 
Mo  64114. 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMU- 
NOLOGY AND  ALLERGY,  Palm  Springs.  Calif,  Oct 
16-19,  1976.  PO  Box  912,  DTS,  Omaha  68101. 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY 
THERAPY,  Anaheim.  Calif,  Oct  31-Nov  6,  1976.  7411 
Hines  Place,  Dallas  76236. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS.  Ana- 
heim, Calif,  Oct  26-30,  1976.  Dr.  A Softer,  Exec  Dir, 
911  Busse  Hwy,  Park  Ridge,  111  60068. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSI- 
CIANS, Las  Vegas,  Nev,  Oct  7-9,  1976.  AE  Auer,  Exec 
Off,  241  E Saginaw,  East  Lansing,  Mich  48823. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct  13-17,  1976.  66  E Erie  St.  Chicago  60611. 

■ AMERICAN  DIETETIC  ASSOCIATION,  San  Antonio, 
Oct  20-24,  1976.  Clara  Zempel,  RD,  Exec  Dir,  430  N 
Michigan  Ave,  Chicago  60611. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SO- 
CIETY, Mexico  City,  Oct  16-18,  1976.  Mrs.  Margaret  H 
Henry,  Exec  Off,  4137  Erie  St,  Willoughby,  Ohio  44094. 

AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Hono- 
lulu. Oct  27-31,  1976.  20  S Quaker  Lane,  Alexandria, 
Va  22313. 

AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  SUNLIGHT  AND  HEALTH,  New  York,  Oct  20-21, 
1976.  Dept  of  Drugs,  636  N Dearborn  St,  Chicago  60610. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  Miami 
Beach,  Fla,  Oct  12-17,  1976.  Mrs.  Mary-j  Waterstraat, 
RRA,  Exec  Dir,  211  E Chicago  Ave,  Chicago  60611. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE, 
Portland,  Ore,  Oct  3-4,  1975.  636  Central  Tower  Bldg, 
703  Market  St,  San  Francisco  94103. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  Toronto,  Oct  19-24,  1976. 

D F Whaley,  CAE,  Exec  Off,  29  E Madison,  Chicago 
60602. 

■ ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  Dallas,  Oct  13-16,  1976. 

Dr.  Chester  E Cook,  Pres,  PO  Box  2699,  Dallas  78421. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  San  Francisco,  Oct  8-11,  1975.  Mrs.  Virginia 
E Bryant,  Exec  Sec,  333  W Thomas  Rd,  Suite  #207, 
Phoenix,  Ariz  85013. 
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PURDUE  DEFIBRILLATION  CONFERENCE,  Lafayette, 
Ind,  Oct  1-3,  1976,  Division  of  Conferences  and  Continua- 
tion Services,  Stewart  Center,  Purdue  University,  West 
Lafayette,  Ind  47907, 

SOCIETY  FOR  CLINICAL  AND  EXPERIMENTAL 
HYPNOSIS,  Chicago,  Oct  7-12,  1976.  Mrs.  Marion  Kenn, 
Admin  Sec.  206  W End  Ave,  Apt  IP,  New  York  10023. 

■ SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Houston, 
Oct  4-7,  1976.  A S Brentwell,  Exec  Off,  PO  Box  10387, 
Raleigh.  NC  27606. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Fort  Worth, 
Oct  17-18,  1976.  Dr.  William  F Spilier,  6000  Montrose, 
Suite  110,  Houston  77006. 

■ TEXAS  DISTRICT  BRANCH  OF  AMERICAN  PSY- 
CHIATRIC ASSOCIATION,  Austin,  Oct  31-Nov  2,  1976. 
Dr.  Tracy  Gordy,  404  Medical  Park  Tower,  Austin  78706. 

■ TEXAS  MEDICAL  ASSOCIATION,  Fall  Conference  and 
House  of  Delegates,  Austin,  Oct  3-5,  1975.  C Lincoln  Willis- 
ton.  Exec  Dir,  1801  N Lamar  Blvd,  Austin  78701. 

WORLD  MEDICAL  ASSOCIATION,  Tokyo,  Oct  5-11, 
1976.  Miss  Margaret  L Natwick,  Exec  Off,  10  Columbus 
Circle,  New  York  10019. 


NOVEMBER 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Atlanta,  Nov  16-21,  1976. 
Creston  C Herold,  Exec  Off,  30  N Michigan  Ave,  Chi- 
cago 60602. 

AMERICAN  ASSOCIATION  OF  GYNECOLOGICAL 
LAPAROSCOPISTS,  Las  Vegas,  Nev,  Nov  20-23,  1976. 
Dr.  Jordan  M Phillips,  Pres,  11239  S Lakewood  Blvd, 
Downey,  Calif  90241. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Boston,  Nov  16-21,  1975.  Joseph  J 
Garvey,  Exec  Off,  2317  W Jefferson  St,  Joliet,  111 
60435. 

AMERICAN  CANCER  SOCIETY,  INC,  New  York,  Nov 
6-7,  1976.  Lane  W Adams,  Exec  Off,  219  E 42nd  St, 
New  York  10017. 

AMERICAN  COLLEGE  OF  PREVENTIVE  MEDICINE, 
Chicago,  Nov  16-17,  1976.  Ward  Bentley,  Exec  Dir,  801 
Old  Lancaster  Rd,  Bryn  Mawr,  Pa  19010. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE, Atlanta,  Nov  16-21,  1976.  Creston  C Herold,  Exec 
Dir,  30  N Michigan  Ave,  Chicago  60602. 

AMERICAN  FRACTURE  ASSOCIATION,  Bal  Harbour, 
Fia,  Nov  16-20,  1975.  Dr.  HW  Wellmerling,  See-Gen, 
600  Livingston,  Bloomington,  111  61701. 

■ AMERICAN  HEART  ASSOCIATION,  Dallas,  Nov 
18-22,  1976.  WW  Moore,  Exec  Off,  44  E 23rd  St.  New 
York  10010. 

AMERICAN  MEDICAL  ASSOCIATION,  Honolulu,  Nov 
29-Dec  4,  1976.  636  N Dearborn,  Chicago  60610. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION, 
Tucson,  Ariz,  Nov  6-9,  1976.  Lorraine  Loesel,  Exec 
Off,  1740  Broadway,  New  York  10019. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Chi- 
cago, Nov  16-20,  1975.  Dr.  WH  McBeath,  Exec  Dir, 
1015  18th  St  NW,  Washington,  DC  20036. 


AMERICAN  SOCIETY  OF  CYTOLOGY.  San  Juan,  PR, 
Nov  6-8,  1976.  Dr.  Warren  R Lang,  Sec-Treas,  Health 
Sciences  Center,  130  S 9th  St,  Suite  1006,  Philadelphia 
19107. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Washington,  DC,  Nov  1-6,  1976.  Dr.  John  AD  Cooper, 
Pres,  One  Dupont  Circle,  NW,  Washington,  DC  20036. 

CONGRESS  OF  RADIOLOGY,  Manila,  Philippines, 
Nov  10-14,  1976.  The  Institute  for  Continuing  Educa- 
tion, PO  Box  11083,  Richmond,  Va  23230. 

NATIONAL  CONFERENCE  ON  PHYSICIANS, 
SCHOOLS  AND  COMMUNITIES,  Chicago,  Nov  20-21, 
1975.  535  N Dearborn,  Chicago  60610. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov  30-Dec  6,  1976.  Adele  Swenson,  Exec  Dir, 
One  MONY  Plaza,  Syracuse,  NY  13201. 

SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla,  Nov  16-19,  1976.  Mr.  Robert  F Butts,  Exec  Dir, 
2601  Highland  Ave,  Birmingham,  Ala  36206. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Nov  4-6,  1975.  RM  Todd,  Sec,  8226  Douglas,  Dallas 
75225. 

■ TEXAS  MEDICAL  ASSOCIATION,  House  of  Delegates, 
Austin,  Nov  8-9,  1975.  C Lincoln  Williston,  Exec  Dir,  1801 
N Lamar  Blvd,  Austin  78701. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Fort  Worth,  Nov  7-8.  1976.  Dr. 
Bland  Schwarting,  Pres,  304  Medical  Professional  Bldg, 
San  Antonio  78212. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  San 
Francisco,  Dec  6-11,  1976.  Dr.  John  M Shaw,  Sec-Treas 
and  Exec  Off,  1116  S Fifth  Ave,  Tacoma,  Wash  98406. 

■ AMERICAN  SOCIETY  OF  HEMATOLOGY,  Dallas, 
Dec  6-9,  1976.  Charles  B Slack.  Inc,  6900  Grove  Rd, 
Thorofare,  NJ  08086,. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  Hono- 
lulu, Dec  6-9,  1976.  Dr.  Jesse  L Ray,  1616  N Lake  Shore 
Dr,  Chicago  60610. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.  Dec  8-10,  1976.  Dr.  WD  Warren,  Sec,  Emory  Uni- 
versity, Atlanta  30033. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec  4-6,  1976.  Dr.  Robert  D Bone,  Sec-Treas, 
Box  841,  Corsicana  76110. 


JANUARY,  1976 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, New  Orleans,  Jan  30-Feb  4,  1976.  Dr.  CV 
Heck,  430  N Michigan  Ave,  Chicago  60611. 

AMERICAN  SOCIETY  FOR  SURGERY  OF  THE  HAND, 
New  Orleans,  Jan  28-30,  1976.  Dr.  JA  Boswick,  Jr, 
Sec-Treas,  4200  E 9th  St,  Box  2414,  Denver  80220. 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Snow- 
mass,  Colo,  Jan  24-31,  1976.  Donald  C Jackson,  Exec 
Dir,  1905  N Lamar  Blvd,  Austin  78706. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  Fort  Worth, 
Jan  23-25,  1976.  Iris  Wenzei,  1801  N Lamar  Blvd,  Aus- 
tin 78701. 
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One  contains  aspirm. 
One  doesn’t. 


Darvocet-N^’  100 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Darvon^ 

G>mpound-65 

65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  rng.  phenacetin, 
and  32.4  mg.  caffeine 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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Pneumoperitoneum  associated  with 
splenic  infarction 

and  superimposed  clostridial  infection 

M.  Rittenhouse,  MD;  J.  Kruse,  MD;  and  A.  B.  Cruz,  Jr.,  MD,  MS  (Surg) 


From  the  Department  of  Surgery,  The  University 
of  Texas  Health  Science  Center,  San  Antonio, 
Texas. 

A 53-year-old  Mexican-American  man  was 
admitted  with  signs  and  symptoms  of  an 
acute  abdominal  disorder  associated  with 
pneumoperitoneum,  which  was  observed 
on  the  roentgenogram  of  the  chest  made 
at  the  time  of  admission.  Exploratory  lapa- 
rotomy did  not  reveal  any  perforations  of 
the  hollow  viscus.  Instead  a necrotic 
spleen  surrounded  by  a foul-smelling  sero- 
sanguinous  fluid  was  found.  Bacteriologic 
studies  done  on  specimens  from  both  the 
necrotic  spleen  and  fluid  revealed  gram- 
positive bacilli,  and  gas-forming  clostridial 
organisms  grew  in  culture  media.  Fol- 
lowing removal  of  the  necrotic  spleen,  the 
patient  was  given  massive  dosages  of  pen- 
icillin and  had  an  uneventful  postoperative 
course.  The  case  illustrates  a rare  cause 
for  pneumoperitoneum,  and  review  of  the 
literature  emphasizes  the  proper  manage- 
ment of  pneumoperitoneum  in  general,  in- 
cluding that  secondary  to  clostridial  infec- 
tion. 

In  cases  of  acute  abdominal  disorder,  the 
finding  of  free  air  in  the  peritoneal  cavity 
on  roentgenograms  of  the  abdomen  in  the 
course  of  diagnostic  workup  before  explor- 
atory laparotomy  or  peritoneal  lavage  usu- 
ally signifies  a perforation  somewhere 
alongthe  gastrointestinal  small  tract.  Ex- 
cluding postoperative  and  artificial  pneu- 
moperitoneum, intraperitoneal  free  air  re- 
sults from  a perforation  of  a hollow  vis- 
cus in  about  90%  of  the  cases.  Such  pa- 
tients develop  signs  and  symptoms  of  ac- 
companying peritonitis.  The  remaining 
10%  are  lumped  into  a category  frequent- 
ly called  “idiopathic  pneumoperitoneum,’’ 
unusual  cases  in  which  no  gross  perfora- 
tion is  evident  and  peritonitis  may  or  may 


not  be  a presenting  feature. ^ Pneumoperi- 
toneum following  abdominal  surgery, 
paracentesis  abdominis,  and  insufflation 
of  the  fallopian  tubes  is  iatrogenic  and  usu- 
ally is  not  pathologically  significant. 

Case  Report 

A 53-year-old  Mexican-American  man  was 
admitted  to  Bexar  County  Hospital  on  Oct 
17,  1972,  shortly  after  a sudden  onset  of 
intense,  constant  pain  in  the  left  lower 
quadrant  of  the  abdomen.  He  had  two  epi- 
sodes of  emesis  before  admission  but  they 
were  not  associated  with  signs  of  upper 
gastrointestinal  bleeding.  The  patient  had 
a normal  bowel  movement  the  day  before 
admission  and  denied  any  history  of  diar- 
rhea, constipation,  or  melena.  Except  for 
an  appendectomy  in  1940,  the  patient  had 
no  history  of  gastrointestinal  disorders.  A 
history  of  congestive  heart  failure,  hyper- 
tension, adult  onset  diabetes  mellitus,  lead 
intoxication,  and  a cerebral  vascular  acci- 
dent was  obtained.  All  of  these  had  re- 
ceived adequate  medical  treatment.  There 
was  no  history  of  abdominal  trauma  imme- 
diately preceding  the  onset  of  abdominal 
pain.  While  the  patient  was  under  observa- 
tion and  undergoing  diagnostic  workup, 
the  pain  became  worse  and  progressed  un- 
til it  involved  the  entire  left  side  of  the 
abdomen. 

Physical  examination  revealed  a 177 
cm  (5  ft,  6 in)  well-developed,  well-nou- 
rished man  weighing  66  kg  (146  lb).  He 
was  in  moderately  acute  distress,  well  ori- 
ented, and  cooperative.  His  blood  pressure 
was  150/90  mm  Hg,  pulse  rate  100/min- 
ute, and  temperature  37.2  C (99.0  F).  Find- 
ings on  examination  of  the  head  and  neck 
were  all  within  normal  limits.  Examination 
of  the  heart  and  lungs  and  extremities  was 
unremarkable.  Neurological  examination 
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revealed  mild  hemiparesis  on  the  right 
side.  A well-healed  surgical  scar  was  pres- 
ent in  the  right  lower  quadrant  of  the  abdo- 
men. Furtherabdominal  examination  re- 
vealed generalized  tenderness  with  mus- 
cle guarding  in  the  left  lower  quadrant  and 
rebound  tenderness  referred  to  the  left 
lower  quadrant:  no  distention,  palpable 
masses,  organomegaly,  or  hernias  were 
noted.  Bowel  sounds  were  diminished  but 
otherwise  were  normal  in  character. 

The  initial  roentgenogram  of  the  chest 
revealed  bilateral  subdiaphragmatic  free 
air  and  normal  heart  and  lungs  except  for 
evidence  of  residual  mild  fibrocalcific  dis- 
ease. Flat  and  upright  roentgenograms  of 
the  abdomen  confirmed  the  presence  of 
subdiaphragmatic  air  (Fig  1).  A roentgeno- 
gram of  the  abdomen  also  revealed  a large 
amount  of  feces  in  the  large  bowel,  espe- 
cially in  the  area  of  the  splenic  flexure. 


Multiple  discrete  air  fluid  levels  and  small- 
bowel  gas  loops  were  observed,  indicating 
adynamic  ileus  or  early  mechanical  ob- 
struction. A splenic  shadow  could  not  be 
identified.  The  results  of  laboratory  tests 
were:  hemoglobin  15.5  gm/100  ml;  white 
blood  count  11,800/cu  ml;  serum  electro- 
lytes normal;  blood  urea  nitrogen  10  mg/ 
100  ml;  blood  glucose  348  mg/100  ml; 
and  serum  amylase  57  Somogyi  units/100 
ml.  An  electrocardiogram  revealed  left  ven- 
tricular hypertrophy  with  ST-T  wave  chang- 
es compatible  with  left  ventricular  hyper- 
trophy and  sinus  tachycardia. 

The  patient  was  taken  directly  to  the  op- 
erating room  after  adequate  hydration 
with  intravenous  fluids  and  electrolytes. 
Exploratory  laparotomy  revealed  a normal 
stomach,  duodenum,  small  bowel,  large 
bowel,  gallbladder,  esophagogastric  junc- 
tion, and  urinary  bladder.  No  perforation 


1.  Roentgenogram  of  chest  shows  gas  below  the 
diaphragm. 


2.  Photomicrograph  of  a section  of  the  necrotic 
spleen.  Hematoxylin  and  eosin  stain. 
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whatsoever  or  signs  of  intrinsic  disease  in 
the  aforementioned  organs  were  found.  On 
exploring  the  left  upper  quadrant  a black, 
necrotic  spleen  (Fig  2)  surrounded  by  a 
foul-smelling  serosanguinous  fluid  was 
found,  a specimen  of  which  was  sent  for 
culture  of  aerobic  and  anaerobic  organ- 
isms. The  spleen  was  removed;  the  peri- 
toneal cavity  was  irrigated  with  copious 
amounts  of  normal  saline  solution  and 
closed  without  drainage.  Bacteriologic  stu- 
dies including  gram  stain  revealed  gram- 
positive bacilli,  and  gas-forming  clostri- 
dial organisms  were  grown  in  the  culture 
media.  The  same  type  of  organisms  were 
cultured  from  areas  of  infarction  in  the 
spleen  (Fig 3).  Flistological  studyof  a sec- 
tion of  the  infarcted  spleen  also  revealed 
similar  organisms  (Fig4). 

Massive  doses  of  penicillin  were  pre- 
scribed postoperatively,  and  the  patient 


had  an  uneventful  postoperative  course. 
An  upper  gastrointestinal  series  and  bari- 
um enema  were  done  priorto  discharge, 
and  the  findings  were  normal.  Followup 
examination  three  months  postoperatively 
revealed  a reasonably  healthy  man  without 
abdominal  abnormalities. 

Discussion 

The  detection  of  intra peritoneal  gas  is 
of  great  value  in  diagnosing  perforated  ab- 
dominal viscus,  from  whatever  cause,  but 
other  important  causes  of  pneumoperito- 
neum, which  may  or  may  not  alter  the  ther- 
apeutic regimen,  must  always  be  enter- 
tained in  the  initial  evaluation  of  the  pa- 
tient. Pneumoperitoneum  with  signs  and 
symptoms  of  an  acute  abdominal  disorder 
necessitates  immediate  laparotomy,  al- 
though spontaneous  pneumoperitoneum 


3.  Gram-positive  bacilli  grown  in  culture  media 
from  specimen  of  serosanguinous  fluid  obtained 
during  the  operative  procedure. 


4.  Section  for  histologic  study  taken  from  necrotic 
spleen  clearly  shows  numerous  gram-positive 
bacilli. 
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may  appear  without  peritonitis.  However, 
whether  there  is  peritoneal  irritation  or 
peritonitis,  exploratory  laparotomy  is 
mandatory. 

When  one  is  confronted  with  the  prob- 
lem of  pneumoperitoneum  (excluding 
postoperative  pneumoperitoneum),  the 
various  possible  means  by  which  air  may 
enter  the  peritoneal  cavity  should  be  con- 
sidered. These  include  the  female  genital 
tract,  the  gastrointestinal  tract,  or  the  res- 
piratory system. 2 In  regard  to  the  female 
genital  tract,  knee-chest  postpartum  exer- 
cises,^the  Rubin  test,'*  douching, 2 and  in- 
sertion of  cervical  diaphragms*  have  been 
described  as  causes  of  pneumoperitone- 
um. Concerning  the  respiratory  tract,  rup- 
ture of  an  emphysematous  bleb  adjacent 
to  the  diaphragm,^  amebic  bronchoperi- 
toneal  fistula,*  and  pneumothorax-pneu- 
momediastinum with  retroperitoneal  dis- 
section®* have  been  described  in  the  liter- 
ature. Pneumoperitoneum  in  relation  to 
the  gastrointestinal  tract  is  usually  the  re- 
sult of  duodenal  and  gastric  ulcer  perfora- 
tions:^  perforation  of  the  colon  and  ulcer- 
ative colitis;^  rupture  of  a gangrenous  ap- 
pendix:^  perforation  of  a colonic  diverticu- 
lum or  megadiverticulum;  amebic,  ty- 
phoid or  paratyphoid  ulcers;-  traumatic, 
blunt  or  penetrating  (ruptured  viscus) 
iatrogenic  perforation  secondary  to  endos- 
copy; air  contrast  visualization  of  the  co- 
lon;® aerophagia;^  pneumatosis  cystoides 
intestinalis;®  anesthesia;-  and  intra-ab- 
dominal abscesses.*®  It  is  the  rare  case  in 
which  no  cause  can  be  established. 

Doberneck**  in  1964  and  Poilly*^  in 
1970  reported  cases  of  pneumoperitone- 
um without  perforation  associated  with 
gas-forming  organisms.  Clostridium  wel- 
chii  and  related  bacteria  are  the  most  com- 
mon infecting  organisms  that  produce  gas, 
but  Escherichia  coli,  anaerobic  strepto- 
cocci, Aerobacter  cloacae,  and  Proteus 
organisms  also  have  been  cultured  previ- 


ously.*®*2  A review  of  the  English  litera- 
ture failed  to  reveal  another  case  of  pneu- 
moperitoneum associated  with  splenic  in- 
farction with  superimposed  clostridial  in- 
fection. 

When  pneumoperitoneum  is  found  as- 
sociated with  acute  abdominal  distress, 
immediate  laparotomy  is  indicated.  A care- 
ful search  of  the  gastrointestinal  tract  for 
perforation  is  mandatory,  as  is  examina- 
tion of  the  diaphragm  and  female  genital 
tract.  Bacteriologic  cultures  for  both  aero- 
bic and  anaerobic  organisms  and  gram 
stain  of  smears  of  exudate  are  vitally  im- 
portant. Appropriate  and  adequate  post- 
operative antibiotic  therapy  is  indicated, 
along  with  tetanus  toxoid  and  human  im- 
mune globulin  if  a clostridial  infection  is 
suspected,  until  results  of  bacteriological 
culture  become  available. *2 
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Regional  enteritis:  Acute  onset 
requiring  definitive  surgery 


Thomas  B.  Coopwood,  MD 

Although  regional  enteritis  usually  has  an 
insidious  onset,  it  can  mimic  appendicitis 
or  acute  abdominal  disorder  with  free  per- 
foration or  obstruction.  Although  regional 
enteritis  in  childhood  is  unusual,  it  does 
occur  in  3-4%  of  the  reported  cases.  The 
disease  is  also  unusual  in  blacks.  When  the 
patient  has  acute  ileitis  and  no  complica- 
tions, appendectomy  should  be  done  if  the 
cecum  is  uninvolved.  Resection  is  indicated 
if  there  is  perforation  or  obstruction.  The 
prognosis  for  acute  regional  enteritis  is 
much  better  than  for  chronic  regional 
enteritis. 

Regional  enteritis  most  commonly  presents 
insidiously  with  recurring  episodes  of  ab- 
dominal pain,  diarrhea,  fever,  and  weight 
loss.  It  is  usually  discussed  as  a medical 
disease  for  which  surgery  is  done  only  when 
complications  develop.  The  cases  present- 
ed and  discussed  in  this  article  are  not 
unique,  but  are  unusual  in  that  the  disease 
is  presented  as  an  acute  abdominal  dis- 
order for  which  definitive  surgery  had  to  be 
done. 

Case  Reports 

Case  1 : A 23-year-old  black  woman  was  ad- 
mitted to  the  hospital  with  a two-day  history 
of  crampingabdominal  pain  which  began 
in  the  periumbilical  area.  She  had  been 
vomiting  for  six  hours  before  admission 
and  had  had  no  bowel  movement.  The  past 
history  was  unremarkable.  Physical  ex- 
amination showed  a distended  abdomen 
with  high-pitched  bowel  sounds,  peristaltic 
rushes,  and  generalized  direct  and  rebound 
tenderness.  Rectal  examination  was  refus- 
ed by  the  patient.  Her  temperature  was 
37.6  C (99.8  F).  The  white  blood  count  was 
12,600/cu  mm  with  90  segmented  neu- 
trophils. Flat  and  upright  x-rays  of  the  ab- 


domen showed  intestinal  obstruction.  Per- 
forated appendix  with  obstruction  was  the 
diagnosis,  and  surgery  was  performed. 

At  laparotomy  the  appendix  was  normal, 
but  a hard  mass  was  found  in  the  mid- 
transverse  colon.  A cecostomy  was  done  to 
decompress  the  bowel,  and  one  week  later 
a transverse  colectomy  and  primary  anas- 
tomosis were  accomplished.  The  pathologi- 
cal report  was  Crohn’s  disease  (regional 
enteritis)  of  the  transverse  colon  with 
lymph  nodes  showing  hyperplasia.  Nine 
months  after  the  second  procedure,  the 
patient  underwent  closure  of  the  cecos- 
tomy, and  is  well  14  months  after  her  initial 
admission. 

Case  2:  A 6-year-old  white  girl  was  ad- 
mitted with  signs  and  symptoms  of  acute 
appendicitis  and  perforation.  She  had  been 
sick  for  four  days  before  her  mother 
brought  her  to  the  hospital.  The  white  blood 
count  was  14,000/cu  mm  with  a shift  to 
the  left. 

At  laparotomy  a mass  of  the  cecum  with 
a normal  appendix  and  greatly  enlarged 
lymph  nodes  extending  upthe  ileocolic  dis- 
tribution of  the  mesentery  were  found. 
There  was  a perforation  of  terminal  ileum 
and  the  mass  was  partially  obstructing  the 
ileocecal  valve.  A right  hemicolectomy  with 
primary  anastomosis  was  done.  The  path- 
ological report  was  regional  ileitis.  In  the 
postoperative  period  the  patient’s  tempera- 
ture and  white  blood  count  remained 
elevated.  These  problems  resolved  with 
antibiotics,  and  the  patient  was  discharged 
on  the  13th  postoperative  day.  A small 
wound  infection  developed  after  discharge 
and  was  treated  with  incision  and  drainage. 
Since  that  time  the  patient  has  been  com- 
pletely asymptomatic. 

Case  3:  A 27-year-old  white  man  was 
admitted  to  the  hospital  because  of  severe 
abdominal  pain  for  12  to  14  hours.  He  had 
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had  mild  pain  for  72  hours  before  admis- 
sion, but  this  was  not  severe  enough  for 
him  to  seek  medical  advice.  His  past  his- 
tory was  significant  in  that  he  had  had  an 
appendectomy  at  age  7 and  had  been  well 
since  that  time.  On  admission  he  had  a 
temperature  of  37.8  C (100  F)  and  was 
acutely  ill.  There  was  generalized  exquisite 
abdominal  tenderness  with  rebound  ten- 
derness and  rigidity.  No  bowel  sounds  were 
heard.  On  rectal  examination  there  was 
fullness  and  tenderness  in  the  cul-de-sac. 
The  white  blood  count  was  19,400/cu  mm 
with  44  band  cells  and  39  segmented 
neutrophils. 

At  laparotomy,  a perforation  of  the  ter- 
minal ileum  with  generalized  peritonitis 
was  found.  The  terminal  ileum  was  thick 
and  red,  and  large  mesenteric  lymph  nodes 
were  present.  Resection  of  the  terminal 
ileum  and  cecum  with  primary  anastomosis 
was  accomplished.  The  postoperative 
course  was  benign.  Pathological  examina- 
tion showed  multiple  serpentine  ulcers  in 
the  distal  20  cm  of  ileum  with  submuco- 
sal fibrosis  and  granulomatous  reaction. 
The  cecum  and  proximal  line  of  resection 
were  clear  of  disease. 

Discussion 

Crohn  described  acute  regional  enteritis 
in  1922,  shortly  after  his  original  article 
was  published  in  1921. ^ In  1937  Halligan 
and  Halligan  reported  a case  of  acute  re- 
gional enteritis  which  presented  as  free 
perforation. 2 The  patient  was  treated  with- 
out resection  and,  after  a lengthy  and 
stormy  postoperative  course,  recovered 
and  had  no  further  difficulty.  Since  that 
time  relatively  few  articles  on  acute  ileitis 
have  appeared  and  very  few  include  cases 
of  free  perforation  or  obstruction  occurring 
as  the  present  manifestation. 


Acute  ileitis  usually  presents  with  pain 
and  tenderness  in  the  right  lower  quadrant 
of  the  abdomen,  nausea,  vomiting,  fever, 
and  leukocytosis  mimicking  acute  appen- 
dicitis. The  bowel  at  surgery  is  edematous 
and  indurated,  with  reddening  and  granu- 
larity of  the  serosa.  Enlarged  mesenteric 
lymph  nodes  are  usually  present.  Most 
authors  agree  that  appendectomy  should 
be  done  if  the  cecum  is  uninvolved  even 
though  older  series  report  fecal  fistulas  in 
25-33  % of  the  cases.^  Nothing  further 
need  be  done  unless  perforation  or  obstruc- 
tion is  present  because  most  patients  (50- 
95%)  will  have  no  further  difficulty.^ 

In  1963  Rosenberg  and  associates  re- 
ported a case  of  regional  enteritis  present- 
ing with  free  perforation.®  The  patient,  a 
47-year-old  white  woman,  had  had  an  ap- 
pendectomy 20  years  before  and  had  had 
no  further  abdominal  difficulty.  Atthe  ini- 
tial exploration  diffuse  peritonitis  was 
found,  but  the  diseased  bowel  (mid-jeju- 
num with  perforation)  was  not  resected  un- 
til a second  exploration  six  days  later.  The 
literature  up  to  that  time  was  reviewed  and 
only  eight  other  cases  were  found.  Six  of 
those  cases  had  perforation  in  the  terminal 
ileum.  Rosenberg  stated  that  despite  the 
fact  that  five  of  the  nine  cases  had  abso- 
lutely no  antecedent  symptoms,  the  com- 
plication of  free  perforation  was  most  cer- 
tainly the  end  result  of  a long-standing 
disease  process  rather  than  a manifesta- 
tion of  acute  ileitis.  However,  the  prognos- 
tic implications  are  important  as  most 
cases  of  acute  ileitis  resolve  without  further 
therapy  being  required.  The  fact  that  the 
disease  initially  presents  with  a surgical 
emergency  without  prior  symptoms,  and 
that  only  one  segment  of  bowel  is  involved, 
suggests  that  it  is  indeed  acute  ileitis.  The 
lack  of  reported  follow-up  in  these  cases 
makes  a rational  conclusion  impossible. 
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The  follow-up  on  our  cases  is  too  short  to 
warrant  a definite  statement. 

One  of  our  three  cases  is  that  of  a 24- 
year-old  black  woman.  Ratzlaff  and  Jacobs 
presented  three  cases  of  regional  enteritis 
in  black  women,  pointing  out  that  although 
the  disease  is  relatively  uncommon  in  the 
race  it  is  not  rare.®  Another  of  our  cases  is 
that  of  a 6-year-old  girl.  The  disease  usual- 
ly has  its  onset  in  early  adulthood,  but 
again  the  onset  is  not  rare  in  infancy  and 
childhood.  Stokes  presented  a series  of  30 
children  with  acute  ileitis,  two  of  which  re- 
quired resection  of  the  ileum.  None  of  his 
patients  had  further  difficulty." 

Conclusions 

Although  regional  enteritis  usually  has  an 
insidious  onset  it  can  present  mimicking 
appendicitis  oras  an  acute  abdominal  dis- 
order with  free  perforation  or  obstruction. 
Although  the  onset  in  childhood  is  unusual, 
it  occurs  in  3-4%  of  the  reported  cases. 
The  disease  is  unusual  in  blacks.  In  cases 
of  acute  ileitis  with  no  complications,  ap- 
pendectomy should  be  done  if  the  cecum 
is  uninvolved.  If  there  is  perforation  or  ob- 
struction, resection  is  indicated.  The  prog- 
nosis in  acute  regional  enteritis  is  much 
better  than  that  for  chronic  regional 
enteritis. 
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two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 
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"Antiadd”  action 
for  ulcer  patients... 


one  of  the  many  things  you 
need  in  an  anticholinergic 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 

Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are : 

"Antiacid"  action  — Pro-BanthTne® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 

Pro-Banthine* 

(propantheline  bromide) 

a good 
opHon 
in  peptic 
ulcer 


VjOSDE 

makes 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


sense 


For  long-term  control  of  hypertensiori 

Before  Drescribinc.  see  romnlefp  nrf»^mKinQr  in_  /'(IlCkrtl’Ivr  w->y-v*  ......  1 __x_  rr»l  f I 1 • 


Before  prescribing,  see  complete  prescribing  in 
formation  in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  tixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


* Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 


quently  — both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  Dyazide'  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  haveoccurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hyper 
glycemia  and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  ‘Dyazide 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  (>5.4  mEq/L)  has  been  reported  in 
4%  of  patients  under  60  years,  in  12%  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  'Dyazide',  check  serum  potassium  fre- 


‘DYAZIDE’ 

Just  once  or  twice  daily  for  maintenance. 
Ifydroehlorothiazide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 


On  land,  sea,  and  in  the  air... 


Up  to  24  hours  of  effective  control  with 
a single  dose.. .in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 

Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12' 1 5 day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 


with  use  of  this  drug,  patients.should  he  warned  of  this  pos- 
sihility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
eflectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness, 

dry  mouth  and,  on  rare  occasions,  nVi/^rilVa  vtlBlK 

^ , j A division  Of  Pfizer  Pharmaceuticals 

hlurred  vision  have  been  reported.  New  York,  New  York  10017 


Antivert*/25  ChewableTablets 

(meclizine  HCl)  25  mg. 

for  motion  sickness 


Should  a 

specially  prepared 
pad^e  insert 
he  made  available  to 
patients? 


§ 


Dr.  Alexander  M.  Schmidt 
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Food  and  Drug 
Administration 


Dr.  James  H.  Sammons 
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of  the  American 
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Dialogue 


The  idea  of  a so-called  patie 
package  insert  has  been  around  f 
a long  time.  Many  physicians  alre 
use  written  instruction  sheets  to 
provide  patients  with  information! 
about  the  drugs  they  are  taking.  P' 
some  physicians  give  verbal  instr 
tions;  but  in  too  many  instances  ■ 
these  are  what  I call  eye-glazing  e 
ercises.  I have  seen  patients  sit  w 
glazed  eyes  listening  to  a rapid-fir 
lecture  by  a hurried  physician  wh 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  thei 
fore  do  not  follow  instructions.  Sc 
think  the  idea  of  an  official  packa; 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as 
extension  of  drug  labeling. 


The  benefits  of  patient  involvemer 

Many  physicians  may  not  re 
ize  how  frequently  a patient  obtai 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  A 
this  information  is  almost  alway 
bad  or  irrelevant  to  the  case  at  ha 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program 
slim  if  the  only  reading  matter  th( 
patient  receives,  along  with  his  pi 
scription,  is  a bill. 

As  an  educator  I am  impres; 
by  the  principle  that  the  best  way 
get  someone  to  do  something  is  t( 
involve  him  in  the  process.  So  the 


I think  there  are  advantages 
well  as  some  real  disadvantages  i 
a patient  package  insert.  When  yc 
begin  to  use  semi-medical  or  mec 
cal  terms  to  describe  complicatio 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  p 
tient— particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  iri 
sert.  The  patient  who  will  read  it  i: 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a packs 
insert  will  probably  give  the  patier 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more; 
time.  But  it  does  not  remove  from’ 
the  physician  the  need  or  obligati 
to  explain  the  insert. 


Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  seriou 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  dc 
bit  of  good  to  indicate  that  a patie 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos 
sibly  outweigh  the  potential  good. 


In  purpose  of  drug  information 
the  patient  is  to  get  his  coopera- 
in  followinga  drug  regimen. 

\ 

paration  and  distribution  of 
lent  drug  information 

We  would  hope  to  amass  infor- 
tion  from  physicians,  medical 
ieties,  the  pharmaceutical  indus- 
and  centers  of  medical  learning. 

: ultimate  responsibility  for  uni- 
Ti  labeling  must,  however,  rest 
1 the  Food  and  Drug  Administra- 
1.  There  is  nothing  wrong  with 
; agency  saying,  “this  informa- 
I is  generally  agreed  upon  and 
refore  it  should  be  used,"  as  long 
)ur  process  for  getting  the  infor- 
Ition  is  sound. 

Distribution  of  the  information 
problem.  In  great  measure  it 
jld  depend  on  the  medication  in 
^stion.  For  example,  in  the  case 
in  injectable  long-acting  proges- 
bne,  we  would  think  it  mandatory 
ssue  two  separate  leaflets— a 
Wt  one  for  the  patient  to  read  be- 
b getting  the  first  shot  and  a long 
bto  take  home  in  order  to  make  a 
I'.ision  about  continuing  therapy, 
his  case,  the  information  might 
Iput  directly  on  the  package  and 
: removable  at  all.  But  for  a medi- 
iiion  like  an  antihistamine  this 
brmation  might  be  issued  sepa- 
lely,  thus  givingthe  physician  the 
fion  of  distribution.  This  could 
!;serve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things;  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


ly  the  doctor  can  remove  that  fear 
20  or  30  minutes  of  conversation. 

I I'm  not  suggesting  that  we 
ihhold  any  information  from  the 
pent  because,  first  of  all,  it  would 
[totally  dishonest  and  secondly,  it 
[uid  defeat  the  very  purpose  of  the 
ert.  I do  think  that  a patient  on  the 
th  control  pill  should  know  about 
■;  incidence  of  phlebothrombosis. 

' If  you're  going  to  tell  a patient 
incidence  of  serious  adverse  re- 
tions,  then  you  have  to  tell  him 
3t  a concerned  medical  decision 
s made  to  use  a particular  medi- 
tion  in  his  situation  after  careful 
nsideration  of  the  incidence  of 
mplications  or  side  effects. 

notionally  unstable  patients  pose 
ipecial  problem 

There  are  patients  who,  bo- 
use of  severe  emotional  problems, 
uId  not  handle  the  information 
ntained  in  a patient  package  in- 
rt.  Yet  if  we  are  goingto  have  a 
ickage  insert  at  all,  we  just  can't 
ive  two  inserts.  I think  we  might 
nply  have  to  tell  the  families  of 
ese  patients  to  remove  the  insert 
Dm  the  package. 

!gal  implications  of  the  patient 
ickage  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can't  tell  everyonetaking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It's  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A. and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

1 don't  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition— 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I'd  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


Unusual  manifestations 
of  metastatic  renal  cell  carcinoma 


Clifton  S.  Coffman,  MD;  Meivyn  H.  Schreiber,  MD 


Distant  blood-borne  metastases  from  mal- 
ignant tumors  of  the  kidney  may  occur  in 
any  tissue  of  the  body  and  may  also  develop 
early,  long  before  the  primary  tumor  in  the 
kidney  is  suspected.  Presented  here  are 
seven  cases  of  unusual  sites  of  metastasis 
with  excerpts  from  the  literature  indicating 
the  frequency  with  which  large  series  have 
encountered  these  unusual  metastatic 
sites.  Described  and  illustrated  are  metas- 
tases to  the  duodenum,  colon,  and  a phal- 
anx, and  bilateral  metastases  to  the  first 
ribs,  bilateral  renal  carcinoma,  and  a me- 
tastasis presenting  as  a hilar  mass. 

Although  renal  cell  carcinoma  may  present 
clinically  with  the  classical  triad  of  flank 
pain,  mass,  and  hematuria,  it  is  certainly 
not  rare  for  the  initial  clinical  presentation 
to  be  secondary  to  a metastatic  lesion.  At 


the  time  of  autopsy  metastases  are  present 
in  as  many  as  95%  of  the  patients  with 
renal  carcinoma.  As  with  many  other  car- 
cinomas, the  lung  (55%),  lymph  nodes 
(34%),  liver  (33%),  and  bones  (32%) 
are  the  four  sites  most  frequently  involved 
with  metastases." 

Solitary  metastasis  as  the  initial  feature 
is  a distinct  characteristic  of  renal  cancer, 
occurring  in  approximately  2%  of  all 
cases.®  The  sites  of  the  isolated  distant 
metastases  are  numerous,  and  metastatic 
lesions  have  been  reported  in  virtually 
every  body  system  and  organ.  The  cases 
presented  here  represent  our  experience 
with  unusual  manifestations  of  metastatic 
renal  carcinoma.  In  some  of  the  patients, 
the  initial  presentation  was  due  to  metas- 
tases; others  represent  metastases  from 
known  primary  renal  carcinomas. 


1.  Duodenal  metastasis  from  renal  cell  carcinoma. 
A.  A lobiilated  filling  defect  protrudes  into  the  duo- 
denal lumen,  but  it  is  difficult  to  determine  whether 
the  lesion  arises  from  the  duodenal  mucosa  or  com- 


presses the  bowel  from  without.  B.  A spot  film  from 
the  gastrointestinal  series  plainly  shows  the  lesion 
to  be  extrinsic. 
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Case  Reports 

Case  1:  This  47-year-old  man  first  present- 
ed in  June  of  1968  with  the  right  side  of  his 
neck  swollen.  Biopsy  revealed  metastatic 
renal  carcinoma,  and  a left  nephrectomy 
was  performed.  Six  months  later  the  patient 
developed  symptoms  of  cerebral  metas- 
tasis and  a 3 by  4 cm  lesion  was  evident  on 
a brain  scan.  In  December  of  1970,  guaiac 
test  for  blood  in  the  stool  was  positive,  and 
the  patient  had  several  episodes  of  hema- 
temesis.  An  upper  gastrointestinal  series 
revealed  a lobulated  mass  in  the  midpor- 
tion and  the  descending  limb  of  the  duo- 
denum which  appeared  intramurally  in 
several  areas  (Fig  1);  the  gallbladder  and 
the  cystic  ducts  were  filled.  An  operation 
was  performed  on  Dec  30,  1970,  and  re- 
vealed renal  cell  carcinoma  metastatic  to 
the  duodenum. 

Case  2:  This  76-year-old  man  had  a 
transurethral  resection  of  the  prostate  in 
March  of  1966.  He  continued  to  have 
hematuria  for  one  year  following  the  opera- 
tion, but  he  had  no  pain  and  no  mass  was 
found.  The  right  kidney  was  not  visualized 
by  excretory  urography.  An  arteriogram 
was  performed,  and  a right  renal  carci- 
noma found.  A chest  film  on  March3, 

1967,  was  within  normal  limits.  Films 


made  on  May  5,  1967,  revealed  a left  hilar 
mass  (Fig  2).  No  pathologic  proof  of  this 
lesion  is  available,  but  it  is  presumed  to 
represent  metastatic  renal  carcinoma  to 
thehilarand  mediastinal  nodes. 

Case  3:  This  62-year-old  man  stuck  a 
rose  thorn  in  his  left  index  finger,  near  the 
distal  interphalangeal  joint,  in  August  of 
1966.  The  finger  became  swollen  without 
drainage,  tenderness,  or  increase  in  tem- 
perature. When  the  swelling  persisted  the 
patient  came  to  the  clinic.  Roentgenograms 
performed  then  revealed  destruction  in  the 
middle  phalanx,  the  joint  space  being  pre- 
served (Fig  3).  The  patient  was  admitted 
in  March  of  1967  afterfailingto  respond  to 
therapy  for  osteomyelitis.  The  finger  was 
amputated  and  metastatic  renal  carcinoma 
diagnosed.  On  March  16,  1967,  an  intra- 
venous pyelogram  revealed  a mass  invad- 
ingthe  pelvis  of  the  right  kidney.  Nodules 
were  also  present  in  the  right  lower  lobe  of 
the  lungatthattime. 

Case4:  This  52-year-old  man  had  a his- 
tory of  intermittent  hematuria  for  six 
months  priorto  admission.  The  patient  also 
complained  of  “heaviness”  and  a dull  ache 
in  the  right  flank.  An  intravenous  pyelo- 
gram performed  on  July  28, 1970,  revealed 
an  enlarged  right  kidney,  rounded  in  con- 
tour with  indistinct  borders.  The  uppercol- 


2.  Metastatic  renal  carcinoma  manifested  as  a left  film  exposed  on  May  5, 1967  (B)  revealed  a left 

hilar  mass.  The  chest  film  (A)  wwi  exposed  on  hilar  mass. 

March  3, 1967,  and  vrai'  thought  to  be  normal.  A 
A B 
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lecting  system  appeared  dilated.  An  arterio- 
gram revealed  a large  vascular  mass  in  the 
right  kidney  apparently  extending  beyond 
the  confines  of  the  kidney  medially.  Con- 
trast studies  showed  invasion  of  the  inferior 
vena  cava.  Nephrectomy  was  performed  in 
July  of  1970,  and  the  patient  was  placed  on 
chemotherapy.  He  was  readmitted  in  May 
with  a history  of  six  months  of  bright  red 
blood  per  rectum.  The  hemoglobin  level 
was  7.8  gm/100  ml  at  that  time.  Barium 
enema  examination  revealed  a large  mass 


indenting  and  invading  the  ascending  colon 
(Fig  4).  A chest  x-ray  at  that  time  revealed 
a density  in  the  right  lower  lobe  of  the  lung. 
About  three  months  later  multiple  densities 
had  appeared  in  the  lungfields. 

Case  5;  This  43-year-old  woman  com- 
plained of  pain  in  the  right  shoulder  in  Au- 
gust of  1972.  Films  taken  at  that  time  re- 
vealed pathologic  fracture  of  the  right 
humerus.  In  the  course  of  the  work-up  a left 
renal  mass  was  found.  An  arteriogram  re- 
vealed a large  vascular  neoplasm  of  the  left 
kidney.  The  patient  was  treated  with  several 
courses  of  chemotherapy. 

She  returned  in  April  of  1973  complain- 
ing of  syncopal  episodes  and  a blood  pres- 
sure of  60/40  mm  Hg  in  the  upper  extremi- 
ties. Blood  pressure  in  the  lower  extremi- 
ties was  within  normal  limits.  Bilateral  sub- 
clavian bruits  were  leard.  A radionuclide 


3.  Metastasis  to  a phalanx  from  carcinoma  of  the  metastasis  arose  has  produced  only  minimal  irregu- 

kidney.  The  purely  lytic  metastatic  lesion  displayed  larity  of  the  upper  pelvis  of  the  double  collecting 

in  A originally  mistaken  for  osteomyelitis.  The  sy’stem  seen  in  B (arrow), 

carcinoma  of  the  right  kidney  from  which  the 
A B 
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angiocardiogram  revealed  partial  obstruc- 
tion of  the  subclavian  veins  and  superior 
vena  cava  and  a flow  defect  in  the  lateral 
portion  of  the  aortic  arch.  Roentgenograms 
revealed  sizable  tumor  masses  associated 
with  destruction  of  the  first  rib  bilaterally 
(Fig  5).  A soft-tissue  mass  was  also  present 
to  the  left  of  the  aortic  arch.  This  patient  is 
clinically  judged  to  have  thoracic  outlet 
syndrome  on  the  basis  of  metastases  to  the 
first  rib  bilaterally  and  to  the  upper 
mediastinum. 

Case  6:  This  62-year-old  ranch  hand  was 
admitted  on  Jan  23,  1970,  for  investiga- 
tion of  persistent  anemia  and  microscopic 
hematuria.  He  had  no  urinary  tract  symp- 
toms. He  had  lost  about  18  kg  (40  lb)  in 
the  last  six  to  seven  years,  and  his  energy 
had  decreased  during  the  past  several 
months.  His  hemoglobin  level  was  9.9  gm/ 
100  ml  on  admission.  Urinalysis  repeatedly 
showed  granular  and  hyaline  casts  and 
many  red  and  white  blood  cells.  An  intra- 
venous pyelogram  revealed  flecks  of  cal- 
cium overlyingthe  left  kidney  and  suggest- 
ed bilateral  parenchymal  abnormalities.  A 

4.  Metastatic  renal  carcinoma  manifested  as  a 
tumor  of  the  colon.  The  huge  lobulated  metastasis 
idents  the  posterolateral  aspect  of  the  ascending 
colon  and  considerably  narrows  the  lumen  (A,B}. 
The  appearance  of  the  lesion  on  the  postevacuation 
film  (C)  could  easily  be  confused  with  a large  fun- 
gating adenocarcinoma  of  the  colon. 
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selective  left  renal  arteriogram  demonstrat- 
ed a large  vascular  neoplasm  in  the  upper 
pole  of  the  kidney.  Similar  examination  of 
the  right  kidney  showed  two  smaller  malig- 
nant tumors  (Fig  6).  Diagnosis  of  left  renal 
adenocarcinoma  was  confirmed  at  ex- 
ploratory laparotomy.  The  right  kidney 
was  firm  and  nodular,  but  a biopsy  was 
not  done.  The  patient  was  thought  to  have 
multiple  primary  renal  carcinomas  or 
adenocarcinoma  of  the  left  kidney  metas- 
tatic to  the  right. 

Case  7:  Several  months  priorto  admis- 
sion, this  39-year-old  man  was  injured  by 
cotton  bales fallingon  hisgroin.  Hecom- 
plained  of  pain  in  the  left  flank,  low  back, 
and  some  in  the  costovertebral  angle.  He 
had  had  a loss  of  appetite  and  a 1 1 .4  kg 
(25  lb)  weight  loss  during  the  past  several 
months.  No  masses  or  abdominal  tender- 
ness were  elicitied  on  physical  examination. 
The  patient  had  a left  varicocele.  A chest 
examination  performed  on  March  10,  1973 
showed  no  abnormalities.  Left  renal  arterio- 
gram revealed  a large  necrotic  tumor  of  the 
left  kidney.  The  capsular  artery  was  stretch- 
ed interiorly  around  the  mass.  The  inferior 
vena  cava  was  nearly  completely  obstruct- 
ed by  the  tumor  at  the  level  of  the  renal 
vein.  The  case  was  judged  to  be  inoperable 
and  the  patient  was  treated  with  radio- 
therapy. However,  the  radiotherapy  was 
discontinued  because  of  bone  marrow  sup- 
pression. A chest  film  was  also  normal  on 
June  25.  By  July  24,  1973,  a solitary  pul- 
monary nodule  had  developed  in  the  third 
left  anterior  interspace  (Fig  7).  By  Oct  10, 
1973,  the  nodule  had  increased  in  size  and 
a pleural  effusion  had  developed  on  the 
left. 

Discussion 

Renal  cell  carcinomas  are  notorious  for 
their  tendency  to  metastasize  early,  often 


before  the  primary  tumor  has  become  ap- 
parent. Not  infrequently,  the  presenting 
complaint  is  referable  to  a distant  metas- 
tasis, as  was  true  in  cases  3 and  5.  Various 
authors^-’^^  conclude  that  approximately 
one  in  four  patients  has  evidence  of  metas- 
tatic spread  when  first  seen.  In  a series  by 
Arner  and  von  Schreeb,i  metastasis  was 
responsibleforthe  initial  symptoms  in 
1 1 % of  the  cases. 

Metastatic  osseous  lesions  present  as 
solitary  lesions  in  about  half  of  the  reported 
cases. However,  metastasis  to  the  bones 
of  the  hand  from  any  malignant  tumor  is 
uncommon.  In  a review  of  the  literature  by 
Kerin,'’'  only  23  reported  cases  of  metastat- 
ic tumors  to  the  hand  were  found  upto 
1958.  The  first  record  of  metastasis  to  the 
soft  tissue  of  the  hand  was  found  in  the 
French  literature  in  1907'^  when  a kidney 
neoplasm  metastasized  to  the  soft  tissue 
overlying  a phalanx  and  subsequently  in- 
volved the  bone.  In  this  report,  an  acute  in- 
flammatory lesion  was  the  presentingclini- 
cal  complaint  in  many  of  the  cases.  Not 
infrequently  the  initial  diagnosis  was  a 
whitlow,  felon,  or  acute  osteomyelitis.  The 
latter  was  the  case  with  ourpatient.  Inthe 
series  reported  by  Kerin,  two  of  the  23 
cases  of  metastasis  to  the  hand  were  from 
renal  carcinomas,  and  one  case  of  his  own 
was  also  a renal  carcinoma. •’This  repre- 
sents a total  of  10%  of  the  metastatic 
tumors  to  the  hand  that  were  from  renal 
carcinomas. 

Metastatic  renal  carcinoma  to  the  ribs 
(case  5)  occurs  in  27  % of  patients  with 
metastases  accordingto  Bennington  and 
Kradjian,2  in  their  series  of  293  patients. 

No  case  was  found  in  the  literature  of  a 
patient  presenting  with  the  thoracic  outlet 
syndrome  due  to  metastatic  renal  carci- 
noma. It  must  be  rare  indeed  for  the  tumor 
to  metastasize  bilaterally  and  symmetrical- 
ly to  the  first  ribs  as  was  the  case  in  our 
patient. 

With  the  exclusion  of  the  commonly  ob- 
served involvementof  the  small  intestine 
in  the  terminal  stages  of  abdominal  car- 
cinomatosis, the  occurrence  of  solitary  or 
multiple  metastatic  lesions  selectively  af- 
fecting this  segment  of  the  gastrointestinal 
tract  is  rare.  The  Mayo  Clinic  reported  only 
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5.  Thoracic  outlet 
syndrome  secondary 
to  metastatic  renal 
carcinoma.  In  Novem- 
ber of  1972  (A)  the 
chest  film  vvai'  thought 
to  be  negative.  A film 
exposed  early  inl973 

(B)  showed  destruction 
of  the  first  rib  on  the 
left  associated  with  a 
large  soft-tissue  mass. 
By  April  of  1973  (C) 
both  first  ribs  had  been 
destroyed  by  metas- 
tatic disease  with 
resultant  compression 
of  the  vascular  struc- 
tures in  the  tipper 
thorax.  Also  observe 

(C)  a mass  to  the  left 
of  the  aortic  arch. 
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6.  Bilateral  renal  carcinoma.  Selective  left  renal 
arteriogram  (A)  shows  a large  vascular  malignant 
neoplasm  replacing  the  upper  half  of  the  left  kidney 
(confirmed  at  operation).  Selective  right  renal 
arteriogram  (B)  shows  two  similar  tumors  in  the 


right  kidney.  These  are  presumed  to  represent  me- 
tastases  from  the  larger  tumor  on  the  left  since  the 
patient  also  had  a lytic  lesion  in  the  skull.  (Southern 
Medical  Journal,  September  1971,  pp  1155-1156.) 
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26  cases  in  a 50-year  period  which  were  not 
part  of  a generalized  peritoneal  invasion, 
were  not  the  result  of  direct  extension,  and 
in  which  the  location  of  the  primary  lesion 
was  known. 1°  Of  these  26  cases,  3 were 
metastases  from  renal  carcinoma.  The 
most  common  clinical  presenting  symp- 
toms in  this  large  series  were  those  of  ab- 
dominal tenderness,  signs  of  intestinal  ob- 
struction, and  evidence  of  weight  loss. 

None  of  the  patients  presented  initially  with 
hematemesis  as  our  patient  did.  The  lesion 
in  case  1 comes  underthe  group  1 classifi- 
cation suggested  by  Marshak  and  others. 

The  earliest  finding  in  this  group  is  that  of 
a discrete  intramural,  extramucosal  tumor 
which  produces  contour  defects  similarto 
those  produced  by  any  other  submucosal 
tumor.  Metastatic  lesions  in  this  group 
usually  show  some  irregularity  or  lobulation 
and  often  superficial  ulceration.  When  a 
metastatic  lesion  presents  as  a solitary 
defect,  differentiation  from  a primary  tu- 
mor may  not  be  possible.  However,  the 
classic  appearance  of  a primary  carcinoma 

7.  Solitary  pulmonary  nodule  as  a manifestation  of 
metastatic  renal  carcinoma.  The  chest  film  was 
normal  on  June  25, 1973  (A ).  By  July  24, 1973,  (B) 

A B 


with  a short  segment  of  stenosis  and  sym- 
metrical overhanging  edges  is  uncommon 
with  a metastatic  process.  The  ulcerations 
in  metastatic  tumors,  when  present,  are 
usually  larger  and  more  irregular,  and  the 
bowel  is  frequently  angulated  and  fixed  at 
the  site  of  the  tumor.  Intestinal  obstruction, 
although  present  in  both,  is  usually  more 
severe  in  primary  carcinoma.  A metastatic 
process  presenting  as  a single  constricting 
lesion  must  also  be  distinguished  from 
inflammatory  lesions,  a stricture  secondary 
to  infarction,  and  from  lymphoma,  especial- 
ly Hodgkin’s  disease.  Our  patient  had  a 
known  primary  renal  carcinoma,  sothedif- 
ferential  diagnosis  in  case  1 was  not  a ma- 
jor consideration. 

In  contradistinction  to  the  rare  occur- 
rence of  metastatic  carcinoma  of  all  types 
to  the  small  bowel,  metastases  to  the  colon 
from  renal  carcinoma  are  difficult  to  find. 
Graham®  in  a review  of  195  cases  of  car- 
cinoma of  the  kidney  found  only  one  metas- 
tasis to  the  colon.  Mayers^^  described  a 
case  of  metastasis  from  hypernephroma 

a solitary  nodular  lesion  had  appeared  in  the  left 
mid-lung  field  (arrows). 
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to  the  appendix  which  produced  a suppura- 
tive appendicitis  with  perforation.  Khilnani 
and  Wolf  described  two  cases  of  direct 
extension  of  carcinoma  of  the  left  kidney 
to  the  descending  colon.  Several  extensive 
articles  on  the  appearance  of  colonic  me- 
tastases  are  present  in  the  literature. 

Our  patient’s  single,  eccentric,  nodular 
lesion  certainly  conforms  to  the  classical 
appearance  of  invasion  of  the  colon  by  a 
metastatic  lesion.  The  two-year  duration 
from  the  time  of  nephrectomy  to  the  ap- 
pearance of  the  mass  in  the  colon  on 
barium  enema  is  not  unusual  for  renal 
carcinoma. 

Most  series  report  that  greater  than 
50%  of  theircases  of  renal  carcinoma 
metastasize  to  the  lungs.  Figures  on  the 
frequency  of  solitary  metastasis  are  hard 
to  find,  but  it  seems  that  although  they  are 
not  common  they  also  are  not  rare.  Middle- 
ton^-  reported  503  cases  of  renal  carci- 
noma, only  1.6%  of  which  ever  presented 
the  clinical  pictures  of  a solitary  metas- 
tasis. His  report  did  not  state  how  many  of 
these  solitary  metastases  were  pulmonary. 
As  of  this  writing,  the  patient  in  case  7 has 
evidence  of  only  the  single  enlarging  pul- 
monary metastasis  on  the  left.  However  it 
is  doubtful  that  this  situation  will  persist 
for  long  in  view  of  the  fact  that  the  inferior 
vena  cava  was  nearly  completely  obstruct- 
ed by  the  tumor. 

A small  percentage  of  renal  carcinomas 
are  known  to  occur  bilaterally.  Bennington 
and  Kradjian^  reported  an  incidence  of 
1 1 % in  523  cases  of  renal  carcinoma.  One 
review  of  the  literature  between  1909  and 
1968  revealed  36  cases  of  bilateral  renal 
carcinoma  in  740  patients  with  this  diag- 
nosis.^^ This  is  an  incidence  of  about5%. 
Most  bilateral  renal  carcinomas  are  said  to 
arise  from  one  kidney  and  metastasize 
across  the  midline.  Proof  of  two  independ- 
ent primaries  must  include  differing  his- 


tologic findings  when  sections  of  the  tu- 
mors from  both  kidneys  are  examined.  The 
presence  of  a large  angiographically  and 
histologically  typical  adenocarcinoma  of 
the  kidney  on  one  side  with  similar  smaller 
nodules  in  the  opposite  kidney,  as  in  our 
patient  (case  6)  suggests  that  the  larger 
tumorwas  primary  and  the  smallerones 
metastatic  deposits.  A suggestive  lytic 
defect  in  the  skull  lends  weight  to  this 
impression. 
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Cancer  of  the  kidney 

Paul  C.  Peters,  MD 
Incidence  and  Types 

Cancerof  the  kidney  encountered  clinically 
in  the  adult  is  usually  either  renal  cell 
carcinoma  or,  less  frequently,  transitional 
cell  carcinoma.  Squamous  cell  carcinoma 
occurs  still  more  rarely.  Rhabdomyosar- 
coma does  occur,  but  the  incidence  of  the 
sarcomas  of  the  kidney  is  even  less  than 
that  of  the  carcinomas.  Neoplasms  such  as 
hemangiopericytoma,  osteogenic  sarcoma, 
and  leiomyosarcoma  are  reportable  cases. 
Renal  cell  carcinoma  is  by  farthe  most 
common  kidney  cancer,  as  illustrated  in  the 
Dallas  experience  in  five  major  hospitals 
from  1967-1970  (Fig  1). 

Wilms’  tumor,  an  adenomyosarcoma,  is 
more  frequently  encountered  in  early  child- 
hood (21/2-5  years  of  age)  than  is  renal  cell 
carcinoma,!  but  with  the  advent  of  more 
routine  use  of  selective  arteriography  and 
the  more  routine  use  of  excretory  urogra- 
phy as  a diagnostic  screening  test,  an  in- 
creasing number  of  renal  cell  carcinomas 
are  being  detected  in  childhood  (age  16 
years  or  less).^  ^ 

Etiology 

The  cause  of  renal  cell  carcinoma  in  man 
remains  unknown.  Familial  occurrence  of 
Wilms’  tumorand  renal  cell  carcinoma  is 
well-known.!'^  Neoplasms  similar  in 
histologic  appearance  and  biologic  be- 
haviorto  human  renal  cell  carcinoma  can 
be  produced  in  the  Sprague-Dawley  rat  by 
a single  dose  of  dimethyinitrosamine  or 
by  the  use  of  a lead  sub-acetate  solution 
in  the  diet  of  the  rat.  The  lesions 
metastasize  and  kill  the  host  and  exhibit 
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the  ability  to  induce  erythrocythemia 
by  erythropoietin  production. 

Although  a viral  etiology  for  adenocar- 
cinoma of  the  kidney  in  the  leopard  frog 
was  first  suggested  by  the  work  of  Leucke 
(1936),  this  etiology  has  not  been  proved 
for  human  renal  cell  carcinoma.  Electron 
microscopic  studies  showthe  origin  of 
renal  cell  carcinoma  to  be  the  proximal 
tubule  cells  of  the  nephron. 

Transitional  cell  carcinoma  in  man 
is  known  to  have  a biochemical  back- 
ground. Recent  evidence  fora  viral 
etiology  has  been  proposed  by  Fraley 
and  associates.®'!  Lesions  are  well  known 
in  the  aniline  dye  workers  from  exposure 
to  beta-naphthalamine,  which  is  also  a 
hazard  in  the  rubber-processing  industry. 
Appearance  time  of  the  neoplasm  (induc- 
tion time)  appears  to  be  related  to  the 
intensity  of  the  exposure.  Workers  in  the 
rubber-processing  industry  working  at  the 
beginningof  the  assembly  line,  wherethey 
were  exposed  to  large  quantities  of  pure 
beta-naphthalamine  used  in  processing, 
developed  transitional  cell  neoplasms  more 
quickly  than  the  workers  at  the  other  end 
of  the  assembly  line  who  had  only  a trace 
exposure  as  a result  of  handlingthe  finish- 
ed manufactured  product.  Alpha-napthala- 


1.  Types  of  kidney  neoplasms  seen  in  five  Dallas 
hospitals,  1967-1970. 


Institution 

Renal 

cell 

Trans- 

itional 

cell 

Wilms 

Other 

Baylor  Medical  Center 

112 

32 

4 

2 

Parkland  Memorial  Hospital 

43 

3 

8 

3 

Methodist  Hospital 

17 

4 

0 

- 

St,  Paul  Hospital 

23 

5 

- 

- 

Presbyterian  Hospital* 

5 

- 

- 

- 

♦Hospital  had  just  opened  at  time  of  this  data  accumulation. 
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mine,  benzidine,  and  the  tryptophan  degra- 
dation products  found  in  tobacco  residues 
(kynurenic  acid  and  anthranilic  acid)  are 
recognized  urinary  bladder  carcinogens, 
capable  of  producing  a neoplastic  change 
in  the  transitional  epithelium.  Analgesic 
abuse  also  has  been  incriminated.®  ® 

The  importance  of  the  urine  containing 
the  carcinogen  remaining  in  contact  with 
the  transitional  cell  lining  in  the  genesis 
of  transitional  cell  neoplasms  was  suggest- 
ed by  the  work  of  Dr.  Donald  McDonald. 

He  excised  portions  of  the  urinary  bladder 
mucosa  in  dog  and  implanted  these  bits 
of  mucosa  intotheabdominal  wall,  where 
small  cysts  lined  with  transitional  epithe- 
lium were  formed.  The  major  portion  of 
the  urinary  bladder  remained  intact.  The 
animals  then  had  a urethral  stricture 
produced  and  were  fed  a potent  carcinogen 
(beta-naphthalamine).  Only  the  bladder 
in  contact  with  the  urine  developed  the 
neoplasms.  The  encysted  areas  of  transi- 
tional cells  in  the  abdominal  wall  did  not 
show  neoplastic  change. 

Chronic  irritation  of  thetransitional 
epithelium,  as  by  bilharzial  ova  or  by  a 
stone  in  the  urinary  tract,  may  result  in 
metaplasia  to  squamous  epithelium.  Sub- 
sequently, the  production  of  a cholestea- 
toma or,  more  commonly  and  of  more 
serious  import,  the  production  of  a frank 
squamous  cell  carcinoma  occurs  in  the 
lining  of  the  urinary  tract.  In  patients  with 
squamous  cell  carcinoma  of  the  kidney, 
50%  have  an  associated  branched  calculus 
(staghorn)  of  the  same  kidney.  The  reverse 
is  much  less  frequent;  in  other  words, 
squamous  cell  carcinoma  is  found  in  less 
than  3 % of  all  patients  with  a staghorn 
calculus. 

Although  the  ability  of  explanted  transi- 
tional epithelium  to  induce  heterotopic 
bone  formation  has  been  repeatedly 


demonstrated,  no  relation  of  this  to  the 
development  of  osteogenic  sarcoma  of  the 
kidney  is  known. 

Pathological-Radiological  Characteristics 
of  Kidney  Cancers 

The  most  important  pathological  character- 
istic of  renal  cell  carcinoma  is  its  tendency 
to  invade  its  own  venous  system.  This  may 
result  in  delayed  excretion  of  contrast 
material  by  excretory  urography  and  lead 
to  a subsequent  demonstration  of  the 
neoplasm  by  selective  renal  arterio- 
graphy.^® Blockage  of  the  inferior  vena  cava 
by  direct  extension  of  renal  cell  carcinoma 
through  the  lumen  of  the  renal  vein  may 
result  in  the  establishment  of  extensive 
collateral  circulation  through  the  paraver- 
tebral venous  plexus  and  its  connections 
with  the  azygous  system  on  the  right  and 
the  hemi-azygous  system  on  the  left,  to 
allow  return  of  the  blood  to  the  heart  from 
the  lower  extremities.  The  azygous  system 
drains  into  the  superior  vena  cava.  Vena- 
cavography often  extends  the  diagnosis 
made  by  selective  renal  arteriography  and 
reveals  the  neoplasm  to  be  much  more 
extensive  than  judged  by  arteriography 
alone. 

Renal  cell  carcinoma  frequently  invades 
the  collecting  system.  It  may  be  mistaken 
fortransitional  cell  carcinoma  when  it  pro- 
duces a filling  defect  seen  on  the  pyelo- 
gram.  Renal  cell  carcinoma  commonly  has 
a rich  vascular  supply.  The  occurrence  of 
arteriovenous  malformations  in  the  tumor 
leads  to  the  pathognomonic  “puddling”  of 
contrast  material  seen  characteristically  on 
the  selective  arteriogram.  Metastases  from 
renal  cell  carcinoma  to  the  skull  and  ex- 
tremities are  occasionally  mistakenly 
diagnosed  as  arteriovenous  malformations 
when  bruits  are  detected  in  them. 
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Conversely,  transitional  cell  carcinoma 
usually  has  a much  more  sparse  blood 
supply  per  gram  of  tissue  than  does  renal 
cell  carcinoma.  The  presence  of  a filling 
defect  in  the  collecting  system  with  a rela- 
tively normal  angiogram  is  the  usual  find- 
ing. With  excellent  technical  filming,  one 
can  infrequently  see  abnormal  tumor  ves- 
sels in  transitional  cell  carcinoma. 

Wilms’  tumor,  an  adenomyosarcoma, 
is  characterized  by  sparse  filling  of  widely 
separated  vessels  on  the  angiogram  with 
the  vessels  arranged  much  as  the  spokes 
of  a wheel  and  separated  by  triangular, 
poorly  vascularized  areas  of  tissue.  Renal 
cell  carcinoma  can  easily  dedifferentiated 
from  Wilms'  tumor,  by  selective  arterio- 
ography  but  has  been  so  infrequently 
encountered  in  children  that  this  is  seldom 
a consideration  in  differential  diagnosis. 
Wilms’  tumor,  though  producing  renal 
enlargement,  usually  maintains  the  reni- 
form  shape  of  the  kidney,  whereas  renal 
cell  carcinoma  usually  causes  a marked 
polar  irregularity  in  the  renal  silhouette. 
Calcification  is  common  in  renal 
cell  carcinoma  and  rare  in  Wilms’  tumor. 
Usually,  transitional  cell  carcinoma  is  not 
calcified,  but,  in  rare  cases,  calcification 
of  either  a dystrophic  nature  or  secondary 
to  associated  infection  and  obstruction  of 
the  urinary  tract  collecting  system  may 
occur.  Squamous  cell  carcinoma  and  tran- 
sitional cell  carcinoma  are  not  uncommonly 
associated  with  “non-functioning  kidneys’’ 
(kidneys  which  are  not  visualized  on  the 
routine  excretory  urogram). 

Functional  Characteristics 

The  kidney  is  an  endocrine  organ.  A neo- 
plasm arisingfrom  the  parenchymal 
renal  cell  may  produce  many  systemic 
effects.  Well-recognized  are  the  presence 


of  erythrocythemia  secondary  to  the 
increased  renin  production.  Gonadotro- 
pin productions^  by  renal  cell  carcinoma 
has  been  reported,  as  has  prostaglandin- 
A production. S4  An  adverse  effect 
on  the  liver,  secondary  to  products 
elaborated  by  the  renal  cell  carcinoma,  has 
been  well-documented  by  Deweerd  and 
others  from  the  Mayo  Clinic  series.  Abnor- 
mality of  the  liver  profile  is  reversible  by 
complete  removal  of  the  renal  tumor,  and 
failure  of  the  liver  cell  abnormalities  to  re- 
verse is  indicative  of  incomplete  removal 
of  metastatic  disease.  Alpha-2  globulin 
(haptoglobin)  production  is  elevated  in 
many  patients  with  renal  cell  carcinomas, 
resulting  in  an  increase  in  the  C-reactive 
protein  titer  and  in  the  erythrocyte  sedi- 
mentation rate,  even  in  patients  who  have 
a normal  hemoglobin  and  hematocrit. 
Metastases  of  renal  cell  carcinoma  to  the 
cerebellum  may  produce  erythrocythemia. 
Confusion  with  cerebellar  hemangioblas- 
toma, also  an  erythropoietin-producing 
neoplasm,  may  occur.  Intermittent  fever 
may  be  the  first  clinical  manifestation  of 
an  occult  renal  cell  carcinoma.  Etiocho- 
lanolone  production  by  the  tumor  was  once 
thought  to  be  responsible.  Cytotoxic  serum 
factors  are  present  in  renal  cell  carcinoma 
patients.^®  Toxic  systemic  effects,  for  ex- 
ample, fever,  weight  loss  and  neuropathy, 
may  be  secondary  to  the  formation  of  these 
toxic  antigen-antibody  complexes  which 
are  circulating.  These  abnormalities  are 
reversible  with  complete  removal  of  the 
tumor.  There  are  no  unique  functional 
characteristics  of  transitional  cell  carcin- 
oma except  the  ability  to  induce  hetero- 
topic bone  formation  which  may  result  in 
faint  calcification  in  some  lesions. 

Hypertension  is  a common  finding  in 
children  with  Wilms’  tumor.  It  was  present 
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on  admission  in  11  of  41  of  the  children 
treated  for  Wilms’  tumor  at  Children’s 
Medical  Center  in  Dallas.  The  incidence 
has  approached  40%  in  some  series.  The 
hypertension  is  thoughtto  be  secondary  to 
increased  renin  production  and  is  reversi- 
ble by  complete  removal  of  the  neoplasm. 
Hyaluronic  acid  production  has  been  found 
to  be  increased  in  Wilms’  tumor.  The 
demonstration  by  selective  angiography  of 
nevyly  formed  abnormal  vessels  which  ex- 
tend through  the  renal  substance  and 
beyond  the  capsule  into  the  surrounding 
perinephric  fat,  the  so-called  neovasculari- 
ty phenomenon,  is  of  pathognomonic  diag- 
nostic significance  in  neoplasms  of  the 
kidney. 

Diagnosis 

A battery  of  tests  and  procedures  can  be 
applied  to  diagnosis  of  renal  neoplasms. 
Selective  renal  arteriography  by  the  retro- 
grade femoral  technique  has  been  the  most 
accurate  preoperative  diagnostic  study, 
approaching  a 98.2%  correct  interpreta- 
tion. Excretion  urography  is  useful  as  a 
screening  test,  with  delay  in  function  sug- 
gesting renal  venous  extension  and  col- 
lateral formation. 

Sonography  and  drip  infusion  nephro- 
tomography may  help  to  differentiate  a 
solid  from  a cystic  mass  95%  of  the  time. 
Cyst  puncture,  aspiration,  and  study  of  the 
cyst  contents  may  give  additional  informa- 
tion when  the  selective  renal  arteriogram  is 
not  pathognomonic.  This  situation  occurs 
when  a large  portion  of  the  neoplasm  is  ne- 
crotic and  hence  poorly  vascularized  or 
when  the  tumor  exists  as  a mural  nodulein 
a cyst  otherwise  filled  with  clear  fluid. 

When  a neoplasm  is  associated  with  a cyst, 
the  fluid  of  the  cyst  is  often  hemorrhagic 
and  has  a high  fat  content,  as  has  been 


demonstrated  by  Dr.  Erich  Lang.^"  The 
Swedish  urologists  for  years  have  been 
performing  needle  aspiration  of  suspected 
neoplasms  with  a high  incidence  of  suc- 
cessful diagnosis  and  no  reported  in- 
stances of  seeding  of  the  neoplasms 
through  the  needle  tract  to  the  skin  of  the 
patient.  All  these  studies  combined  or 
used  in  any  combination  in  a given  pa- 
tient still  result  at  present  in  a 1.2  to 
1.8%  error  in  diagnosis  preoperatively.^" 

When  excretion  urography  fails  to  visual- 
ize the  kidney,  retrograde  pyelography  may 
clearly  demonstrate  the  presence  of  a 
space-occupying  or  mass  lesion  of  the  kid- 
ney. Hematuria  is  a late  sign  and  is  especi- 
ally late  in  appearance  and  ominous 
prognosis  in  Wilms’  tumor.  Intrarenal  le- 
sions produce  intrarenal  distortion  of  the 
collecting  system.  This  simple  fact  helps  in 
the  differential  diagnosis  of  hydrone- 
phrosis, Wilms’  tumor,  and  neuroblastoma 
in  childhood  and  is  of  particular  impor- 
tance in  deciding  whether  a lesion  is  pri- 
mary within  the  kidney  or  has  its  origin  in 
some  other  retroperitoneal  organ  or  tissue. 
In  the  diagnosis  of  collecting  system 
lesions,  such  as  transitional  cell  and  squa- 
mous cell  carcinoma,  with  excretory 
urography  one  may  fail  to  visualize  the 
affected  kidney.  Retrograde  techniques 
may  then  be  used  to  visualize  the  collect- 
ing system  and  specimens  of  urine  and 
cells  may  be  collected  to  look  for  keratini- 
zation  or  malignant  change.  A ureteral 
brush  may  be  used  by  retrograde  tech- 
nique toobtain  cellsand  small  bits  of  tis- 
sue for  histological  analysis.^®  When  the 
excretory  urogram  is  normal  and  a metasta- 
sis is  present,  selective  arteriography  will 
usually  disclose  the  kidney  of  origin.  Retro- 
grade pyelography  may  be  normal  or  in- 
conclusive in  this  circumstance. 

Chemical  abnormalities  are  helpful  when 
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present.  The  existence  of  elevations  in 
SCOT,  increased  alkaline  phosphatase 
value,  or  increase  in  the  erythrocyte  sedi- 
mentation rate,  or  alpha-2  globulin  in  the 
serum  are  only  suggestive.  Flank  pain, 
hematuria,  and  mass  in  the  flank  have 
been  called  the  cardinal  signs  of  renal 
neoplasm.  In  spite  of  the  extensive  testing 
available  to  theclinician  today,  62%  of 
380  patients  treated  for  renal  cell  carci- 
noma forthefirsttime  in  Dallas  between 
1965  and  1970  had  one  or  more  of  the 
three  cardinal  signs  which  really  led  to 
the  ultimate  diagnosis.  Thirty-eight  per- 
cent were  unsuspected  on  admission  and 
were  picked  up  as  a result  of  a survey  or 
workup  for  a fever  of  unknown  origin. 

T reatment  of  Cancer  of  the  Kidney 
Localized  Disease 

The  treatment  of  choice  for  localized  renal 
cell  carcinoma  is  radical  nephrectomy.  The 
renal  pedicle  vessels  are  ligated  individual- 
ly and  the  kidney  is  removed  intact,  along 
with  the  perirenal  fat,  without  opening 
Gerota’s  capsule.^®  This  is  the  preferred 
technique  for  renal  cancer  surgery, 
as  22%  of  renal  cell  carcinomas  have 
extended  through  the  renal  capsule  into 
the  perirenal  fat.  The  same  principles  apply 
to  the  surgical  treatment  of  squamous  cell 
carcinoma.  In  patients  with  bilateral  renal 
cell  carcinoma,  the  patient  may  have  bi- 
lateral radical  nephrectomy  and  be  treated 
with  dialysis  while  awaiting  a kidney  trans- 
plant. For  example,  one  might  considera 
transplant  for  such  a patient  after  two 
years  of  tumor-free  existence.  Alternatives 
are  partial  nephrectomy  with  extracorpo- 
real bilateral  radical  nephrectomy,  and 
unilateral  or  bilateral  autotransplanta- 
tion. The  partial  nephrectomy  should  be 


performed  during  extracorporeal  perfusion 
and  cooling  of  the  kidney  to  preserve 
function  and  to  avoid,  if  possible,  dissem- 
ination of  the  neoplasm  in  the  patient. 
Traditionally,  when  the  diagnosis  of 
transitional  cell  neoplasm  is  made  ,ne- 
phroureterectomy  with  excision  of  a cuff  of 
bladder  has  been  the  surgical  treatment  of 
choice.  In  patients  with  a solitary  kidney 
and  a small  renal  pelvic  orcalyceal  lesion, 
partial  nephrectomy  or  excision  and  fulgur- 
ation  of  a renal  pelvic  lesion,  or  both,  may 
be  employed.  Results  with  this  technique 
have  been  satisfactory.  Renal  tissue  has 
been  preserved  and  has  led  us  to  consider 
conservingthe  kidney  by  autotransplanta- 
tion or  ureteral  reimplantation  when  the 
transitional  cell  lesion  is  confined  to  the 
ureter.  About  33  % of  patients  with  a trans- 
itional cell  lesion  of  the  renal  pelvis  have  a 
concomitant  simultaneous  lesion  of  the 
bladder.  Less  than  8%  of  patients  with 
bladder  carcinoma  have  a simultaneous 
renal  pelvis  lesion. 

The  treatment  for  localized  Wilms’ 
tumor  is  radical  nephrectomy. Postopera- 
tive x-ray  therapy  is  given  to  the  tumor 
bed  in  selected  cases.  Preoperative  radio- 
therapy is  not  used  routinely  unless  the 
tumor  is  quite  large  and  crossesthe  mid- 
line. Preoperative  radiotherapy  may  be  of 
some  value  in  shrinking  renal  cell  car- 
cinoma. There  is  a cooperative  study 
underway  to  determine  the  value  of  pre- 
operative radiotherapy  on  long-term 
survival  for  renal  cell  carcinoma  patients. 
At  present  it  can  be  said  that  preoperative 
radiotherapy  does  shrink  the  tumor.  The 
effect  on  long-term  survival  is  not  yet 
known.  In  patients  with  Wilms’  tumor, 
actinomycin  D and  vincristine  are  used 
alone  or  in  combination  to  supplementthe 
surgical  treatment,  accordingto  the  stage 
of  the  tumor. “^  “2 
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Metastatic  Disease 

An  aggressive  surgical  approach  is  taken 
in  the  management  of  renal  cell  carcinoma. 
Isolated  solitary  metastases  occur.  Lobec- 
tomy and  craniotomy  may  be  recommend- 
ed in  the  same  patient.  We  have  no  chemo- 
therapeutic agent  which  may  predictably 
reverse  the  course  of  metastatic  renal  cell 
carcinoma, 23  although  isolated  survivals 
with  testosterone  and  Provera  in  combin- 
ation have  been  reported.  Bloom  reported 
metastatic  bone  lesions  healed  in  patients 
subjected  to  testosterone  and  Provera 
therapy.  Occasional  reports  of  success  with 
antineoplastic  drugs  such  as  vinblastine  or 
bleomycin  or  cyclophosphamide,  have  been 
reported.  No  agent  is  predictably  effective 
in  transitional  cell  carcinoma  although 
patients  may  be  advised  to  stop  smoking 
(to  presumably  rid  themselves  of  trypto- 
phan degradation  products  in  the  urine, 
such  as  kynurenic  and  anthranilic  acid). 
Patients  with  transitional  cell  carcinoma  of 
the  bladder  and  urothelium  may  be  advised 
to  take  vitamin  C,  500  mg  twice  daily  pro- 
phylactically  as  an  antioxidant  to  prevent 
the  breakdown  of  carcinogenic  products  in 
the  urine  remaining  in  the  bladder.  Care 
must  be  taken  in  these  patients  to  avoid 
vitamin  B12  depletion.  The  use  of  vincris- 
tine and  actinomycin  D in  patients  with 
metastases  from  Wilms’  tumor  had  defi- 
nitely proved  to  have  a therapeutic  role. 
Selective  surgical  procedures  such  as 
lobectomy  or  craniotomy  or  block  excision 
of  metastatic  mass  lesions  may  enhance 
survival.  Rarely  one  finds  an  extrarenal 
Wilms’  tumorwhich  should  be  managed  as 
a primary  Wilms’  tumorwith  surgery  and 
chemotherapy.  In  children  under  1 year  of 
age,  the  renal  neoplasm,  mesoblastic 
nephroma,  should  be  separated  from  the 
Wilms’  tumor  group  by  careful  histological 


studies.  This  tumor  is  relatively  benign,  has 
more  of  a connective  tissue  component 
than  the  usual  Wilms’  tumor,  and  does 
not  require  supplemental  chemotherapy. 
Historically,  this  neoplasm  has  not  been 
considered  separately  from  Wilms’  tumor 
in  most  series  from  large  children’s  hos- 
pitals. This  has  led  to  an  increased  survival 
rate  reported  from  these  centers  compared 
to  the  pure  Wilms’  tumors  series  reported 
from  other  centers.  More  importantly, 
deaths  have  occurred  from  actinomycin  D 
and  vincristine  therapy  in  these  children 
with  mesoblastic  nephroma  under  1 year 
of  age.  Chemotherapy  is  really  not  neces- 
sary as  part  of  the  treatment  of  mesoblastic 
nephroma.  Mesoblastic  nephroma  should 
betreated  surgically  by  radical  nephrec- 
tomy. Local  recurrence  has  followed  inade- 
quate excision,  but  widespread  metastases 
have  not  been  reported. 
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for  the 

self-employed  professional:  Annuities 
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An  annuity  is  the  opposite  of  life  insurance, 
but  it  is  nevertheless  an  insurance  problem 
because  life  contingencies  are  involved.  An 
annuity  is  a contract  that  provides  income 
fora  specified  period  of  time.  It  may  be 
designed  to  pay  the  annuitant  a sum  of 
moneyfora  given  number  of  years  orfor 
life.  If  it  is  for  life,  it  means  that  a retired 
person  with  an  annuity  cannot  outlive  his 
income.  In  this  sense  an  annuity  is  the  op- 
posite of  life  insurance:  insurance  provides 
protection  from  having  an  income  cut  off 
prematurely  due  to  an  early  death,  and  an 
annuity  protects  an  individual  from  ex- 
hausting his  income  due  to  a long  life  after 
retirement.  Life  insurance,  then,  is  a ve- 
hicleforthe  scientific  accumulation  of 
funds  overa  period  of  time,  and  an  annuity 
is  oneforthe  scientific  liquidation  of  funds. 

In  the  final  analysis,  theannuity  is  a risk 
sharing  plan  based  upon  a group  whose 
individual  members  are  all  the  same  age. 
The  insurance  company  uses  special  tables 
to  determine  how  long,  on  the  average,  an 
individual  of  a given  age  will  live.  Using 
these  tables  the  insurance  company  can 
sell  you  an  annuityfora  premium  payment. 
The  insurance  company  does  not  know  how 
longanyoneindividual  member  of  a group 
of  annuitants  will  live,  but  by  applyingthe 
law  of  large  numbers  to  the  experience  of 
a specific  group  of  annuitants,  it  can  ap- 
proximate the  result  for  that  group  with  a 
high  degree  of  accuracy.  For  example,  if  the 
company  thought  only  in  terms  of  one  in- 
dividual, then  not  knowing  how  longthat 
individual  would  live,  the  company  might 
very  well  lose  money.  It  is  conceivable  that 
one  individual,  who  gave  X dollars  to  the 
insurance  company  to  be  assured  of  Y dol- 
lars per  month  for  the  rest  of  his  life,  would 
live  so  longthat  he  would  overdraw  the 
principal  plus  all  accumulated  interest.  But 
if  the  savings  or  investments  of  a large 


number  of  persons  of  the  same  age  are 
combined,  each  member  of  the  group  can 
be  assured  of  being  paid  a monthly  income. 
The  members  who  outlive  their  principal 
will,  in  effect,  be  drawing  upon  the  princi- 
pal of  the  members  who  died  before  having 
drawn  all  of  theirs.  The  insurance  company, 
using  the  law  of  averages,  loses  on  some 
and  wins  on  others. 

The  amount  of  income  which  can  be 
drawn  by  each  member  of  the  group  is  de- 
termined not  only  by  the  amount  that  he 
pays  into  the  “fund,”  but  by  his  age,  sex, 
and  the  type  of  annuity  selected.  The  older 
a person  is  when  he  starts  receiving  an 
annuity,  the  higher  the  payment  to  him  for 
any  given  dollaramount  in  the  fund.  On 
the  average,  women  live  longer  than  men; 
therefore,  a man  draws  more  per  dollar  of 
contribution  than  a woman  of  the  same  age. 
The  idea  isthat  a man,  having  fewer  years 
to  live,  should  be  paid  his  contribution  fas- 
ter, and  a woman,  having  more  years  to 
live,  should  be  paid  her  contribution  at  a 
slower  rate. 

Specialized  Uses  of  Annuities 

In  addition  to  providing  retirement  income, 
annuities  are  also  sometimes  used  tofree 
capital  and  for  tax  purposes.  For  example, 
a person  of  some  means  can  plan  his  re- 
tirement income  from  direct  investments. 

If  he  has  accumulated  $200,000  and  can 
invest  it  at  8%,  he  will  be  able  to  live  on 
$16,000  peryear  during  his  retirement 
years  and  pass  his  $200,000  of  capital  to 
his  heirs.  However,  the  person  with  no  heirs 
might  also  want  to  think  in  terms  of  an  an- 
nuity, depending  on  his  age.  A man  of  65 
can  purchase  a single-premium  lifeannuity 
guaranteeing  $16,000  per  year  for  about 
$150,000,  freeing  $50,000  of  his 
$200,000.  He  can  continue  with  his  invest- 
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merit  program  and  live  on  $20,000  per 
year.  He  can  also  feel  reasonably  assured 
that  even  if  he  loses  the  remaining  $50,000 
through  bad  investments,  he  will  still  be 
assured  of  $16,000  annual  income  until 
death. 

An  annuity  may  also  sometimes  be  use- 
ful in  avoiding  capital  gains  taxes.  Forex- 
ample,  a retired  doctor  may  o\wn  an  office 
building  in  which  he  has  steady  and  val- 
uable tenants.  Suppose  that  he  has  paid 
$30,000  for  the  building,  but  through  ap- 
preciation of  real  estate  values  it  is  now 
worth  $70,000.  One  of  the  tenants  offers 
$70,000  forthe  building,  statingthat  if  the 
landlord  refuses  his  offer,  he  will  move  out 
attheend  of  the  term  of  his  leaseand  erect 
a building  himself.  It  is  quite  conceivable 
thatthe  owner  had  thought  of  living  in  re- 
tirement on  the  rental  income  of  the  prop- 
erty: if  the  building  were  rented  to  the 
steady  tenant,  he  could.  If  he  sells  the 
buildingtothe  tenant,  however,  the  tax  on 
the  $40,000  capital  gain  will  fall  due  in  one 
year  and  will  be  large,  leaving  him  with  in- 
sufficient capital  to  provide  for  retirement 
by  direct  investment.  One  solution  is  to 
have  the  tenant  pay  an  insurance  company 
$70,000  and  purchasean  annuity  forthe 
owner  for  the  transfer  of  the  property. 

It  is  true  that  part  of  the  annual  annuity 
income  paid  to  the  retiree  will  be  taxable. 
Since,  however,  the  tax  is  payable  over  a 
period  of  time,  there  may  be  substantial 
tax  savings.  But  this  is  a special  case  and 
the  individual  should  check  out  his  situa- 
tion with  his  tax  accountant  to  make  certain 
there  are  tax  benefits. 

Fixed  Annuities 

T raditionally,  annuity  contracts  guaranteed 
the  payment  of  a fixed  number  of  dollars. 
Insurance  companies  invested  the  pre- 


miums in  fixed  obligations  like  bonds  and 
mortgages  and  were  able  to  guarantee  the 
fixed  payment.  In  recent  years,  however,  in- 
flation has  eroded  the  value  of  annuity  in- 
vestments, and  they  have  become  some- 
what less  popular.  This  has  also  stimulated 
interest  in  the  variable  annuity  which  was 
developed  in  an  attempt  to  provide  the  an- 
nuitant some  protection  against  inflation. 

Variable  Annuities 

Under  the  terms  of  a variable  annuity  con- 
tract, funds  collected  by  the  insurance 
company  will  be  invested  primarily  in  com- 
mon stocks.  Historical  studies  show  a long- 
term correlation  in  the  movement  of  aver- 
age prices  of  selected  common  stock  issues 
and  the  cost  of  living  index.  Based  on  this 
premise,  then,  if  the  premiums  are  invest- 
ed in  these  common  stocks  and  they  rise 
with  the  cost  of  living,  funds  will  then  be 
available  to  pay  annuitants  more  dollars. 

If  $1,000  were  invested  in  certain  selected 
common  stocks  and  the  cost  of  living  dou- 
bled, supposedly  the  value  of  these  select- 
ed stocks  would  also  approximately  double, 
thus  providingthe  needed  additional  dol- 
lars. To  be  sure  in  recent  years  common 
stocks  have  not  been  a good  inflationary 
hedge.  However,  historically  they  have  been 
and  hopefully  they  will  be  again  if  the  rate 
of  inflation  recedes  to  historical  levels. 

Howthe  Variable  Annuity  Works 

The  variable  annuity  contract  does  not  call 
for  an  annuity  payment  of  a fixed  number 
of  dollars,  but  ratherforthe  paymentto 
the  annuitant  of  what  are  called  units.  There 
are  two  types  of  units:  the  accumulation 
unit  and  the  annuity  unit.  A unit  is  merely  a 
block  of  common  stock,  or  in  some  cases 
fractions  of  stock,  held  on  the  individual’s 
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behalf  by  the  insurance  company.  While 
purchasing  the  annuity,  theannuitant  is 
credited  with  accumulation  units,  and  the 
amount  of  units  he  receives  is  determined 
by  the  premiums  he  pays  and  by  the  value 
of  the  stock  in  the  accumulation  unit.  The 
value  of  the  accumulation  unit  may  fluc- 
tuate overtime,  whereas  his  premiums 
presumably  are  more  constant,  although  a 
contract  could  be  written  so  that  premiums 
too  could  rise  at  the  option  of  the  annuit- 
ant. The  value  of  the  accumulation  unit  is 
determined  by  the  “value  of  the  common 
stock  which  it  represents  atthattime.” 

Suppose thatthe accumulation  unit  is 
valued  at  $10.  The  individual  pays  $50  per 
month  in  premiums  and  is  credited  with 
five  units.  If  the  next  month  the  current 
value  of  the  unit  is  $5,  he  is  credited  with 
10  units.  Still  laterthe  unit  might  be  $20, 
and  the  monthly  premium  purchases  two 
and  a half  units. 

When  the  annuitant  retires,  the  accumu- 
lation units  are  replaced  or  substituted  for 
by  annuity  units.  This  is  usually  carried  out 
in  three  steps.  First,  the  insurance  com- 
pany determines  the  principal  sum  invest- 
ed on  the  person’s  behalf.  It  does  so  by 
multiplyingthe  value  of  the  units  by  the 
number  of  units  accumulated.  Let  us  say 
this  principle  sum  is  $100,000.  Step  two 
consists  of  making  an  initial  payment  which 
is  determined  in  the  same  manner  as  in  a 
fixed  annuity.  Tables  have  been  construct- 
ed by  actuaries  which  deplete  the  principal 
actuarially  and  also  contain  an  assumption 
about  the  interest  which  the  insurance 
company  is  able  to  earn.  The  initial  pay- 
ment is  obtained  from  these  tables,  which 
for  simplicity  we  will  assume  to  be  $10,000 
forthefirst  year.  Stepthree  consists  of 
dividingthe  initial  payment  ($10,000)  by 
the  present  value  of  one  accumulation  unit, 
to  find  how  many  units  would  be  required 


to  make  the  $10,000  payment.  Let  us  sup- 
pose the  value  of  one  unit  at  the  time  is 
$100  so  that  the  division  gives  us  100 
units.  These  100  units  are  then  called  an- 
nuity units,  and  the  annuitant  is  guaranteed 
the  value  of  these  100  units  annually  for 
life.  Of  course,  he  could  take  them  in  an- 
nual, semiannual,  quarterly,  or  monthly 
payments.  The  value  of  the  100  units  will 
probably  fluctuate  from  month  to  month. 

If  the  dollar  value  of  stock  behind  the  unit 
falls,  the  annuity  income  will  fall  with  it.  If 
the  dollar  value  of  the  common  stock  rises, 
the  income  will  rise  bytheamount  of  the 
rise  of  each  annuity  unit  times  the  number 
of  annuity  units  to  which  the  annuitant  may 
be  entitled.  It  is  hoped  that  in  the  long  run 
the  value  of  common  stock,  and  the  value 
of  the  annuity  unit,  and  hence  the  annuity 
payment,  will  rise  with  inflation. 

It  should  be  noted  that  there  are  two 
kinds  of  variable  annuities.  With  the  type 
just  described,  the  income  payment  to  the 
annuitant  varies  with  changes  in  the  value 
of  the  common  stock  in  the  annuity  units. 
With  the  other  type  the  income  payments 
are  fixed  and  guaranteed  once  they  start. 
Their  initial  size  depends  on  the  value  of 
the  accumulation  unit.  In  a case  such  as 
this  the  annuitant  has  chosen  to  have  his 
funds  invested  in  common  stock  to  hedge 
inflation  while  he  was  buying  his  annuity 
over  the  years.  Then  after  he  retired  he,  in 
a sense,  had  the  insurance  company  con- 
vert his  variable  accumulation  units  into  a 
fixed  annuity. 

Combination  Fixed-Variable  Annuities 

It  is  possible  for  a person  to  hedge  his  bets 
and  buy  both  a fixed  and  a variable  annuity 
in  one  package,  and  he  can  have  a com- 
bination fixed-variable  annuity  both  during 
the  accumulation  and  the  pay  out  period. 
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Many  insurance  companies  allow  the  in- 
dividual to  choose  his  ratio  (say  25-75; 
50-50;  0-100,  or  any  other  for  that  matter) 
between  fixed  and  variable.  Then  they  in- 
vest the  proper  proportions  in  bonds  (or 
other  fixed  obligations)  and  common 
stock. 

Joint  Survivorship  Annuity 

While  many  annuity  contracts  cover  only 
one  life,  there  are  some  which  can  be  pur- 
chased to  cover  more  than  one  life.  Con- 
sider the  situation  of  a married  couple 
where  only  the  husband  is  employed.  He 
desires  to  provide  an  income  for  himself 
and  for  his  wife  in  the  event  that  he  pre- 
deceases her.  The  joint  survivorship  an- 
nuity— or  what  may  be  more  properly  term- 
ed the  “joint  and  last  survivorship"  annuity 
— is  a contract  whereby  the  income  from 
the  annuity  is  payable  for  the  joint  lifetime 
of  two  or  more  annuitants  and  continues 
until  the  death  of  the  last  survivor. 

For  example,  husband  and  wife  might 
purchase  an  annuity  to  provide  X dollars 
per  month  for  so  long  as  either  of  them 
lives.  If  the  husband  predeceases  the  wife, 
then  she  will  continue  to  receive  the  month- 
ly payments.  If  the  wife  predeceases  the 
husband,  he  will  continue  to  receive  the 
monthly  payments. 

Because  of  the  cost  involved,  and  be- 
cause it  is  felt  that  the  cost  of  maintaining 
one  individual  is  less  than  maintainingtwo 
individuals,  the  joint  survivorship  annuity 
is  frequently  written  in  such  a way  that  the 
monthly  payments  will  be  reduced  in  the 
event  of  the  death  of  one  of  the  annuitants 
prior  to  the  other.  Forexample,  theannuity 
may  be  written  to  provide  $900  per  month 
while  both  annuitants  are  alive,  and  to  re- 
duce the  monthly  payments  one-third  upon 
the  death  of  the  first  annuitant.  Thus  the 
surviving  annuitant  would  receive  $600 
per  month  for  the  rest  of  his  or  her  life.  An- 
other common  variation  is  to  provide  that 
upon  the  death  of  the  first  annuitant  the 
surviving  annuitant  shall  receive  only  half 
the  amount  that  was  received  while  the  two 
were  alive. 


A joint  survivorship  annuity  paying  a 
specified  amount  per  month  would  require 
a higher  premium  than  an  annuity  on  a 
single  life  (or  a given  premium  would  pro- 
vide for  a smaller  annuity  payment).  There 
are  several  reasons  for  this.  First,  the  risk 
which  the  insurance  company  takes  on  two 
lives  is  always  greater  than  the  risk  on  one. 
Second,  women  have  a longer  life  expec- 
tancy than  men,  and  third,  wives  are  usual- 
ly youngerthan  their  husbands. 

How  Large  an  Annuity? 

There  is  no  easy  answer  to  this  question. 
How  large  an  annuity  and  what  kind — fixed 
or  variable — should  to  some  extent  be  de- 
termined by  the  personal  appraisal  of  fu- 
ture inflation  and  performance  of  the  se- 
curities market.  Some  weight  too  must  be 
given  to  alternative  investments  the  in- 
dividual is  able  to  acquire,  and  what  social 
security  benefits  will  be  available.  Just  as 
in  the  case  of  life  insurance,  personal  value 
judgments  are  involved.  Your  retirement 
program  and  your  insurance  program  are 
invariably  tied  together,  especially  if  you 
have  permanent  insurance  which  provides 
living  benefits.  Your  retirement  program 
should  be  based  on  the  amount  of  income 
per  year  or  per  month  that  you  will  need. 
Presumably  it  will  be  less  than  before  re- 
tirement. First,  there  will  be  fewer  depend- 
ents; if  over  age  65  there  is  a double  tax 
exemption,  and  usually  the  mortgage  will 
have  been  paid  off.  Social  security  provides 
the  basic  foundation  for  your  retirement 
program  and  that  should  be  supplemented 
with  additional  investments.  Insurance  and 
annuities  are  merely  one  vehicle  for  ac- 
quiring such  additional  investments. 

Dr.  Wolf,  Professor  of  Finance,  Department 
of  Finance,  BEB  125,  The  University  of  Texas 
at  Austin,  Austin,  Texas  78712. 
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UFESAVING 
PARTNERSHIP. . . 
AGAINST 

CANCER  QUACKERY 


The  anguish  associated  with 
cancer  is  compounded  by  the 
cancer  quack.  False  hopes— 
harmful  delays— shattering 
expenses— deceptive  diag- 
noses — loss  of  life — these  are 
hazards  facing  the  cancer  pa- 
tient desperate  enough  to 
seek  a cancer  quack. 

The  problem:  how  to 
divert  the  patient  from  this 
tragic  encounter. 

As  medical  guide,  family 
counselor,  trusted  friend  — 
you,  doctor,  play  a major  role 
in  the  fight  against  cancer 
quackery. 

We  are  here  to  “partner” 
you. 

Our  National  Office  main- 
tains an  up-to-date  central 
clearing  house  for  materials 
on  unproven  methods  of 
cancer  diagnosis  and  treat- 
ment. This  is  a unique  opera- 
tion and  the  principal  source 
of  such  information  in  the 


country.  Its  services  are  widely 
used.  Hundreds  of  inquiries 
are  received  and  answered 
from  all  segments  of  the  com- 
munity, from  coast  to  coast. 

To  trigger  grass-roots  ac- 
tion, we  have  formulated  a 
model  State  Cancer  Remedy 
Act  designed  to  control  the 
promotion  and  sale  of 
unproven  methods  of  cancer 
management.  This  has  already 
inspired  nine  states  to  legis- 
late against  cancer  quackery 
—with  active  support  from 
the  medical  community.  Cop- 
ies of  the  model  act,  as  well 
as  copies  of  the  laws  in  effect, 
are  available  in  our  National 
and  Division  offices. 

In  these  actions  against 
cancer  quackery,  as  in  all  our 
efforts  against  cancer,  ours  is  a 
lifesaving  partnership. 

American 
Cancer 
Society  % 
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Forensic  pathologist’s  goal: 
making  order  of  death’s  chaos 


In  this  doctor’s  office  there  is  no  segrega- 
tion according  to  age,  disease,  ortrauma. 

In  the  span  of  a few  days,  he  might  en- 
counter such  varied  diagnoses  as  gunshot 
wounds,  drug  intoxication,  pneumonia, 
sudden  infant  death,  multiple  injuries,  car- 
bon monoxide  poisoning,  cancer ...  all  fa- 
tal cases.  His  goal — to  make  some  order 
out  of  the  chaos  of  death. 

The  physician  is  Dr.  Charles  S.  Petty,  di- 
rector, Southwestern  Institute  of  Forensic 
Sciences  at  Dallas — a title  which  encom- 
passes duties  as  chief  of  the  county’s 
criminal  investigation  laboratory  and  chief 
medical  examiner. 

In  a recent  interview  with  Texas  Medicine, 
Dr.  Petty  called  his  field  of  forensic  pathol- 
ogy “the  most  stimulating  branch  of  med- 
icine.’’ Although  he  refuted  the  popular 
idea  that  he  performs  a “Sherlock 
Holmes’’  activity,  he  admitted  his  job  must 
sometimes  extend  past  the 
obvious. 

He  related  an  instance,  one  of  many  un- 
usual stories  in  his  annals,  involving  a 
man  and  a woman  who  appeared  to  have 


Editor’s  note:  Dr.  Charles  S.  Petty  is  director  of 
the  Southwestern  Institute  of  Forensic  Sciences 
at  Dallas.  A native  of  Lewistown,  Mont,  he  was 
graduated  cum  laude  from  Harvard  Medical 
School  in  1950.  He  interned  at  Mary  Imogene 
Bassett  Hospital  in  Cooperstown,  NY.  Resi- 
dencies in  pathology  followed  at  Peter  Bent 
Brigham  Hospital,  Children’s  Hospital,  and  New 
England  Deaconess  Hospital,  all  in  Boston.  Prior 
to  coming  to  Dallas,  he  practiced  in  New  Or- 
leans, Indianapolis,  and  Baltimore.  He  is  certi- 
fied by  the  American  Board  of  Pathology  in 
pathologic  anatomy,  clinical  pathology,  and 
forensic  pathology.  In  addition  to  numerous 
appointments  and  memberships.  Dr.  Petty  is  a 
professor  of  forensic  sciences  and  pathology  at 
The  University  of  Texas  Southwestern  Medical 
School  at  Dallas.  He  has  authored  or  co- 
authored more  than  35  articles  for  medical 
literature. 

Photos — Donald  Calhoun,  Forensic 
Photographer 


Dr.  Joel  Kirkpatrick  (left),  neuropathologist.  South- 
western Medical  School,  examines  a brain  with  Dr. 

Charles  S.  Petty,  chief  medical  examiner,  at  the  weekly 
brain-cutting  conference.  Close  integration  of  the  medi- 
cal school  and  the  medical  examiner’s  office  results  in 
benefits  for  both  organizations. 

burneid  to  (death.  Both  boidies  were  brought 
to  the  institute  the  same  (day.  Further  in- 
vestigation reveale(d  that  both,  although 
separate  and  (distinct  cases,  were  murder 
victims  who  had  been  set  on  fire  in  at- 
tempts to  cover  up  the 
homicides. 

Dr.  Petty  said  his  office  receives  reports  on 
about  6,000  deaths  a year,  of  which  ap- 
proximately 2,600  are  accepted  as  valid 
medical  examiner  cases.  Of  these,  autop- 
sies are  performed  in  about  half  the  cases. 
These  statistics  show  Dallas  to  be  an  aver- 
age community.  According  to  Dr.  Petty, 
approximately  25%  of  the  deaths  in  any 
community  should  come  underthe  juris- 
diction of  the  medical  examiner. 

Shortly  after  his  arrival  in  June  1969,  Dal- 
las County  successfully  shifted  from  an 
elected  justice  of  the  peace  coroner  sys- 
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Mr.  Carl  A.  Wilcox  (right),  assistant  chief  field  agent  for  the  Dallas  County  medical 
examiner’s  office,  confers  with  a Dallas  police  officer  at  the  scene  of  a death. 


Roger  A.  Smith,  chief  field  agent,  examines  the  under 
carriage  of  an  automobile  for  trace  evidence  in  a "hit 
and  run”  death  case.  An  automobile  hoist  is  one  of  the 
items  of  equipment  at  the  forensic  sciences  institute. 


One  of  Dallas  County’s  medical  examiners.  Dr.  Ross  E.  Zumwalt,  examines  an  x-ray  of  an  individual  killed  with  a 
shotgun. 
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Soft  tissue  x-ray  is  resorted  to  in  the  examination  of  ciothing  taken  from  victims  of 
gunshot  wounds. 


tern  to  an  appointed  medical  examiner  sys- 
tem. And  although  one  of  the  more  re- 
cently instituted  medical  examiner  sys- 
tems in  the  state,  Dallas  County  has  expe- 
rienced significant  growth  in  staffing,  fa- 
cilities, and  services  in  the  past  few  years. 

It  is  also  one  of  the  very  few  jurisdictions 
in  the  country  to  bring  the  criminal  inves- 
tigation laboratory  and  the  medical  exam- 
iner’s office  under  one  roof — that  of  the 
institute  of  forensic  sciences. 

The  staff  of  the  “crime  lab’’  (as  TV  fans 
might  preferto  call  it)  has  increased  from 
11  in  1969  (including  one  PhD)  to  30  cur- 
rently (includingthree  PhDs).  The  medical 
examiner’s  staff  also  now  numbers  30  in- 
cluding four  physicians. 

In  the  past  year  alone.  Dr.  Petty  said  that 
$400,000  in  equipment  has  been  added  to 
the  criminal  investigation  lab.  Further  il- 
lustrating the  growth  in  sophistication  of 
procedures  is  the  employment  of  two  full 
time  people  in  the  lab’s  ballistics 
section. 


Medical/legal  functions 

Dr.  Petty  said  that  medical/legal  functions 
of  his  positions  fall  into  three  major 
areas:  1)  justice,  2)  community  health,  and 
3)  education. 

In  the  first  area  he  is  involved  with  both 
criminal  and  civil  justice.  He  must  verify 
homicides,  examine  cases  in  which  murder 
is  suspected,  and  sometimes  discover 
murder  victims  when  homicide  is  not  sus- 
pected. Duties  of  the  medical  examiner’s 
office  include  proper  examination  of  the 
body  at  the  scene,  collection  of  physical 
evidence,  and  transportation  and  storage 
of  the  body.  In  addition,  the  examiner  is 
often  called  upon  to  carry  out  autopsies, 
to  order  and  interpret  toxicologic  anal- 
yses and  to  testify  in  court. 

An  important  function  of  the  medical  ex- 
aminer in  the  area  of  civil  justice  is  the 
provision  of  proper  documents  to  the  de- 
ceased’s next-of-kin.  Dr.  Petty  said  that 
the  issuance  of  the  death  certificate  in- 
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The  Dallas  County  institute  of  forensic  sciences  provides  for  the  scientific  investigation  of  both  death  and  crime  for 
the  county’s  citizens. 


eluding  the  cause  of  death  often  affects 
survivors’  benefits.  As  an  exannple  he  cited 
the  double  indemnity  benefits  provided  by 
some  insurance  policies  in  the  cases  of 
accidental  deaths.  In  addition,  the  cause  of 
death  may  bear  directly  upon  claims  by 
survivors  of  veterans. 

Also  in  the  area  of  justice,  Dr.  Petty 
stressed  the  medical  examiner’s  indepen- 
dence from  the  police  and  other  govern- 
mental bodies  of  authority. 

Community  health/education 

Dr.  Petty  said  that  he  is  involved  in  both 
the  public  and  personal  health  of  the  com- 
munity. The  medical  examiner’s  functions 
are  essential  in  carrying  out  public  health 
through  the  identification  of  deaths  due  to 
possible  contagious  diseases. 

In  the  area  of  private  health,  family  coun- 
seling is  an  important  service  provided  by 
the  medical  examiner.  Dr.  Petty  explained 


that  a family  often  has  a great  feeling  of 
guilt  about  the  death  of  an  infant.  Through 
counseling  and  proper  explanation  of  the 
cause  of  death,  a medical  examiner  is  able 
to  assist  such  families  through  these 
personal  tragedies. 

Dr.  Petty  sees  education  as  an  important 
part  of  the  medical  examiner’s  system.  He 
said  that  all  the  PhDs  and  MDs  on  the  staff 
of  the  institute  have  full  time  faculty  ap- 
pointments at  The  University  of  Texas 
Southwestern  Medical  School.  Educational 
functions  are  directed  toward  law  enforce- 
ment officers,  medical  students,  law  stu- 
dents, emergency  medical  technicians, 
nurses,  and  various  high  school  and  col- 
lege classes.  During  the  past  year,  over 
500  hours  of  instructor  time  was  spent  in 
teaching  law  enforcement  officers.  In  ad- 
dition, community  service  programs  are 
sponsored  for  such  groups  as  scout 
organizations. 

Dr.  Petty  estimated  that  he  spends  4-5% 
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Associate  medical  examiner,  Dr.  Vincent  JM  DiMaio, 
begins  the  examination  of  a child's  body  in  the  autopsy 
area  of  the  institute. 

of  his  time  in  the  courtroom  as  an  expert 
witness.  When  interviewed,  he  had  ten  sub- 
poenas on  his  desk.  But  he  emphasized 
that  a medical  examiner  is  not  a prosecu- 
tion witness. 

“I’m  not  hereto  convict  murderers.  I am 
here  only  to  see  that  justice  is  equally 
shown.”  He  stated  that  his  testimony  might 
prove  someone's  innocence  as  well  as 
guilt.  He  also  stressed  the  importance  of  a 
good  relationship  with  other  physicians 
in  the  community.  Hesaidthata  medical 
examiner  relies  to  a great  degree  upon 
physicians  for  reports  of  deaths  and  infor- 
mation regarding  deaths. 

A minority  specialty 

Although  the  role  of  the  forensic  patholo- 
gist is  increasingly  important  to  modern 
society,  there  are  fewerthan  300  board- 
certified  forensic  pathologists  in  the  Unit- 
ed States.  Dr.  Petty  presented  several 


The  gas  chromatograph-mass  spectrograph  is  an  in- 
strument  which  delivers  rapid  analyses  for  drugs  in 
small  samples.  A computer  attachment  allows  for  rapid 
sifting  of  Information  as  delivered  from  the  equipment 
so  that  correlation  with  controls  can  be  quickly  detected. 

opinions  for  the  small  number  within  the 
specialty.  He  said  that  formal  courses  in 
some  medical  schools  bear  no  resemblance 
to  forensic  pathology  in  practice.  Subse- 
quently there  frequently  results  a low  in- 
terest among  medical  students.  In  addition, 
there  are  approximately  90  places  in  ap- 
proved forensic  pathology  residencies  in 
the  country.  These  have  never  been  more 
than  half  full,  perhaps  because  of  lowtrain- 
ing  salaries.  And  perhaps  a greater  influ- 
ence is  the  fact  that  most  doctors.  Dr.  Petty 
said,  don’t  wantto  put  upwith  the  “politi- 
cal” facets  of  the  job,  which  really  aren’t  so 
much  political  as  they  are  interfaces  with 
various  parts  of  the  community.  His  rela- 
tionship with  the  Dallas  County  commis- 
sioners is  a good  one. 

But  in  spite  of  potential  drawbacks.  Dr. 
Petty  feels  a great  sense  of  personal  satis- 
faction from  his  job.  He  is  continually  in- 
trigued by  the  broadness  of  the  field  and 
enjoys  his  daily  contacts  with  people  in 
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many  other  fields  such  as  immunology, 
law,  chemistry,  etc. 

Dr.  Petty’s  endless  stories  illustrate  the  ev- 
er present  challenges  of  the  job.  He  told 
of  a 17-year-old  male  who  was  found  dead 
in  an  oil  pump  area.  There  was  no  appar- 
ent cause  of  death.  As  the  story  unfolded, 
investigators  learned  that  three  high 
school-aged  students  were  driving  around 
town  on  a Sunday  afternoon  when  they 
spotted  a fire  in  the  oil  pump  area.  Two 
went  to  get  help  while  the  third  stayed  at 
the  scene.  When  the  two  came  back  with 
the  authorities,  after  some  delay,  the  third 
was  found  dead  about  60  feet  away.  There 
were  no  apparent  burns  or  injuries.  A sub- 
sequent autopsy  also  revealed  no  injury  or 
disease.  Then  toxicologic  tests  showed 
components  of  natural  gas  in  the  boy’s 
system.  He  had  apparently  been  tapping 
the  well  for  natural  gas  and  inhaling  it  in 
order  to  get  a high. 

Dr.  Petty  said  there  has  not  been  much  re- 
search in  forensic  pathology  because  of  a 
lack  of  interest  and  funding.  But  he  feels 
the  field  will  continue  to  expand  in  soph- 
istication. “What  we  accomplish  in  study- 
ing the  dead  helps  the  living,’’  he  declared. 
“And  helping  others  is  what  medicine  is 
really  all  about.’’ 


Louie  Anderson,  firearms  examiner  and  scientist  at  the 
criminal  investigation  laboratory  section,  test  fires  a 
revolver  used  in  a homicide. 


The  "crime  lab”  makes  use  of  the  technique  of  nuclear 
magnetic  residue  for  analysis  of  some  types  of  speci- 
mens. 
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adjunctive 
therapy 
for  wound 
debridement 


HELPS  TO  REMOVE: 

• Necrotic  Tissue 

and  Associated  Odor 

HELPS  PREPARE 
WOUND  FOR: 

• Granulation/Healing 

• Granulation/Grafting 


CLEANSE  WOUND 

Thoroughly  cleanse  and 
irrigate  wound  area  with 
sodium  chloride  or  water 
solutions.  Wound  MUST 
be  cleansed  of 
antiseptics  or  heavy- 
metal  antibacterials. 


THOROUGHLY  MOISTEN 

Thoroughly  moisten 
wound  area  either 
through  tubbing, 
showering,  or  wet  soaks 
(e.g.,  sodium  chloride  or 
water  solutions). 


APPLY  ENZYME 

Apply  a layer  of  TRAVASE 
Ointment.  Assure  intimate 
contact  with  necrotic 
tissue  and  complete 
wound  coverage. 


APPLY  MOIST  DRESSING 

Apply  loose  moist 
dressings  (most 
important  with  dry 
leathery  eschar). 


CHANGE  DRESSINGS 

When  changing  dressing, 
gently  wipe  away  the 
dissolved  material. 

Repeat  the  procedure, 
including  application  of 
TRAVASE  Ointment, 

3 to  4 times  per  day  for 
best  results. 


itauase*  Ointment 


brand  of  Sutilains 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Deerfield,  Illinois  60015 


Please  see  next  page  for  prescribing  information. 


iment 


brand  of  Sutilains 


ulcers 


TERRY  V.  CARLE,  M.D.,  CLINICAL  INSTRUCTOR,  DEPT,  OF  PHYS.  MED.  & REHAB 
CRAIG  REHABILITATION  HOSPITAL.  UNIVERSITY  OF  COLORADO 


Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


After  nine  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


Before  treatment  ...  48  hours  following  treatment  with  TRAVASE 

Ointment  on  right  hand;  left  hand  is  control. 


Travase®  Ointment 

(brand  of  Sutilains) 

Indications:  For  wound  debridement,  TRA- 
VASE Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following 
lesions: 

Second  and  third  degree  burns. 

Decubitus  ulcers. 

Incisional,  traumatic,  and 
pyogenic  wounds. 

Ulcers  secondary  to  peripheral 
vascular  disease. 

Contraindications:  Application  of  TRAVASE 
Ointment  is  contraindicated  in  the  following 
conditions: 

Wounds  communicating  with  major  body 
cavities. 

Wounds  containing  exposed  major  nerves 
or  nervous  tissue. 

Fungating  neoplastic  ulcers. 

Wounds  in  women  of  child-bearing 

potential — because  of  lack  of  laboratory 
evidence  of  effects  of  TRAVASE  upon 
the  developing  fetus. 


Warning:  Do  not  permit  TRAVASE  Ointment 
to  come  into  contact  with  the  eyes.  It  con- 
tact is  made,  immediately  rinse  with  copious 
amounts  of  water,  preferably  sterile. 


Precautions:  A moist  environment  is  essen- 
tial to  optimal  activity  of  the  enzyme.  En- 
zyme activity  may  also  be  impaired  by  cer- 
tain agents  (see  package  insert).  Although 
there  have  been  no  reports  of  systemic 
allergic  reaction  in  humans,  studies  have 
shown  that  there  may  be  an  antibody  re- 
sponse in  humans  to  absorbed  enzyme 
material. 


Adverse  Reactions:  Consist  of  mild,  tran- 
sient pain,  paresthesias,  bleeding  and  tran- 
sient dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  anal- 
gesics. Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally 
have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result 
of  the  application  of  TRAVASE  Ointment, 
therapy  should  be  discontinued.  No  systemic 
toxicity  has  been  observed  as  a result  of  the 
topical  application  of  TRAVASE  Ointment, 


DOSAGE  AND  ADMINISTRATION:  STRICT 

ADHERENCE  TO  THE  FOLLOWING  IS  RE- 
QUIRED FOR  EFFECTIVE  RESULTS  OF 

TREATMENT: 

1.  Thoroughly  cleanse  and  irrigate  wound 
area  with  sodium  chloride  or  water 
solutions.  Wound  MUST  be  cleansed  of 
antiseptics  or  heavy-metal  antibacterials 
which  may  denature  enzyme  or  alter 
substrate  characteristics  (e.g., 
hexachlorophene,  silver  nitrate, 
benzalkonium  chloride,  nitrofurazone, 
etc.). 

2.  Thoroughly  moisten  wound  area  either 
through  tubbing,  showering,  or  wet  soaks 
(e.g.  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer 
assuring  intimate  contact  with  necrotic 
tissue  and  complete  wound  coverage 
extending  Vt,  to  Vz  inch  beyond  the  area 
to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per 
day  for  best  results. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Deerfield,  Illinois  eoois 


MEDICINE  AND  THE  LAW 


TEXAS  HEALTH  MAINTENANCE  ORGANIZATION  ACT 


One  of  the  issues  facing  the  64th  session 
of  the  Texas  Legislature  was  that  of  health 
maintenance  organizations.  SB  180  was 
passed  with  an  effective  date  of  Dec  1 , 

1975.  Because  of  the  past  interest  in  this 
measure  on  the  part  of  Texas  physicians 
and  the  public,  this  column  is  devoted  to  a 
summary  of  SB  180. 

SB  180  provides  a workable  means  of  regu- 
lation of  HMOs  as  a separate  entity,  while 
at  the  same  time  acknowledges  that  medi- 
cal care  is  better  delivered  by  physicians 
or  groups  of  physicians  who  are  individ- 
ually licensed  and  whose  primary  liabilities 
and  responsibilities  are  to  their  patients  as 
opposed  to  a corporate  body. 

A health  maintenance  organization  (HMO) 
has  been  generally  described  as  an  organ- 
ization which  brings  together  a comprehen- 
sive range  of  medical  and  health  care  serv- 
ices in  a single  organization  to  assure  a pa- 
tient of  convenient  access  to  medical  and 
health  care  services.  It  furnishes  needed 
services  for  a prepaid  fixed  fee  paid  by  or 
on  behalf  of  the  enrollees.  An  HMO  may  be 
organized,  operated,  and  financed  in  a va- 
riety of  ways.  Under  SB  180  an  HMO  may 
be  organized  by  physicians,  hospitals,  com- 
munity groups,  labor  unions,  governmental 
units,  insurance  companies,  etc.  Generally 
speaking,  an  HMO  delivery  system  is  pre- 
dicated on  three  principles:  (1)  it  is  an  or- 
ganized system  of  delivery  of  health  care 
which  brings  together  medical  and  health 
care  physicians  and  providers;  (2)  such 
arrangements  make  available  basic  medi- 
cal and  health  care  which  the  enrolled 
group  might  reasonably  require,  including 
the  prevention  of  illness  or  disability;  and 
(3)  payments  will  be  made  on  a prepayment 
basis,  whether  by  the  individual  enrollees, 
government,  orthrough  employer-em- 


ployee arrangements. 

Priortothe  enactment  of  SB  180,  Texas 
did  not  have  a statutory  framework  tailored 
specifically  to  the  supervision  of  HMOs. 
Chartering,  licensing,  contracting  and 
other  supervisory  functions  were  carried 
out  under  general  insurance  laws,  group 
hospital  service  corporation  statutes,  medi- 
cal laws,  and  other  special  statutes,  or  not 
at  all.  Since  an  HMO  is  a unique  type  of 
organization,  many  provisions  of  the  exist- 
ing law  may  or  may  not  have  been  appli- 
cable. Others  were  considered  to  be  re- 
strictive or  prohibitive  to  the  formation  and 
organization  and  operation  of  an  HMO. 
Thus,  in  view  of  the  growing  interest  in  the 
organizing  of  HMOs  and  recognizing  the 
limitations  outside  of  the  medical  practice 
side  of  an  HMO,  the  Legislature  considered 
it  appropriate  to  consider  a bill  dove-tailed 
to  the  unique  features  of  an  HMO. 

SB  180  authorizes  the  establishment  and 
operation  of  HMOs.  Appropriate  grants  of 
authority  are  given  by  SB  180  to  enable  the 
HMO  to  fulfill  its  assigned  functions.  At  the 
same  time,  however,  the  public  has  a vital 
interest  in  the  fiscal  and  ethical  operation 
of  an  HMO.  As  in  the  case  with  insurance 
and  hospital  service  corporations,  HMOs 
are  “affected  with  public  interest.”  Regula- 
tory safeguards  were  considered  essential 
and  were  made  a part  of  SB  180. 

SB  180  attempts  to  provide  a legal  frame- 
work enablingtheorganization  and  func- 
tioningof  HMOs  on  a wide  variety,  includ- 
ing those  based  upon  the  medical  care 
foundation  concept.  No  one  form  of  organ- 
ization or  one  type  of  modus  operandi  is 
required  by  this  bill.  But,  rather,  the  HMO 
concept  can  be  refined  and  subjected  to 
further  experimentation.  SB  180  attempts 
further  to  provide  a regulatory  monitoring 
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system  not  only  to  prevent  or  remedy 
abuses,  but  also  to  assist  in  the  future  im- 
provement and  developments  in  this  alter- 
native form  of  health  care  delivery 
system. 

Definition  section.  Section  2 broadly  de- 
fines a health  care  plan,  in  essence,  to  be 
anyarrangement  which  furnishes  health 
care  services  so  long  as  some  part  of  the 
arrangement  consists  of  arranging  for  or 
the  actual  provision  of  such  services,  vis-a- 
vis  merely  paying  or  reimbursingfor  such 
services.  However,  to  be  a health  care  plan, 
some  of  the  services  must  be  paid  for  by  or 
on  behalf  of  the  enrollees  on  a fixed  sum 
prepaid  basis.  In  other  words,  whenever 
there  is  an  arrangementforwhich  part  pro- 
vides health  care  services  on  a prepaid 
basis,  there  is  a health  care  plan.  This 
would  exclude  the  provisions  of  medical  or 
health  care  services  paid  for  by  or  on  behalf 
of  the  enrollee  exclusively  on  a fee  for 
service  basis. 

With  respect  to  the  language  “health  care 
services,”  the  term  “arrangement”  does 
not  contemplate  those  traditional  arrange- 
ments which  hospital  service  corpora- 
tions make  in  conjunction  with  their  pre- 
payment service  plans  pursuant  to  hospital 
service  corporation  laws.  If  it  were  other- 
wise, the  traditional  hospital  service 
corporation  prepaid  plan,  by  itself,  might 
create  a health  care  plan.  Other  terms  de- 
fined in  this  section  are  basic  health  care 
services,  board,  commissioner,  enrollee, 
evidence  of  coverage,  group  hospital  serv- 
ice corporations,  health  care,  health  care 
plan,  health  care  services,  health  main- 
tenance organization,  medical  care,  person, 
physician,  and  provider. 

Under  SB  180,  any  natural  or  artificial  per- 
son may  undertake  to  arrange  or  provide 
services  which  an  enrolled  population 
might  reasonably  require  in  orderto  be 
maintained  in  good  health,  including  as  a 
minimum,  emergency  care,  inpatient  hos- 
pital and  medical  services,  and  out- 


patient medical  and  health  care  services. 
These  health  care  services  could  be  pro- 
vided through  providers’  facilities  owned 
by  the  HMO  and  by  providers  who  are  em- 
ployees of  the  HMO,  or  through  contracts. 
The  medical  services  must  be  provided 
through  independent  contracts  with  a phy- 
sician or  a group  of  physicians. 

Section  2(1)  of  the  definition  section  de- 
fines “basic  health  care  services.”  This 
definition,  combined  with  the  requirements 
that  an  HMO  must  provide  for  basic  health 
care  services,  establishes  a minimum 
package  of  health  care  services  which 
an  HMO  must  provide  or  arrange.  This  is 
intended  to  assure  that  the  enrollees  ob- 
tain at  least  a sufficiently  broad  range  of 
services  to  meet  a reasonable  amount  of 
medical  and  health  care  needs.  At  the  same 
time,  however,  the  definition  is  not  so  broad 
as  to  be  financially  prohibitive  toa  sub- 
stantial number  of  enrollees. 

Since  no  HMO  may  function  without  a cer- 
tificate of  authority  and  since  an  HMO 
must  furnish  “basic  health  care  services,” 
no  health  care  services  may  be  provided  or 
arranged  for  on  a prepaid  basis  without  the 
minimum  package  of  “basic  health  care 
benefits.”  This  serves  two  purposes:  (1) 
it  requires  the  provision  of  adequate  pro- 
tection, and  (2)  it  prevents  the  avoidance 
of  application  of  the  act  by  the  mere  ex- 
pediency of  failingto  meet  the  minimum 
package  requirement.  In  addition,  the  HMO 
may  furnish  additional  services,  certain 
limited  indemnity  benefits,  and  more  com- 
prehensive indemnity  benefits.  These  addi- 
tional services  and  benefits  can  be  put  to- 
gether in  any  one  of  a variety  of  ways.  The 
indemnity  or  service  benefits  may  be  used 
to  flesh  out  the  gaps  and  coverage  which 
aren’t  provided  in  the  form  of  service.  The 
indemnity  benefits  might  cover  such  situa- 
tions as  out-of-area  emergency  service, 
out-of-area  benefits  for  dependents  away 
at  college,  or  services  which  the  affiliated 
providers  lack  the  capacity  to  make  avail- 
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able.  This  flexibility  enables  an  HMO  type 
operation  to  meet  health  care  needs  in  a 
wide  variety  of  circumstances. 

The  definition  of  an  HMO  affords  wide  lati- 
tude for  different  arrangements.  This  high- 
ly flexible  approach  seems  best  suited  to 
Texas’  diverse  and  pluralistic  society,  with 
problems  varying  from  locality  to  locality. 
Flexibility  would  allow  continued  innova- 
tion and  experimentation  with  different 
organizational  structures. 

Establishment  of  an  HMO.  Section  3 re- 
quires the  licensing  of  an  HMO  in  orderto 
provide  medical  or  health  care  services  on 
a prepaid  basis.  This  section  specifically 
provides  that  the  insurance  laws,  hospital 
service  laws,  and  such  other  provisions  do 
not  apply  to  HMOs. 

Application  for  certificate  of  authority. 

Section  4 states  that  each  applicant  shall 
provide  information  in  the  application  with 
respect  to  such  items  as  (1)  basic  organi- 
zation documents,  (2)  bylaws,  rules,  and 
regulations,  (3)  names  of  persons  responsi- 
blefor  the  conduct  of  the  affairs  of  the 
HMO,  (4)  contracts  with  physicians  and 
providers,  (5)  evidence  of  coverage  forms, 
(6)  financial  statements,  (7)  proposed 
method  of  marketing,  (8)  the  geographic 
area  to  be  served,  (9)  complaint  proced- 
ures, and  (10)  quality  control. 

Issuance  of  certificate  of  authority.  Section 
5 recognizes  that  an  HMO  combines  sev- 
eral characteristics  of  an  insurance  opera- 
tion (includingthe need forfinancial  re- 
sponsibility, the  assumption  of  risks  and 
similarity  in  marketing  activities)  with  the 
characteristics  of  a health  care  delivery 
system.  This  section  provides  for  the  au- 
thorization and  regulation  of  the  HMOs  to 
be  carried  out  through  existing  state  agen- 
cies. To  the  extent  possible,  the  respon- 
sibilities of  the  State  Department  of  Health 
Resources  and  the  State  Insurance  De- 
partment are  clearly  defined. 

The  specific  functions  of  the  Texas  State 
Department  of  Health  Resources  is  to  de- 


termine whether  (a)  the  applicant  has  de- 
monstrated the  willingness  and  potential 
ability  to  assure  that  such  health  care 
services  will  be  provided  in  a manner  to 
assure  both  availability  and  accessibility 
of  adequate  personnel  and  facilities,  in  a 
manner  enhancing  availability,  accessibili- 
ty, and  continuity  of  services;  (b)  have  ar- 
rangements, established  in  accordance 
with  the  rules  and  regulations  promulgated 
by  the  board,  with  the  concurrence  of  the 
State  Board  of  Insurance,  for  an  ongoing 
quality  of  health  care  assurance  program 
concerning  health  care  processes  and  out- 
comes: and  (c)  have  a procedure,  estab- 
lished by  rules  and  regulations  of  the 
board,  with  the  concurrence  of  the  com- 
missioner, to  develop,  compile,  evaluate, 
and  report  statistics  relating  to  the  cost  of 
operation,  the  pattern  of  utilization  of  its 
services,  availability  and  accessibility  of 
the  services. 

Section  5 further  makes  explicit  the  re- 
quirement that  an  HMO  must  provide  a 
minimum  package  of  services  on  a prepaid 
basis.  Reasonable  co-payments,  however, 
are  permitted  and  do  not  violate  the  re- 
quirements forthe  prepayment.  Such  co- 
payments may  be  used  to  (a)  reduce  the 
amount  of  prepayments,  and  (b)  minimize 
frivolous  utilization  of  services.  To  grant  a 
certificate  of  authority,  the  Commissioner 
of  Insurance  should  be  satisfied  that  the 
HMO  will  have  the  financial  resources  to 
provide  the  health  care  services  for  which 
it  is  obligated  to  its  enrollees,  and  have  a 
certification  from  the  Texas  State  Depart- 
ment of  Health  Resources  that  the  HMD’s 
proposed  plan  of  operation  meets  the  re- 
quirements of  this  section. 

Powers  of  HMOs.  Section  6 states  the  pow- 
ers of  an  HMO;  (1)  to  acquire  the  neces- 
sary facilities  and  equipment  to  operate  an 
HMO;  (2)  to  make  loans  to  certain  groups 
to  construct  facilities  to  furnish  the  needs 
of  the  HMO;  (3)  to  furnish  medical  care 
through  independent  contracts  and  to  fur- 
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nish  health  care  through  providers  who  are 
under  contract  or  employed  by  the  HMO 
with  the  exception  of  those  providers  who, 
by  virtue  of  their  licensing,  are  prohibited 
from  being  employees;  (4)  to  contract  for 
marketing  and  administration;  (5)  to  con- 
tract with  insurance  companies  for  in- 
surance; (6)  to  operate  an  HMO;  and  (7)  to 
receive  payments  from  otherthan  enrollees 
for  services. 

Governing  body.  Section  7 provides  that  the 
governing  body  be  made  subject  to  a maxi- 
mum degree  of  flexibility.  It  does  not  re- 
quire that  an  HMO  be  controlled  by  any 
entity  or  group. 

Fiduciary  responsibility.  Section  8 requires 
that  the  directors,  officers,  or  partners  of 
an  HMO  who  receive,  collect,  disperse,  or 
invest  funds  in  connection  with  the  activi- 
ties of  such  organization  be  placed  in  a 
fiduciary  relationship  with  the  enrollees. 
Evidence  of  coverage  and  charges.  Section 
9 provides  that  every  enrollee  be  provided 
with  evidence  of  coverage  and  allocates  the 
responsibility  of  providingthat  evidence. 
This  section  neither  requires  nor  prohibits 
community  rating.  Reasonable  underwrit- 
ing classifications  are  permitted  for  the 
purpose  of  establishing  the  charges.  Dif- 
ferent charges  may  be  imposed  on  differ- 
ent groups  of  enrollees.  Ability  to  adjust 
rates  for  certain  groups  with  serious  ad- 
verse experience  is  a necessity. 

Because  of  its  somewhat  different  nature, 
an  HMO  is  not  required  by  this  act  to  meet 
reserve  requirements  similar  to  those  im- 
posed on  insurance  companies.  Thus,  it  is 
important  that  the  charges  to  be  set  are  at 
an  adequate  level. 

Annual  report.  Section  10  requires  an  HMO 
to  file  annually,  on  or  before  the  first  day  of 
March,  a report  with  the  commissioner  dis- 
closing such  things  as  financial  condition, 
material  changes  in  operation  and  number 
of  enrollees,  and  other  information  relat- 
ingto  performance  of  the  HMO  as  is  neces- 
sary to  enable  the  commissionerand  the 


department  to  carry  out  their  duties  under 
this  act. 

Information  to  enrollees.  Section  11  re- 
quires the  HMO  to  annually  give  to  enrol- 
lees such  information  as  (1)  financial  con- 
dition, (2)  description  of  organizational 
structure,  (3)  description  of  services, 
where  and  howthey  are  available,  and  (4) 
a complaint  procedure. 

Complaint  system.  Section  12  requires 
each  HMO  to  establish  a complaint  system 
which  is  approved  by  the  commissioner,  to 
provide  reasonable  procedures  for  the  dis- 
position of  complaints. 

Protection  against  insolvency.  Fiscal  con- 
trol of  an  HMO  in  a mannercomparableto 
that  applied  to  insurance  companies  ap- 
peared to  be  inappropriate  in  view  of  the 
service  nature  of  such  organizations.  How- 
ever, various  serious  problems  can  arise  if 
an  HMO  defaults  on  its  contracts,  whether 
the  reasons  are  fiscal  or  not.  Some  enrol- 
lees may  be  unable  to  obtain  care  there- 
after if  an  HMO  defaults,  either  because  of 
their  uninsurability  orfor  other  reasons. 
Section  13  provides  for  the  posting  of  a 
surety  bond  or  cash  or  securities  in  an 
amount  satisfactory  to  the  Commissioner 
as  a guarantee  that  the  obligation  to  the 
enrollees  will  be  performed  or  at  least  that 
money  will  be  available  to  purchase  such 
services. 

Prohibited  practices.  Section  14  is  design- 
ed to  prohibit  HMOs  from  such  acts  as  (1) 
misleadingadvertising,  (2)  deceptive  trade 
practices,  and  (3)  using  misleading  words 
to  imply  that  an  HMO  is  in  fact  an  insur- 
ance company. 

Regulation  of  agents.  Section  15  gives  au- 
thorization for  the  regulation  of  agents. 
Powers  of  insurers  and  others.  Section  16 
overrides  the  group  laws  to  permit  an  in- 
surer or  a hospital  service  corporation  to 
provide  coverage  protecting  enrollees  of 
an  HMO.  This  authority  is  intended  to  per- 
mit insurers  and  the  hospital  service  cor- 
poration to  write  coverage  (1)  to  fill  the 
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gaps  which  the  providers  of  health  care 
service  do  not  provide,  (2)  to  provide  cov- 
erage in  excess  of  the  service  provided,  (3) 
to  cover  catastrophic  situations,  (4)  to  pro- 
vide protection  totheenrollees  in  the  event 
the  HMO  becomes  insolvent,  and  (5)  to 
provide  coverage  against  the  cost  of  health 
care  services  as  the  HMO  deems 
necessary. 

Examinations.  Section  17  grants  authority 
to  examine  an  HMO  to  insure  its  solvency 
and  capability  to  provide  the  stated  bene- 
fits it  is  offeringto  its  enrollees. 
Management  and  exclusive  contracts.  Sec- 
tion 18  provides  that  no  HMO  may  enter 
into  an  exclusive  agency  contract  or  man- 
agement contract,  unless  the  contract  is 
first  filed  with  the  commissioner  and  ap- 
proved under  this  section  within  30  days 
afterfiling,  orsuch  reasonable  extended 
period  as  the  commissioner  may  specify  by 
notice  given  within  the  30  days. 

Hazardous  financial  condition.  Whenever 
the  financial  condition  of  any  HMO  indi- 
cates a condition  such  that  the  continued 
operation  of  the  HMO  might  be  hazardous 
to  its  enrollees,  creditors,  orthe  general 
public,  then  the  Commissioner  of  Insur- 
ance, may,  under  section  19,  and  after 
noticeand  hearing,  orderthe  HMOtotake 
such  action  as  may  be  reasonably  neces- 
sary to  rectify  the  existing  condition. 
Suspension  or  revocation  of  certificate  of 
authority.  Section  20  grants  the  commis- 
sioner authority  on  certain  stated  grounds 
to  suspend  or  revoke  the  right  of  an  HMO 
to  continue  to  do  business. 

Rehabilitation,  liquidation,  or  conservation. 
Section  21  grants  the  commissioner  au- 
thorityto  rehabilitate,  liquidate,  orcon- 
servean  HMO  to  the  extent  practicable 
under  existing  Insurance  Code 
Sections. 

Rules  and  regulations.  The  commissioner 
is  empowered  by  Section  22,  after  notice 
and  hearing,  to  promulgate  such  rules  and 
regulations  as  are  necessary  and  proper 


to  carry  out  the  provisions  of  this  act. 
Appeals.  Section  23  sets  up  an  appeal  me- 
chanism whereby  anyone  affected  by  any 
rule,  ruling  ordecision  of  the  commission- 
er or  the  board,  shall  have  the  right  to  have 
such  rule,  ruling  or  decision  reviewed  by 
the  State  Board  of  Insurance  by  making  an 
application  to  the  board.  It  further  provides 
a mechanism  whereby  an  aggrieved  party 
may  appeal  to  the  district  court  any  deci- 
sion of  the  State  Board  of  Insurance. 
Violations  of  the  act.  Section  24  makes  it  a 
Class  B misdemeanorto knowingly  makea 
false  statement  with  respect  to  a report  or 
a statement  required  by  this  act. 
Confidentiality  of  medical  and  health  in- 
formation. Section  25  is  to  protect  the 
highly  confidential  relationship  of  the  phy- 
sician-patient and  patient  provider. 
Statutory  construction  and  relationship  to 
other  laws.  One  of  the  provisions  of  Section 
26  is  that  nothing  in  this  act  shall  be  con- 
strued as  permittingthe  practice  of  medi- 
cine as  defined  by  the  laws  of  this  state. 

And  nothing  in  this  act  is  construed  to  re- 
peal, modify  or  amend  the  Medical  Practice 
Act  of  the  State  of  Texas.  No  health  main- 
tenance organization  is  exempt  from  that 
act. 

Subsection  (e)  of  this  section  provides  that 
any  HMO  authorized  under  this  act  which 
contracts  with  a health  facility  or  enters 
into  an  independent  contractual  arrange- 
ment with  a physician  or  a provider  organ- 
ized on  a group  practice  or  individual  prac- 
tice basis,  shall  not,  by  virtue  of  any  con- 
tracts or  arrangements,  be  deemed  to  have 
entered  into  a conspiracy  and  restraint  of 
trade  in  violation  of  theTexas  Anti-Trust 
Act. 

Section  (f)(1)  of  this  act  provides  that  this 
act  is  not  applicable  to  any  person  licensed 
to  practice  medicine  in  this  state  nor  to  any 
professional  association  organized  under 
theTexas  Professional  Association  Act,  or 
to  any  non-profit  corporation  organized  and 
complying  with  Art  4509a  of  Vernon’s 
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Texas  Civil  Statutes,  so  long  as  that  person, 
professional  association  or  nonprofit  cor- 
poration is  engaged  in  the  delivery  of 
health  or  medical  care  that  is  within  the 
definition  of  the  practice  of  medicine. 
Subsection  (2)  states  that  any  person,  pro- 
fessional organization,  or  non-profit  corpo- 
ration referred  to  in  this  act  which  employs 
or  enters  into  a contractual  arrangement 
with  a provider  or  group  of  providers  to  fur- 
nish basic  health  care  services  as  defined 
by  this  act,  is  subject  to  the  provisions  of 
this  act,  and  required  to  obtain  a certificate 
of  authority. 

Subsection  (3)  states  that  any  person,  pro- 
fessional association,  or  non-profit  corpo- 
ration which  conducts  activities  permitted 
by  law  which  do  not  require  certificate  of 
authority  under  this  act  and  in  the  process 
contracts  with  one  or  more  physicians,  pro- 
fessional associations  or  non-profit  corpo- 
rations referred  toabove,  shall  not,  by  vir- 
tue of  such  contracts  or  arrangements,  be 
deemed  to  have  violated  the  Anti-T rust 
Laws.  Furthermore,  the  act  specifically 
states  that  provisions  of  the  insurance 
law  and  provisions  of  the  group  hospital 
service  corporation  law  do  not  apply  to  the 
above  persons,  professional  associations 
or  non-profit  corporations. 

Public  record.  Section  27  makes  all  appli- 
cations, filings,  and  reports  required  under 
this  act  to  be  treated  as  public  documents, 
except  examination  reports. 

Authority  to  contract.  Section  28  author- 
izes the  commissioner  or  the  board,  in  car- 
rying out  their  obligations  underthis  act, 
to  contract  with  other  state  agencies  or, 
after  notice  and  hearing,  with  other  quali- 
fied persons,  to  make  recommendations 
concerning  the  determinations  to  be  made 
by  the  commissioner  or  the  board. 
Physician-patient  relationship.  Section  29 
states  that  this  act  shall  never  be  construed 
to  authorize  any  person,  other  than  a duly 
licensed  physician  or  practitioner  of  the 
healing  arts,  acting  within  the  scope  of  his 


or  her  license,  to  (a)  engage,  directly  or  in- 
directly, in  the  practice  of  medicine  or  any 
healing  art,  or  (b)  to  authorize  any  person 
to  regulate,  interfere,  or  intervene  in  any 
manner  in  the  practice  of  medicine  or  any 
healingart. 

Officers  and  employees  bond.  Section  30 
requires  that  the  person  certified  by  the 
HMO  president,  secretary,  or  general  man- 
ager to  handle  money  must  post  a surety 
bond. 

Injunction.  When  it  appears  to  the  commis- 
sionerthatthe  HMO  is  violating  or  has 
violated  this  act,  or  any  rule  or  regulation 
pursuant  to  it,  the  commissioner  may,  un- 
derSection  31,  bringsuit  in  a district  court 
of  T ravis  County  to  enjoin  the  violation  and 
for  such  other  relief  as  the  court  may  deem 
appropriate. 

Filing  fees.  Section  32  provides  for  filing 
fees  for  (1)  the  filing  of  the  copy  of  the 
original  application,  for  certificate  of  au- 
thority or  amendment,  $250;  (2) filingeach 
annual  report,  $100;  (3)  the  expenses  of 
any  examination  conducted  pursuant  tothe 
act;  and  (4)  every  other  filing  required  by 
this  act,  $25. 

Taxation.  To  defray  the  expenses  of  carry- 
ing out  the  provisions  of  this  act,  there  is 
levied  annually,  and  assessed  and  collected 
by  the  State  of  Texas,  a tax  of  1%  of  all 
revenues  received  from  such  corporation  in 
return  for  issuance  of  health  maintenance 
certificates  or  contracts  in  this  state.  Sec- 
tion 33  provides  for  this  taxation. 

Effective  date.  Section  34  provides  that  the 
effective  date  of  SB  180  is  Dec  1,  1975. 

TMA  Office  of  General  Counsel 
Ace  Pickens 


TEXAS  MEDICINE 


Medical  Newsmakers 


DR.  ROGER  UNGER,  professor  of  internal 
medicine  at  The  University  of  Texas  Health 
Science  Center  at  Dallas  and  chief  of  medi- 
cal research  at  Dallas’  Veterans  Adminis- 
tration Hospital,  has  received  the  David 
Rumbough  Jr.  Memorial  Award  for  Scien- 
tific Achievement  of  the  Juvenile  Diabetes 
Foundation.  The  award  was  presented  re- 
cently in  Philadelphia.  The  award  is  the 
second  major  national  honor  for  Dr.  Unger 
in  recent  weeks.  Earlier  he  was  named 
winner  of  the  1975  Banting  Medal,  the 
highest  citation  of  the  American 
Diabetes  Association. 


DR.  JAMES  E.  PEAVY,  state  health  com- 
missioner for  more  than  16  years,  has  an- 
nounced his  retirement  effective  Aug  29. 
Dr.  Peavy’s  announced  retirement  is  due  to 
health  reasons.  He  suffered  a pulmonary 
obstruction  several  months  ago  and  has 
been  on  limited  duty  since  that  time.  The 
Lufkin  native  received  his  MD  degree  from 
Baylor  College  of  Medicine  in  1935.  He 
was  in  private  practice  in  Poteet  prior  to 
joiningthe  health  department  as  director 
of  the  Sweetwater  Health  Department. 
After  World  War  II  duty  in  the  Army  Medi- 
cal Corps  in  the  Pacific,  he  returned  to  the 
health  department,  received  his  Master  of 
Public  Health  Degree  from  Harvard  Uni- 
versity, and  served  as  director  of  the  Com- 
municable Disease  Division  from  1955  to 
April  of  1959  when  he  was  appointed  state 
commissionerof  health. 


The  head  of  the  Department  of  Develop- 
mental Therapeutics  at  The  University  of 
Texas  System  Cancer  Center’s  M D Ander- 
son Hospital  and  Tumor  Institute,  DR. 

EMIL  J.  FREIREICH,  has  been  elected  to 
membership  in  the  American  Association 
of  Physicians.  Dr.  Freireich  is  only  the  fifth 
Houston  physician  to  be  elected  to  the  or- 
ganization. The  250  members  of  the  AAP 
from  across  the  nation  serve  to  foster  the 
advancement  of  biomedical  science  and  its 
application  in  the  practice  of  medicine. 


Members  are  chosen  for  their  academic 
contribution  to  the  knowledge  of  medi- 
cine, both  practical  and 
theoretical. 


Three  Texans  have  been  appointed  to  com- 
mittee posts  of  the  American  Medical 
Writers  Association.  New  appointments 
include  JUDY  INGRAM,  Temple,  Logo  Com- 
mittee; DR.  FREDERICK  REHFELDT,  Fort 
Worth,  Liaison  Committee;  and  RICHARD 
A.  HAMER,  Fort  Worth,  Public 
Relations  Committee. 


SID  E.  COCKRELL,  executive  director  of  the 
Bexar  County  Medical  Society,  is  undoubt- 
edly unique  among  medical  society  execu- 
tives in  the  state.  He  is  the  husband  of  the 
mayor  of  San  Antonio,  Lila  Cockrell.  Mrs. 
Cockrell  won  a recent  runoff  to  become  the 
first  woman  mayor  of  the  city. 


DR.  DONALD  J.  FERNBACH,  professor  of 
Pediatric  Hematology-Oncology  Division, 
Baylor  College  of  Medicine,  Houston,  has 
been  named  the  nation’s  seventh  American 
Cancer  Society  Professor  of  Clinical  On- 
cology. The  new  position  carries  an  award 
of  $25,000  per  year  for  three  years  with 
review  and  provides  for  extension  of  up  to 
five  years.  Dr.  Fernbach’s  goal  in  the  new 
position  is  to  bring  about  more  effective 
management  of  cancer  patients  by  improv- 
ing cancer  education  at  the  undergraduate, 
graduate,  and  continuing 
education  levels. 


The  Lubbock  Unit  of  the  American  Cancer 
Society  recently  awarded  a lifetime  mem- 
bership to  the  ACS  to  DR.  CARL  PAGE.  Dr. 
Page  was  honored  for  his  years  of  work 
within  the  society.  He  is  the  first  to 
receive  such  an  award  by  the  group. 
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A GUIDE  TO  TEXAS 
WORKMEN'S 
COMPENSATION 


FOR  THE  FIRST  TIME,  comprehensive  workmen's  com- 
pensation information  in  a readily  usuable  form  which  can 
be  kept  current  with  ail  legislative  and  lAB  changes. 


The  Workmen's  Compensation 
Laws  of  Texas: 

Article  8306,  8306a.  8307, 
8307a.  8307b,  8307c,  8308, 
8309,  8309a.  8309b,  8309d, 
8309g,  8309h,  6674s,  6674s-l. 

Insurance: 

Current  listing  of  insurance 
companies  authorized  to  trans- 
act business  in  the  State  of 
Texas  who  provide  workmen's 
compensation  insurance. 

Tables: 

Computer  accuracy.  All  tables 
as  approved  by  1 AH. 

First  Time: 

A set  of  tables  for  Specific 
Injuries  computing  new  present 
value  for  injuries  were  compen- 
sation has  been  paid.  The  bal- 
ance due  has  been  discounted 
4%  minus  the  prepaid  compen- 
sation. These  tables  have  been 
computed  for  the  $63.00  AND 
$70.00  rates.  A glance  tells  the 
amount  due  the  claimant  with 
NO  other  calculations  required. 
Attorney  Section: 

A step  by  step  procedure  is 
presented  in  depth  by  Tony 
Korioth  explaining  his  method 
of  handling  workmen's  compen- 
sation claims.  These  procedures 
include: 


\\ 


The  'PERMANENT  ' 
Workmen’s 
Compensation  Guide 

Calendar: 

Depicting  at  a glance  the  last 
day  to  file  an  appeal  of  an 
award  of  the  I AB. 

Medical  Illustrations  and  (Glossary 
in  Laymen's  language. 

Industrial  Accident  Board: 

Members,  lorms,  Pre-Hearing 
Officers,  Reviewers  Map. 

Commentary  Section: 

By  Tony  Korioth  discussing 
many  problems  in  statute  and 
lAB  rules  interpretation. 


' Infurmtilion  Sheel 
' Nolice  and  (’laim 
' Medieal  Aulhon^aliun 
Conlracl  and  Power  of  Altorney 
fiardsliip  Affidavit 
Inlormahon  Kooklcl 
1-1  and  10  Years  (Tievk  Back  Request 
Request  For  Medical  Reports 
Pre-Hearing  Conference  Notes 
Narrative  Summary 


Award 

Notice  of  Intent  tft  Appeal 
Petitions  Under  Kj07i. 
Acceleration  & Penalty  Petitions 
Heath  Petition 
t/eneral  Injury  Petition 
Specific  Injury  Petition 
Answer  And  Counterclaim 
Interrogatories 
Interrogatories  ( l>eath) 


' Request  for  Vdinissions 
' Medical  Interrogatories 
' Motion  to  ( ompel  Answer 
' Motions  in  I imine 
' l^rposition  Information 
' Voir  Dire 
' Rule  yiN 
’ I rial  .Amend  ments 
’ .Special  Issue  Intormation 
' Judgements 


\v 


I 


Post  Office  Bo.\  1 2926 
Austin,  Texas  78711 


Most  forms  of  The  lAB 
can  be  purchased  from 
WCPCJ  in  multiples  of 
25.  which  will  enable 
a smaller  inventorv. 


j^TTN:  Emil  B.  Hall.  Pres. 

I P.O.  Box  1 2926,  Austin,  Texas  7871  1 

I Yes.  please  rush  me  A Guide  To  Te.xas  Workmen’s  Compensation  by 
I Tony  Korioth.  Also  include  my  subscription  for  updating  services. 

I Enclosed  is  our  check  for  $ Please  send  copies 

I of  the  Guide  and years  of  update  service. 

I A Guide  To  Texas  $65.00  Attorney 

[ Workmen’s  Compensation  $47.50  Non-Attorney 

I Texas  Residents  add  5%  tax.  $36.00  Update  Services  per  year 

I MasterCharge/BaiikA  mericard  A ccepted 

I MC/BA  Number 

I Signature  

j (charges  only)  Enclosed  $ 

I Name  

I Firm/Org. /Library  

I Street  Address 

I City State Zip 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid.  It  con- 
tains the  known  calorigenically  active  components, 
Sodium  Levothyroxine  (T4)  and  Sodium  Liothyro- 
nine  (T3).  Proloid  (thyroglobulin)  conforms  to  the 
primary  USP  specifications  for  desiccated  thyroid— 
for  iodine  based  on  chemical  assay— and  is  also 
biologically  assayed  and  standardized  In  animals. 

Chromatographic  analysis  to  standardize  the  So- 
dium Levothyroxine  and  Sodium  Liothyronine  con- 
tent of  Proloid  (thyroglobulin)  is  routinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglobulin) 
is  approximately  2.5  to  1. 

Proloid  (thyroglobulin)  is  stable  when  stored  at 
usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid  re- 
placement therapy  for  conditions  of  inadequate  en- 
dogenous thyroid  production:  e.g.,  cretinism  and 
myxedema.  Replacement  therapy  will  be  effective 
only  in  manifestations  of  hypothyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyroglobu- 
lin) may  be  tried  therapeutically,  in  nonemergency 
situations,  in  an  attempt  to  reduce  the  size  of  such 
goiters. 

Contraindication.  Thyroid  preparations  are  contra- 
indicated in  the  presence  of  uncorrected  adrenal 
insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used  in  the 
presence  of  cardiovascular  disease  unless  thyroid- 
replacement  therapy  is  clearly  indicated.  If  the  lat- 
ter exists,  low  doses  should  be  instituted  beginning 
at  0.5  to  1.0  grain  (32  to  64  mg)  and  increased  by 
the  same  amount  in  increments  at  two-week  inter- 
vals. This  demands  careful  clinical  judgment 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  adminis- 
tered. If  hypopituitarism  is  present,  the  adrenal  de- 
ficiency must  be  corrected  prior  to  starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to  thy- 
roid and  dosage  should  be  started  at  a very  low 
level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations  this 
drug  will  alter  results  of  thyroid  function  tests. 
Adverse  Reactions.  Overdosage  or  too  rapid  in- 
crease in  dosage  may  result  in  signs  and  symptoms 
of  hyperthyroidism,  such  as  menstrual  irregulari- 
ties. nervousness,  cardiac  arrhythmias,  and  angina 
pectoris. 

Dosage  and  Administration.  Optimal  dosage  is 
usually  determined  by  the  patient's  clinical  re- 
sponse. Confirmatory  tests  include  BMR.  T3'3il 
resin  sponge  uptake.  T3':i'I  red  cell  uptake.  Thyro 
Binding  Index  (TBI).  and  Achilles  Tendon  Reflex 
Test.  Clinical  experience  has  shown  that  a normal 
FBI  (3.5-8  mcg/100  ml)  will  be  obtained  in  patients 
made  clinically  euthyroid  when  the  content  of  T4 
and  T3  is  adequate.  Dosage  should  be  started  in 
small  amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual  main- 
tenance dose  is  0.5  to  3.0  grains  (32  to  190  mg) 
daily. 

Instructions  for  Use.  The  following  conversion 
fable  lists  the  approximate  equivalents  of  other 
thyroid  preparations  to  Proloid  (thyroglobulin)  when 
changing  medication  from  desiccated  thyroid,  T4 
(sodium  levothyroxine),  T3  (sodium  liothyronine),  or 
T4/T3  (liotrix). 


CONVERSION  TABLE 


Dose  of 

Dose  of 

Dose  of  T4 

Dose  of  T3 

Proloid 

Desic- 

(sodium 

(sodium 

(thyro- 

cated 

levo- 

lio- 

Dose  of  liotrix 

globulin) 

Thyroid 

thyroxine) 

thyronine) 

(T4/T4) 

1 grain 

1 grain 

0.1  mg 

25  meg 

#1  ( 60  meg/15  meg) 

2 grains 

2 grains 

0-2  mg 

50  meg 

tt2  (120  mcg/30  meg) 

3 grains 

3 grains 

0.3  mg 

75  meg 

#3  (180  meg/45  meg) 

4 grains 

4 grains 

0 4 mg 

100  meg 

5 grains 

5 grains 

0.5  mg 

125  meg 

In  changing  from  Thyroid  USP  to  Proloid  (thyro- 
globulin), substitute  the  equivalent  dose  of  Proloid 
(thyroglobulin).  Each  patient  may  still  require  fine 
adjustment  of  dosage  because  the  equivalents  are 
only  estimates. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  unusual 
bowel  motility.  Angina  pectoris  or  congestive  heart 
failure  may  be  induced  or  aggravated.  Shock  may 
develop.  Massive  overdosage  may  result  in  symp- 
toms resembling  thyroid  storm.  Chronic  excessive 
dosage  will  produce  the  sighs  and  symptoms  of 
hyperthyroidism. 

(Treatment:  In  shock,  supportive  measures  should 
be  utilized.  Treatment  of  unrecognized  adrenal  in- 
sufficiency should  be  considered.) 

Supplied.  1/4  grain  tablets  in  bottles  of  100  (N0047- 
0259-51)  and  1000  (N  0047-0250-60) ; Vz  grain  tab- 
lets in  bottles  of  100  (N0047-0251-51)  and  1000  (N 
0047-0251-60):  scored  1 grain  tablets  in  bottles  of 
100  (N  0047-0252-51)  and  1000  (N  0047-0252-60) ; 
1 '72  grain  tablets  in  bottles  of  100  (N 0047-0253-51 ) 
and  1000  (N 0047-0253-60);  scored  2 grain  tablets 
in  bottles  of  100  (N  0047-0257-51):  3 grain  tablets 
in  bottles  of  100  (N 0047-0254-51 ) and  1000  (N 
0047-0254-60);  scored  5 grain  tablets  in  bottles  of 
100  (N  0047-0255-51)  and  1000  (N  0047-0255-60) . 
Full  information  is  available  on  request.  P-GP-Sl  4/c 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  N.J.  07950 
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TEXAS  MEDICINE 


Improving  on  nature... 

from  the  rough,  uncut  stone 
Ito  the  finished  gem 


In  thyroid  therapy  too... 

all  the  qualities  of  the  "natural"  with  the 

added  improvements  of  man . . . 


Proloid 

(thyroglobulin) 


natural  thyroid... but  uniquely  purified 

Devoid  of  any  glandular  debris, 
natural  thyroid... but  triply  standardized 
Standardized  chemically  biologically 
and  (at  intervals)  clinically  for  consistent 
metabolic  activity  from  batch  to  batch, 
natural  thyroid... but  consistently  fresh 
Potency  undiminished  for  up  to  4 years 
under  proper  storage  conditions. 


It  all  adds  up  to  natural  thyroid  with  the 
added  improvements  of  man. 


Please  see  adjoining  column  for  brief  summary  of  prescribing  information. 


If  you  read  nothing  else 
in  August,  you’ve  got  to  read  this: 


The  most  definitive,  up-to-date,  factual  digest 
of  information  on  the  malpractice  problem  today 


Millions  of  words  have  been  written  about  the  mal- 
practice problem.  But  nobody  has  pulled  all  the 
facts  and  figures  together  into  one  meaningful 
package  — until  now. 

This  AMA  Source  Document,  prepared  by  the 
editors  of  PRISM,  does  just  that.  It’s  the  most 
definitive,  up-to-date,  factual  digest  on  the  mal- 
practice situation  today. 

Another  thing  special  about  it:  you  don’t  have  to 
wade  through  a lot  of  words  to  get  the  facts.  Most 
of  the  information  is  presented  in  charts,  tables, 
and  graphs  that  concisely  and  clearly  summarize 
the  latest  data  in  the  major  areas  of  concern: 
claims  increases,  increasing  costs  to  settle  and  to 
buy  coverage,  obtaining  coverage,  and  the  at- 
tempts to  solve  these  problems. 


If  you  want  an  up-to-date,  realistic  picture  of  the 
whole  malpractice  situation,  don’t  miss  this  docu- 
ment. If  you  receive  PRISM,  you’ll  get  a copy 
automatically.  If  you  don’t  get  PRISM,  order  your 
copy  below. 

Copies  Available 

■ One  to  10  copies,  $1.00  each.  Eleven 

■ to  49,  75<  each  Orders  of  50  or  more, 
malDractice  in  focus  50«  each.  Send  order,  along  with  pay- 
ment,  to:  Order  Dept.,  OP-440,  AMA, 

535  N.  Dearborn  St.,  Chicago,  III.  60610. 


An  AMA  Source 
Document — prepared 
by  the  Editors  of  PRISM 

DON’T  MISS  IT! 


nonreserpine 


Announcing 


Each  tablet  contains:  CatapresS,  brand  of  clonidine 
0.1  or  0.2  mg  and  chlorthalidone,  15  mg 


I hydrochloride, 


The  only  major  new  combination 
antihypertensive  in  a decade 

, Please  see  last  page  of  advertisement 
for  a brief  summary  of  the  prescribing  information 
[including  precautions,  warnings,  and 
[adverse  reactions. 


Catapres^ 

(clonidine  hydrcx:hloride) 

contributes: 

Action  at  the  vasomotor  centers, 
as  shown  in  animal  studies— not 
a rauwolf ia  derivative  or  a 
sympathetic  blockeror  a “false 
transmitter” 


Maximal  blood  pressure  lower- 
ing without  the  weeks  of  delay 
common  with  the  rauwolfia 
class  of  antihypertensives 

Significant  blood  pressure 
reduction  without  alteration 
of  normal  hemodynamic 
responses  to  exercise 

Mild  and  infrequent  orthostatic 
hypotension 

Little  or  no  change  in  renal  blood 
flow  and  glomerular  filtration 
rate 

Reduced  plasma  renin  activity 
and  excretion  of  aldosterone 
and  catecholamines  (see 
Actions  section) 


Dombines  Catapres  (clonidine  hydrochloride) 

mXh  a diuretic— the  only  major  new 
combination  antihypertensive  in  a decade 


Chlorthalidone 

contributes: 

Pharmacologic  action  similar 
,to  the  thiazides 

'Smooth,  extended  diuretic/ 
antihypertensive  effect 

jAdditive  or  potentiating  effect 
:on  adjunctive  antihypertensive 
'agents 

f 

! 


The  most  common  adverse  reactions  with 
Combipres  are  dry  mouth,  drowsiness,  and 
sedation.  As  with  thiazide-containing  combi- 
nation antihypertensives,  hypokalemia,  hyper- 
uricemia, and  decreased  glucose  tolerance 
may  occur.  Combipres  is  contraindicated  in 
patients  with  known  sensitivity  to  chlorthali- 
done and  in  those  with  severe  renal  or  hepatic 
disease. 

Please  see  last  page  of  advertisement  for  a 
brief  summary  of  the  prescribing  information 
including  precautions,  warnings,  and  adverse 
reactions. 

See  box  Warning  on  next  page  concerning 
the  appropriate  use  of  Combipres. 


Works  harder 

Usually  exerts  a more  pronounced 
antihypertensive  effect  than  either 
component  alone  in  equivalent  doses* 

Works  broadly 

Wide  therapeutic  range— mild  to 
severe  hypertension 

Works 

conveniently 

Simplifies  therapy  for  the  hyper- 
tensive patient  who  needs  more  than 
one  drug* 

Works  for  less 

Costs  less  than  two  separate 
prescriptions* 

Works  and  works 
and  works 

Convenience  and  economy  encour- 
age patients  to  stay  on  medication, 
help  assure  continued  blood  pressure 
control  over  the  long  course  of 
therapy* 


’"WARNING  Combipres  is  not  indicated  for 
initial  therapy  of  hypertension.  Hypertension 
requires  therapy  titrated  to  the  individual 
patient.  If  the  fixed  combination  represents 
the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  The 
treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


The  only  major  new  combination 
antihypertensive  in  a decade 


/Vorks  in  the  majority  of  hypertensive  patients 


Chlorthalidone  vs  Combipres 

A Comparison  of  Standing  Blood  Pressure  Response  in  8 Studies 
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Please  see  last  page  of  advertisement  for  a brief  summary  of  the  prescribing  information  including  precautions,  warnings,  and  adverse  reactions. 


nonreserpine 


Guidelines  for  Titrating  Catapres  and 
Chlorthalidone  Dosages: 

Initial  doses:  Catapres  — one  0. 1 mg  tablet 
twice  daily.  Chlorthalidone  — 50  mg  daily. 

Dosage  increments:  While  daily  chlorthali- 
done doses  remain  at  50  mg,  further  incre- 
ments of  Catapres  of  0.1  mg  or  0.2  mg  per 
day  can  be  made  at  intervals  of  2 to  14  days 
depending  on  severity  of  hypertension.  The 
usual  daily  dose  of  Catapres  ranges  be- 
tween 0.2  and  0.8  mg.  Studies  indicate  that 
2.4  mg  is  the  maximum  effective  daily  dose, 
but  doses  as  high  as  this  have  rarely  been 
used. 

Combipres® 

Each  tablet  contains: 

Catapres®,  brand  of  clonidine  hydrochloride, 

0.1  or  0.2  mg  and  chlorthalidone,  15  mg 


WARNING:  This  fixed  combination  drug  is  not 
indicated  for  initial  therapy  of  hypertension.  Hyper- 
tension requires  therapy  titrated  to  the  individual 
patient.  If  the  fixed  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management.  The  treatment  of 
hypertension  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant. 


Actions:  Catapres  (clonidine  hydrochloride):  The 
mechanism  of  action  appears  to  be  central  alpha- 
adrenergic  stimulation  as  demonstrated  in  animal 
studies.  This  results  in  inhibition  of  bulbar  sympa- 
thetic cardioaccelerator  and  sympathetic  outflow  from 
the  brain.  Other  studies  in  humans  have  provided  evi- 
dence of  a reduction  in  plasma  renin  activity  and  the 
excretion  of  aldosterone  and  catecholamines.  The 
exact  relationship  between  these  pharmacologic  ac- 
tions of  Catapres  (clonidine  hydrochloride)  in  humans 
and  Its  antihypertensive  effect  has  not  been  fully 
elucidated  at  this  time. 

Chlorthalidone:  The  diuretic  action  of  chlorthalidone 
IS  thought  to  be  due  to  inhibition  of  sodium  and 
chloride  reabsorption  in  the  proximal  tubule. 
Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension  (see  box  warning). 

Contraindications:  Patients  with  known  hypersen- 
sitivity to  chlorthalidone  and  patients  with  severe 
renal  or  hepatic  diseases. 

Warnings:  Tolerance  may  develop  in  some  instances 
necessitating  a reevaluation  of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxicity  find- 
ings in  animals,  and  since  information  on  possible 
adverse  effects  in  pregnant  women  is  limited  to 
uncontrolled  clinical  data,  the  drug  is  not  recom- 
mended in  women  who  are  or  may  become  pregnant 
unless  the  potential  benefit  outweighs  the  potential 
risk  to  mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  avail- 
able with  the  use  of  Combipres  in  children. 
Precautions:  When  discontinuing  Combipres,  reduce 
the  dose  gradually  over  2 to  4 days  to  avoid  a pos- 
sible rapid  rise  in  blood  pressure  and  associated  sub- 
lective  symptoms  such  as  nervousness,  agitation, 
and  headache.  Patients  should  be  instructed  not  to 
discontinue  therapy  without  consulting  their  physi- 
cian. Rare  instances  of  hypertensive  encephalopathy 
and  death  have  been  recorded  after  cessation  of 
clonidine  hydrochloride  therapy.  A causal  relation- 
ship has  not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise  in  blood 


pressure,  should  it  occur,  can  be  reversed  by  resump- 
tion of  Combipres  therapy  or  by  intravenous  phen- 
tolamine.  Patients  who  engage  in  potentially 
hazardous  activities,  such  as  operating  machinery  or 
driving,  should  be  advised  of  the  sedative  effect  of 
the  clonidine  hydrochloride  component.  This  drug 
may  enhance  the  CNS-depressive  effects  of  alcohol, 
barbiturates  and  other  sedatives.  Like  any  other 
antihypertensive  agent,  Combipres  should  be  used 
with  caution  in  patients  with  severe  coronary 
insufficiency,  recent  myocardial  infarction,  cerebro- 
vascular disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Combipres  should  receive 
periodic  eye  examinations.  While,  except  for  some 
dryness  of  the  eyes,  no  drug-related  abnormal  oph- 
thalmological  findings  have  been  recorded  with 
Catapres,  in  several  studies  the  drug  produced  a 
dose-dependent  increase  in  the  incidence  and 
severity  of  spontaneously  occurring  retinal  degenera- 
tion in  albino  rats  treated  for  6 months  or  longer. 

Patients  predisposed  toward  or  affected  by  diabetes 
should  be  tested  periodically  while  receiving 
Combipres,  because  of  the  hyperglycemic  effect  of 
chlorthalidone. 

Because  of  the  possibility  of  progression  of  renal 
failure,  periodic  defermination  of  the  BUN  is  indi- 
cated. If,  in  the  physician's  opinion,  a rising  BUN  is 
significant,  the  drug  should  be  stopped. 

The  chlorthalidone  component  of  Combipres  may 
lead  to  sodium  and/or  potassium  depletion.  Muscu- 
lar weakness,  muscle  cramps,  anorexia,  nausea, 
vomiting,  constipation,  lethargy  or  mental  confusion 
may  occur.  Severe  dietary  salt  restriction  is  not 
recommended  in  patients  receiving  Combipres. 

Periodic  determinations  of  the  serum  potassium 
level  will  aid  the  physician  in  the  detection  of  hypo- 
kalemia. Extra  care  should  be  given  to  detection  of 
hypokalemia  in  patients  receiving  adrenal  cortico- 
steroids, ACTH  or  digitalis.  Hypochloremic  alkalosis 
often  precedes  other  evidence  of  severe  potassium 
deficiency.  Frequently,  therefore,  more  sensitive  indi- 
cators than  the  potassium  serum  level  are  the  serum 
bicarbonate  and  chloride  concentrations.  Also  indica- 
tive of  potassium  depletion  can  be  electrocardio- 
graphic alterations  such  as  changes  in  conduction 
time,  reduction  in  amplitude  of  the  T wave;  ST  seg- 
ment depression:  prominent  U wave.  These  abnor- 
malities may  appear  with  potassium  depletion  before 
the  serum  level  of  potassium  decreases.  To  lessen 
the  possibility  of  potassium  deficiency,  the  diet,  in 
addition  to  meat  and  vegetables,  should  include 
potassium-rich  foods  such  as  citrus  fruits  and 
bananas.  If  significant  potassium  depletion  should 
occur  during  therapy,  oral  potassium  supplements  in 
the  form  of  potassium  chloride  (3  to  4.5  gm/day). 
fruit  juice  and  bananas  should  be  given. 

Adverse  Reactions:  The  most  common  reactions  are 
dry  mouth,  drowsiness  and  sedation.  Constipation, 
dizziness,  headache,  and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish  with  contin- 
ued therapy. 

Clonidine  hydrochloride:  Anorexia,  malaise,  nausea, 
vomiting,  parotid  pain,  mild  transient  abnormalities 
in  liver  function  tests;  one  case  of  possible  drug- 
induced  hepatitis  without  icterus  and  hyperbilirubi- 
nemia in  a patient  receiving  clonidine  hydrochloride, 
chlorthalidone  and  papaverine  hydrochloride.  Weight 
gain,  transient  elevation  of  blood  glucose,  or  serum 
creatine  phosphokinase;  congestive  heart  failure. 
Raynaud's  phenomenon:  vivid  dreams  or  nightmares, 
insomnia,  other  behavioral  changes,  nervousness, 
restlessness,  anxiety  and  mental  depression.  Also 
rash,  angioneurotic  edema,  hives,  urticaria,  thinning 
of  the  hair,  pruritus  not  associated  with  a rash; 
impotence,  urinary  retention;  increased  sensitivity  to 
alcohol,  dryness,  itching  or  burning  of  the  eyes,  dry- 
ness of  the  nasal  mucosa,  pallor,  gynecomastia, 
weakly  positive  Coombs'  test,  asymptomatic  electro- 
cardiographic abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy. 


Chlorthalidone:  Symptoms  such  as  nausea,  gastric 
irritation,  anorexia,  constipation  and  cramping,  weak- 
ness, dizziness,  transient  myopia  and  restlessness 
are  occasionally  observed.  Headache  and  impotence 
or  dysuria  may  occur  rarely.  Orthostatic  hypotension 
has  been  reported  and  may  be  potentiated  when 
chlorthalidone  is  combined  with  alcohol,  barbiturates 
or  narcotics.  Skin  rashes,  urticaria  and  purpura  have 
been  reported  in  a few  instances, 

A decreased  glucose  tolerance  evidenced  by  hyper- 
glycemia and  glycosuria  may  develop  inconsistently. 
This  condition,  usually  reversible  on  discontinuation 
of  therapy,  responds  to  control  with  antidiabetic 
treatment.  Diabetics  and  those  predisposed  should 
be  checked  regularly. 

As  with  other  diuretic  agents  hypokalemia  may  occur 
(see  Precautions).  Hyperuricemia  may  be  observed 
on  occasion  and  acute  attacks  of  gout  have  been  pre- 
cipitated. In  cases  where  prolonged  and  significant 
elevation  of  blood  uric  acid  concentration  is  consid- 
ered potentially  deleterious,  concomitant  use  of  a 
uricosuric  agent  is  effective  in  reversing  hyperurice- 
mia without  loss  of  diuretic  and/or  antihypertensive 
activity. 

Idiosyncratic  drug  reactions  such  as  aplastic  anemia, 
thrombocytopenia,  leukopenia,  agranulocytosis,  and 
necrotizing  angiitis  have  occurred,  but  are  rare. 

The  remote  possibility  of  pancreatitis  should  be  con- 
sidered when  epigastric  pain  or  unexplained  gastro- 
intestinal symptoms  develop  after  prolonged 
administration. 

Other  adverse  reactions  which  have  been  reported 
with  this  general  class  of  compounds  include:  jaun- 
dice, xanthopsia,  paresthesia  and  photosensitization. 
Overdosage:  Catapres  (clonidine  hydrochloride): 
Profound  hypotension,  weakness,  somnolence, 
diminished  or  absent  reflexes  and  vomiting  followed 
the  accidental  ingestion  of  Catapres  by  several  chil- 
dren from  19  months  to  5 years  of  age.  Gastric  lavage 
and  administration  of  an  analeptic  and  vasopressor 
led  to  complete  recovery  within  24  hours.  Tolazoline 
in  intravenous  doses  of  10  mg  at  30-minute  intervals 
abolishes  all  effects  of  Catapres  overdosage. 
Chlorthalidone:  Symptoms  of  overdosage  include 
nausea,  weakness,  dizziness,  and  disturbances  of 
electrolyte  balance.  There  is  no  specific  antidote,  but 
gastric  lavage  is  recommended,  followed  by  suppor- 
tive treatment.  Where  necessary,  this  may  include 
intravenous  dextrose  and  saline  with  potassium 
administered  with  caution. 

How  Supplied:  Combipres®  0.1  (Each  tablet  contains 
clonidine  hydrochloride,  0.1  mg  chlorthalidone, 

15  mg).  It  is  available  as  pink,  oval,  single-scored 
compressed  tablets  in  bottles  of  100. 

Combipres®  0.2  (Each  tablet  contains  clonidine 
hydrochloride,  0.2  mg  -f-  chlorthalidone,  15  mg).  It  is 
available  as  blue,  oval,  single-scored  compressed 
tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing 
information. 


References:  1.  Becker,  M.  C : Data  on  tile  at 
Boeh ringer  Ingelheim  Ltd.  2.  Belle,  M.  S.:  Data  on  file 
at  Boehringer  Ingelheim  Ltd,  3.  Hall,  B.  H.:  Data  on 
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Data  on  file  at  Boehringer  Ingelheim  Ltd.  5.  Parsons, 
W.  B,,  Jr.:  Data  on  file  at  Boehringer  Ingelheim  Ltd. 
6.  Russell,  R.  P.:  Data  on  file  at  Boehringer  Ingelheim 
Ltd  7.  Wmemiller,  R.  H.:  Data  on  file  at  Boehringer 
Ingelheim  Ltd,  8.  Yeh,  B,:  Data  on  file  at  Boehringer 
Ingelheim  Ltd. 
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Medicine  in  literature 


DANGEROUS  PLANTS,  SNAKES,  ARTHRO- 
PODS, AND  MARINE  LIFE  OFTEXAS, 

Michael  D.  Ellis  (ed),  Austin,  Regional 
Medical  Program  of  Texas  (4200  N Lamar 
Blvd,  Suite  200,  78756),  1975, 

277  p,  color  illus,  $9. 

This  book  is  not  only  an  excellent  reference 
bookforthe  primary  care  physician,  but  is 
a “must”  for  poison  control  centers 
and  emergency  rooms. 

The  book  is  about  exactly  what  the  title 
states.  To  aid  in  identification, 
there  are  349  color  pictures. 

The  “Poison  Plants”  section  is  divided  into 
a section  of  “Cultivated  House  and  Garden 
Plants”  and  “Wild  Plants  of  the  Woods 
and/or  Meadows.”  Each  plant  or  group  of 
plants,  if  a similar  poison  is  involved,  is 
followed  by  a description  of  the  plant, 
general  information,  symptoms  of 
poisoning,  and  treatment. 

The  snakes,  arthropods,  and  marine  life 
sections  of  the  book  are  handled 
in  a similarfashion. 

The  book  has  been  well  researched  and  is 
well  written.  Every  subject  in  the  book  is 
found  in  or  off  the  coast  of  Texas.  There  are 
distribution  maps  to  further  aid 
in  identification. 

DWIGHTS.  EWING,  MD 
Corpus  Christi 

NEW  PARTS  FOR  OLD,  John  G.  Deaton, 
Palisade,  N J,  Franklin  Publishing  Com- 
pany, Inc,  1974,  160  p,  illus,  $7.50. 

This  is  a very  readable  book  with  general 
information  concerning  the  problem  of 
artificial  organs  and  organ 
transplantation. 

It  is  not  clearto  which  level  in  the  medical 
field  the  publication  is  directed,  however, 
it  is  obviously  not  intended  for  the  special- 
ist orthe  researcher  in  the  field. 

The  book  contains  much  useful  information 
and  could  well  be  read  by  either  nursing  or 
medical  students  and  certainly  would  serve 
as  a rapid  reference  for  any 
practicing  physician. 

H.  K.  BALDWIN-PRICE,  MD 
Cleburne 
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OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


W.  Q.  BUDD 
Amarillo,  1917-1975 

U.G.  GIBSON 

Port  Arthur,  1904-1975 
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IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $. 


. Given  in  Memory  of. 


Please  send  remembrance  card  to: 

Name  

Address  

City  and  State  


Donor  Information: 

Name  

Address  

City  and  State  . 
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Recent  deaths 


Dr.  W.  Q.  Budd 

Dr.  WilburQuinten  Budd,  Amarillo  physi- 
cian, died  May  22,  1975,  as  a result  of 
heart  failure.  Dr.  Budd  was  57  years  of 
age. 

Dr.  Budd  was  a native  of  Lawton,  Okla.  He 
attended  Amarillo  public  schools,  and, 
later,  Amarillo  College.  In  1943,  he  grad- 
uated from  The  University  of  Texas  at 
Austin.  He  obtained  his  MD  at  The  Univer- 
sity of  Texas  Medical  Branch,  Galveston, 
in  1946,  and  interned  at  Brackenridge  Hos- 
pital, Austin. 

Following  two  years’  service  as  a captain 
at  Brooke  Army  Medical  Center,  Fort  Sam 
Houston,  Dr.  Budd  entered  family  practice 
in  Amarillo.  He  left  in  1952  to  serve  a resi- 
dency in  radiology  at  Denver  General  Hos- 
pital, Denver.  He  returned  to  Amarillo  in 
1954,  and  practiced  there  until  the  time  of 
his  death. 

Dr.  Budd  was  a past  president  of  the  Potter- 
Randall  County  Medical  Society  (1963)  and 
of  the  Panhandle  District  Medical  Society 
(1966).  In  addition,  he  had  served  as  a 
member  of  both  the  board  of  directors  and 
the  executive  committee  of  the  Texas 
Division  of  the  American  Cancer  Society. 

He  was  a member  of  the  American  Cancer 
Society,  the  American  Medical  Association, 
the  American  College  of  Radiology,  and 
the  Texas  Radiological  Society.  He  also  was 
a member  of  Rotary  and  the  First  Presby- 
terian Church  of  Amarillo. 

Surviving  are  his  mother,  Mrs.  W.  0.  Budd, 
Amarillo;  one  brother.  Dr.  Robert  G.  Budd, 
also  of  Amarillo;  and  a sister,  Mrs.  James 
R.  Scott,  Olympia  Fields,  III. 


Dr.  U.  G.  Gibson 

Dr.  Ulysses  Grant  Gibson  died  April  16, 
1975,  having  practiced  in  Port  Arthur  for 
47  years.  Dr.  Gibson  was  70 
years  of  age. 

The  Louisiana  native  received  his  prelim- 
inary education  in  Beaumont.  In  1922,  he 


graduated  from  Fisk  University,  Nashville, 
Tenn;  and  in  1926,  he  graduated  from 
Meharry  Medical  College,  also  in  Nashville. 
Dr.  Gibson  served  his  internship  at 
City  Hospital  Number  2 in  St-  Louis. 

He  was  a member  of  the  Lone  Star 
State  Medical  Society;  Southeast  Texas 
Medical,  Dental  and  Pharmaceutical  So- 
ciety; the  National  Medical  Association; 
and  the  Jefferson  County 
Medical  Society. 

The  general  practitioner  is  survived  by  his 
wife  Gladie  Dyas  Gibson,  Port  Arthur;  a 
daughter,  Mrs.  Ulyssene  Cleift,  Oakland, 
Calif;  and  a brother,  Henry 
Gibson,  Port  Arthur. 


Dr.  L.  M.  Harris 

Amarillo  physician  Dr.  Lee  Michael  Harris 
was  killed  April  6,  1975,  in  the  crash  of  a 
light  airplane  which  he  was  piloting. 

Dr.  Harris,  35,  practiced  in  Amarillo  five 
years  as  the  city’s  first  hematologist- 
oncologist.  He  was  a 1961  graduate  of 
Wayne  University,  in  his  native  city,  Detroit. 
He  graduated  from  the  University  of  Michi- 
gan Medical  School,  Ann  Arbor,  Mich,  in 
1964.  He  served  his  internship  at  the 
Cleveland  Clinic  Hospital,  Ohio.  He  served 
a residency  in  internal  medicine  and  was 
granted  a fellowship  in  hematology- 
oncology  atthe  same  institution.  Upon 
completion  of  his  fellowship.  Dr.  Harris 
entered  the  Air  Force  as  a captain  at  the 
US  Air  Force  Medical  Center  at  Wright- 
Patterson  Air  Force  Base,  Ohio. 

Dr.  Harris  was  a member  of  the  Potter- 
Randall  County  Medical  Society  and  the 
Panhandle  District  Medical  Society. 
Surviving  are  two  daughters,  Monica  and 
Aline,  and  a son,  Eli,  of  Amarillo;  his 
mother,  Mrs.  Jean  Harris,  also  of  Amarillo; 
and  a sister,  Mrs.  Ann  Ruth  Early  of  Pull- 
man, Wash. 


Dr.  Budd 


Dr.  Gibson 


Dr.  Harris 
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Dr.  Lowe 


Dr.  Marx 


Dr.  G.  W.  Lacy 

Dr.  George  Wilson  Lacy,  71,  a Fort  Worth 
internist  since  1930,  died  March  18, 

1975. 

Dr.  Lacy  had  been  the  physician  forthe 
Fort  Worth  Star-Telegram  for  most  of  his 
career,  and  was  a member  of  the  Flarris 
Flospital  staff.  Fie  had  retired  from  active 
practice  Dec  1,  1974. 

Dr.  Lacy,  a native  of  Mineral  Wells,  had 
lived  in  Fort  Worth  65  years.  He  attended 
public  schools  there,  and  later  graduated 
from  Texas  Christian  University.  He  receiv- 
ed his  medical  degree  from  Tulane  Univer- 
sity School  of  Medicine,  New  Orleans 
(1929),  and  also  served  his  internship  in 
NewOrleans. 

He  was  the  third  recipient  of  the  Outstand- 
ing Citizen  Award  from  the  Tarrant  County 
Council  on  Alcoholism  in  1965,  and  was  a 
charter  member  of  the  organization.  Dr. 
Lacy  was  recognized  as  one  of  the  first 
physicians  in  the  Fort  Worth  area  to  accept 
alcoholism  as  a diseaseand  treat  such  pa- 
tients in  hospitals. 

The  World  War  II  veteran  served  in  the 
Southwest  Pacific.  He  entered  the  service 
with  the  rank  of  captain  in  1942  and  was 
discharged  in  1945,  having  been  promoted 
to  major. 

Dr.  Lacy  was  a Mason  and  an  elder  at 
Central  Christian  Church,  Fort  Worth.  He 
was  also  a past  president  of  the  East  Fort 
Worth  Lions  Club. 

Survivors  include  his  wife  Mrs.  Camilla 
Fort  Lacy,  Fort  Worth;  a sister,  Mrs.  Edythe 
Chapman,  also  of  Fort  Worth;  and  four 
nephews. 


Dr.  T.  E.  Lowe,  Sr. 

Dr.  Thomas  Elton  Lowe,  Sr.,  a Houston 
physician  for  over  40  years,  died  May  11, 
1975,  at  the  age  of  68.  Cause  of  death  was 
a heart  attack. 


Dr.  Lowe  attended  Rice  Institute,  Houston, 
and  later  graduated  from  Tulane  Univer- 
sity School  of  Medicine,  New  Orleans.  He 
remained  in  New  Orleans  to  serve  his  in- 
ternship at  the  Southern  Baptist  Hospital 
(1933-34). 

In  1943,  the  general  practitioner  entered 
the  US  Army.  He  served  at  Fort  Bliss  for 
three  and  one-half  years,  and  attained  the 
rank  of  major. 

Dr.  Lowe  was  a member  of  the  Harris  Coun- 
ty Medical  Society,  the  American  Medical 
Association,  and  the  American  Academy  of 
Family  Physicians. 

Survivors  include  his  wife  Evelyn  Reisig 
Lowe,  Houston;  three  sons,  Drs.  Thomas 
Elton  Lowe,  Jr.,  and  Ronald  Charles  Lowe, 
Houston,  and  Dr.  Robert  J.  Lowe,  Colum- 
bus; a brother.  Dr.  Percy  E.  Lowe,  also  a 
Houston  physician;  and  a sister,  Mrs. 
Lucille  Olson,  Houston. 


Dr.  M.  Marx,  Jr. 

Dr.  Melvin  Marx,  Jr.,  65,  who  had  practiced 
medicine  in  Clarksville  for  39  years,  died 
April  1,  1975. 

Dr.  Marx  was  a former  president  (1946) 
and  secretary  (1947-1953)  of  the  Red 
River  County  Medical  Society.  From  1969 
until  the  time  of  his  death  he  served  as  vice 
president  of  the  society.  He  was  a member 
of  the  TMA  House  of  Delegates. 

The  native  of  New  Orleans  was  a graduate 
of  Clarksville  High  School;  The  University 
of  Texas  at  Austin  (1930);  and  The  Univer- 
sity of  Texas  Medical  Branch,  Galveston 
(1932).  He  interned  at  St.  Louis  City  Hos- 
pital in  St.  Louis. 

In  January,  1941,  Dr.  Marx  entered  the  US 
Army,  and  served  as  head  surgeon  of  the 
Western  Defense  Command.  He  was  dis- 
charged as  a lieutenant  colonel  in  1946 
and  returned  to  his  practice  in 
Clarksville. 
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He  was  chairman  of  the  board  of  the  Red 
River  County  Library;  a director  of  the  Red 
River  National  Bank;  and  a member  of  the 
Rotary  Club  and  the  American  Legion.  In 
addition,  he  had  served  as  county  health 
officer. 

He  was  a Fellowof  the  American  Academy 
of  Family  Physicians,  and  a memberof  the 
American  Medical  Association. 
Survivingare  his  wife,  Frances  Haberer 
Marx  of  Clarksville;  two  sons.  Dr.  Steve 
Marx  of  Little  Rock,  Ark,  and  Melvin  Marx 
111  of  Houston;  a brother,  Jerrold  Marx  of 
Clarksville;  and  two  grandchildren. 


Dr.  R.  M.  Milner 


Dr.  Robert  Michael  Milnerdied  April  7, 
1975,  at  Huth  Memorial  Hospital, 

Yoakum.  He  was  89  years 
of  age. 

Born  at  Concrete,  Tex,  in  1885,  Dr.  Milner 
was  a 1910  graduate  of  Tulane  University 
School  of  Medicine,  New  Orleans.  In  1960 
he  was  presented  an  honorary  degree  by 
Tulane  in  commemoration  of  the  50th 
anniversary  of  his  graduation. 

The  general  practitioner  was  a past  presi- 
dent of  the  DeWitt-Lavaca  County  Medical 
Society  and  an  honorary  member  of  Texas 
Medical  Association.  He  was  a veteran  of 
World  War  I and  a Mason. 

Dr.  Milnerwas  a memberof  the  staff  of 
Huth  Memorial  Hospital,  and  also  served 
as  physician  to  the  Southern 
Pacific  Railroad. 

Survivingare  his  wife,  Olga  Meyer  Milner, 
of  Yoakum;  a brother,  Chauncey  Milner,  of 
San  Benito;  a stepson,  Orin  Meyer,  of 
Victoria;  and  one  step 
granddaughter. 


Dr.  E.  P.  H.  Prohl 


Dr.  Emil  Paul  Herman  Prohl,  70,  died  of  an 
apparent  heart  attack  April  12,  1975. 

Dr.  Prohl  had  recently  been  honored  as 
Citizen  of  the  Year  by  the  Tahoka  Chamber 
of  Commerce.  He  had  practiced  in  Tahoka 
from  1937  until  1972  when 
he  retired. 

A native  of  Port  Arthur,  he  built  and  operat- 
ed the  Tahoka  Clinic  and  Hospital.  He  was 
active  in  youth  work  and  in  the  Methodist 
church.  He  was  a Mason,  a Shriner,  and  a 
memberof  theTahoka  Chamber  of  Com- 
merce. He  had  served  as  a member  of  the 
Tahoka  School  Board. 

Dr.  Prohl  was  an  active  member  of  the 
Tahoka  Rotary  Club,  having  served  as  vice 
president  and  as  president.  He  was  a Ro- 
tarian  for  36  years,  and  for  14  years  he 
participated  in  a Rotary-sponsored  summer 
program  for  foreign  students.  These  stu- 
dents lived  in  the  doctor’s  home,  and  he 
devoted  much  time  to  furthering  their  un- 
derstanding of  the  United  States.  At  the 
time  of  his  death.  Dr.  Prohl  was  governor 
of  District  573  of  Rotary 
International. 

Dr.  Prohl’s  preliminary  education  was  ob- 
tained in  Bryan.  He  attended  The  University 
of  Texas  at  Austin,  and  in  1935,  he  grad- 
uated from  Baylor  University  College  of 
Medicine.  His  internship  and  residency 
were  served  at  St.  Joseph’s  Hospital,  Fort 
Worth. 

Dr.  Prohl  was  a member  of  Dawson-Lynn- 
Terry-Gaines-Yoakum  County  Medical  So- 
ciety, and  he  had  served  as  secretary 
(1940)  and  president  (1942).  He  also  was 
a member  of  the  American  Medical 
Association. 

In  addition  to  his  wife,  Grace  Davis  Prohl, 
of  Tahoka,  he  is  survived  by  a son,  Karl 
Prohl,  of  Kerrville;  a daughter,  Mrs.  Martha 
Prohl  Botkin,  of  Tahoka;  a brother.  Dr.  Carl 
Prohl,  of  Port  Arthur;  and  four  grandsons. 


\ K ' 
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Dr.  R.  M.  Smith 


Dr.  Smith 


Dr.  Richard  Mays  Smith,  77,  Dallas  intern- 
ist and  honorary  member  of  Texas  Medical 
Association,  died  May  6,  1975. 

A native  of  San  Antonio,  Dr.  Smith  attended 
Southern  Methodist  University  and  Baylor 
University  College  of  Medicine  and  was 
graduated  from  Jefferson  University  School 
of  Medicine.  He  served  his  internship  at 
Thomas  Jefferson  University  Hospital, 
Philadelphia. 

In  1928  he  joined  the  staff  at  Dallas  Medi- 
cal and  Surgical  Clinic  Hospital.  He  later 
became  chief  of  staff  at  the  clinic  and  was 
president  until  he  retired  in  1970.  Dr. 

Smith  also  had  lectured  on  mental  health 
forthe  Hogg  Foundation  at  The  University 
of  Texas. 

He  was  an  associate  professor  of  medicine 
at  Baylor  University  College  of  Medicine 
from  1929  to  1940.  He  was  on  the  faculty 
of  The  University  of  Texas  Southwestern 
Medical  School  from  1945  to  1949,  and 
served  as  consultant  to  its  staff  from  1950 
to  1970. 

Dr.  Smith  also  served  as  a member  of  the 
Interracial  Committee  of  Dallas,  the  United 
Way,  the  Family  Bureau,  the  DallasTuber- 
culosis  Association  and  the  Council  of  So- 
cial Agencies.  He  was  a Fellow  of  the  Ameri- 
can College  of  Physicians. 

He  received  a Presidential  citation  for  his 
work  with  the  health  and  welfare  divisions 
of  Civil  Defense  during  World  War  II.  He 
received  the  Distinguished  Alumnus  Award 
of  SMU  in  1965.  He  was  chairman  of  the 
board  of  stewards  at  Highland  Park  United 
Methodist  Church. 

Survivors,  all  of  Dallas,  include  his  wife 
Lucile  S.  Smith;  three  daughters,  Mrs. 
James  L.  Morgan,  Mrs.  James  C.  Tubb  and 
Mrs.  Webber  W.  Beall,  Jr.;  a sister,  Mrs. 

R.  C.  Dunlap;  and  a brother.  Col.  John  A. 
Smith. 


no 


TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
INPATIENT-OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 


A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay,  M.D. 


PSYCHOLOGY 


George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph.D. 


Fred  H.  Jordan,  M.D. 
John  T.  Holbrook,  M.D. 


Tom  I.  Payton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 

BUSINESS  MANAGER 

Daphne  Burrows 


COURTESY  STAFF 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 

O.T.  AND  R.T.  THERAPY 

(Acting  Director) 

Jeanette  Boothe 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON.  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 


EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 

• DIPLOMATE  OF  THE  AMERICAN  BOARD 


General  Surgery: 

L.  L.  Travis,  M.D. 

R.  K.  Willms,  M.D. 

R.  W.  Baggett,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 

Uroiogy: 

H.  F.  Rives,  M.D. 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 


JACKSONVILLE,  TEXAS 


STAFF 
Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Armstrong,  M.D, 

D.  B.  Turner,  M.D. 

G.  T.  Kimmei,  M.D. 

Pathology: 

Harbert  Davenport,  Jr.,  M.D, 

Anesthesiology : 

W.  T.  Witt,  M.D. 


Obstetrics  and  Gynecology: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Pediatrics: 

M.  L.  Gray,  M.D. 

Radioiogy  and  Radioactive  Isotopes: 
L.  W.  Ralston,  M.D. 

J.  W.  Fischer,  M.D. 

J.  G.  Casey 

Business  Manager  of  Travis  Ciinic 
S.  J.  Biltz 

Adm  of  Travis  Ciinic  Foundation 


All  signs  point  to  the  Texas  Medical  Association's  1975  Fall  Conference! 


1975  UPDATE  ON  MEDICAL  ISSUES 

A full  day  of  knowledgeable  speakers,  panels,  and  curbstone 
consultations  on  the  professional  liability  crisis,  health  planning 
act,  utilization  review  and  PSRO,  and  new  government  restraints 
upon  physicians. 

OCTOBER  4, 1975  AUSTIN 

plus  Orientation  Program  and  UT  Longhorn  football 


Mark  your  calendar  ayid  watch  the  mail  for  more  information 
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Does  the 
Boggle 
haveacase 
on  you? 


The  LEKTRI  EVER  600  mechanized  file 
can  turn  it  into  a case  history! 


If  you  have  an  active, 
moderate-sized  office  using 
a conventional  filing  system, 
chances  are  the  Boggle  finds 
you  irresistible. 

Decentralized  or 
overcrowded  files  give  the 
Boggle  plenty  of 
opportunities  to  carry  on  his 
love  affair  with  your  vital, 
active  records.  A Boggled 
filing  system  wastes  time 
and  space . . . and  can  cause 
costly,  embarrassing 
mistakes. 


The  LEKTR1EVER600 
is  a modern  electric  lateral 
file,  specially  designed  for 
busy  offices  with  moderate 
file  volume.  In  fact ...  it  may 
be  the  only  file  you  need!  It 
holds  as  much  as  six 
conventional  four-drawer 
cabinets  (600"  of  filing 
space)  in  a single,  compact, 
attractive  unit. 

The  LEKTR1EVER600 
centralizes  your  records 
within  easy  reach.  Records 
are  delivered  within  seconds 
at  the  push  of  a button.  No 
more  bending,  stretching  or 
searching!  It  arrives  fully 
assembled,  plugs  into  any 
n 0-1 20  volt  outlet,  and  is 
simple  and  safe  to  operate. 

The  LEKTR1EVER600 
mechanized  file  has  brought 
many  of  the  Boggle’s  love 
affairs  to  an  abrupt  end . . . 
and  we  have  the  case 


histories  to  prove  it!  Use  the 
coupon  below  to  tell  us 
about  the “bugs”  in  your 
filing  system,  and  we’ll  show 
you  how  the  LEKTRIEVER 
600  has  helped  solve  a 
similar  problem.  And  who 
knows... we  may  be  writing 
our  next  case  history  about 
you! 

i^SPERRY  REMINGTON 

' P.O.  Box  1000  (Dept.  100)  — J 
[ Blue  Bell,  PA  19422 

! Please  send  a case  history  describing 
how  the  LEKTRIEVER  600  mech- 
I anized  file  solved  a filing  system  prob- 
I lem  similar  to  ours.  I understand  I am 
1 under  no  obligation. 

I 

I Type  of  office 

Our  biggest  filing  problem 


Name 

Company 
Address  _ 


City. 


State . 


-Zip. 


SPER^Y=^^REA/\I  NCaTON 


OFFICE  SYSTEMS  AND  MACHINES 


A DIVISION  OF  SPERRY  RAND  CORPORATION 
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demands  attention 


patients  may  need . . 


• Diet  control 

• A proven  cholesterol-lowering 
adjunct  tddieft 

• Convenient  cff^^a-day  dosage^ 

• Reasonable  cost* 


An  agent  for  low 


density  lipoproteins,  “type 


yroid,  non-cardiac  patients. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 
Deerfield,  Illinois  eoots 


See  reverse  side  for  full  prescribing  information 


Choloxini 


) 

(sodium  dextrothyroxine) 

The  Lipid-Lowering  Agent  with 
Once-A-Day  Dosage 

Four  strengths  ...  1 , 2,  4,  and  6 mg. ...  are  available  making 
the  scored  tablet  regimen  a flexible  dosage  system.  And,  for 
most  patients,  CHOLOXIN  tablets  offer  once-a-day  dosage. 

CHOLOXIN^  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 

See  prescribing  information  in  package  insert  reproduced  below. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle- 
rosis or  coronary  heart  disease.  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question. 


Starting 

Increased 

Usual 

Maximal 

Dosage 

Monthly  by 

Maintenance 

Recommended 

Adult  Hypercholesterolemic 

1 .0-2.0  mg. 

1 .0-2.0  mg. 

4. 0-8.0  mg. 

4. 0-8.0  mg. 

Pediatric  Hypercholesterolemic 

0.05  mg. /kg.  body  weight 

0.05  mg. /kg. 

0.1  mg. /kg.  body  weight 

4.0  mg. 

Hypothyroid  Cardiac 

0.5-1 .0  mg. 

1 .0  mg. 

4.0  mg. 

4.0  mg. 

Choloxin 

(sodium  dextrothyroxine) 


Description 

CHOLOXIN  (sodium  dextrothyroxine)  is 
the  sodium  salt  of  the  dextrorotatory 
isomer  of  thyroxine.  It  is  chemically 
described  as  D-3,5,3',5'-tetraiodothyro- 
nine  sodium  salt. 

Actions 

The  predominant  effect  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  the  reduc- 
tion of  serum  cholesterol  levels  in 
hyperlipidemic  patients.  Beta  lipopro- 
tein and  triglyceride  fractions  may 
also  be  reduced  from  previously  ele- 
vated levels. 

Most  of  the  available  evidence  indi- 
cates that  CHOLOXIN  stimulates  the 
liver  to  increase  catabolism  and  excre- 
tion of  cholesterol  and  its  degradation 
products  via  the  biliary  route  into  the 
feces.  Cholesterol  synthesis  is  not  in- 
hibited and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the 
blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict 
attention  should  be  paid  to  the  indica- 
tions and  contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is 
an  antilipidemic  agent  used  as  an  ad- 
junct to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cho- 
lesterol (low  density  lipoproteins)  in 
euthyroid  patients  with  no  known  evi- 
dence of  organic  heart  disease. 

The  drug  is  also  indicated  in  the  treat- 
ment of  hypothyroidism  in  patients 
with  cardiac  disease  who  cannot  toler- 
ate other  types  of  thyroid  medication. 
Before  prescribing,  note  the  following: 
Results  from  a randomized  clinical 
study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  is  administered 
to  a patient  receiving  a digitalis  prep- 
aration. There  may  be  an  additive 
effect.  This  additive  effect  may  possi- 
bly stimulate  the  myocardium  exces- 
sively in  patients  with  significant 
myocardial  impairment.  CHOLOXIN  dos- 
age should  not  exceed  4 mg  per  day 
when  the  patient  is  receiving  a digitalis 
preparation  concomitantly.  Careful 
monitoring  of  the  total  effect  of  both 
drugs  is  important. 

It  has  not  been  established  whether 
the  drug-induced  lowering  of  serum 
cholesterol  or  lipid  levels  has  a detri- 
mental. beneficial,  or  no  effect  on  the 
morbidity  or  mortality  due  to  athero- 
sclerosis or  coronary  heart  disease. 
Several  years  will  be  required  before 
current  investigations  will  yield  an 
answer  to  this  question. 

Contraindications 

The  administration  of  CHOLOXIN  (so- 
dium dextrothyroxine)  to  euthyroid 
patients  with  one  or  more  of  the  fol- 
lowing conditions  is  contraindicated: 

1.  Known  organic  heart  disease,  in- 
cluding angina  pectoris:  history  of 
myocardial  infarction;  cardiac  ar- 
rhythmia or  tachycardia,  either 
active  or  in  patients  with  demon- 
strated propensity  for  arrhyth- 
mias; rheumatic  heart  disease; 
history  of  congestive  heart  fail- 
ure; and  decompensated  or  bor- 
derline compensated  cardiac 
status. 

2.  Hypertensive  states  (other  than 
mild,  labile  systolic  hypertension). 


3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine) 
may  potentiate  the  effects  of  antico- 
agulants on  prothrombin  time.  Reduc- 
tions of  anticoagulant  dosage  by  as 
much  as  30%  have  been  required  in 
some  patients.  Consequently,  the  dos- 
age of  anticoagulants  should  be  re- 
duced by  one-third  upon  initiation  of 
CHOLOXIN  therapy  and  the  dosage  sub- 
sequently readjusted  on  the  basis  of 
prothrombin  time.  The  prothrombin 
time  of  patients  receiving  anticoagu- 
lant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as 
frequently  as  necessary,  but  at  least 
weekly,  during  the  first  few  weeks  of 
treatment. 

In  the  surgical  patient,  it  is  wise  to 
consider  withdrawal  of  the  drug  two 
weeks  prior  to  surgery  if  the  use  of 
anticoagulants  during  surgery  is  con- 
templated. 

When  CHOLOXIN  is  used  as  thyroid 
replacement  therapy  in  hypothyroid 
patients  with  concomitant  coronary 
artery  disease  (especially  those  with  a 
history  of  angina  pectoris  or  myocar- 
dial infarction)  or  other  cardiac  dis- 
ease, treatment  should  be  initiated 
with  care.  Special  consideration  of  the 
dosage  schedule  of  CHOLOXIN  is  re- 
quired. This  drug  may  increase  the 
oxygen  requirements  of  the  myocar- 
dium, especially  at  high  dosage  levels. 
Treated  subjects  with  coronary  artery 
disease  must  be  seen  at  frequent  in- 
tervals. If  aggravation  of  angina  or 
increased  myocardial  ischemia,  cardiac 
failure,  or  clinicaljy  significant  ar- 
rhythmia develops  during  the  treatment 
of  hypothyroid  patients,  the  dosage 
should  be  reduced  or  the  drug  discon- 
tinued. 

Special  consideration  must  be  given  to 
the  dosage  of  other  thyroid  medications 
used  concomitantly  with  CHOLOXIN.  As 
with  all  thyroactive  drugs,  hypothyroid 
patients  are  more  sensitive  to  a given 
dose  of  CHOLOXIN  than  euthyroid  pa- 
tients. 

Epinephrine  injection  in  patients  with 
coronary  artery  disease  may  precipi- 
tate an  episode  of  coronary  insuffi- 
ciency. This  condition  may  be  enhanced 
in  patients  receiving  thyroid  analogues. 
These  phenomena  should  be  kept  in 
mind  when  catecholamine  injections 
are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery 
disease. 

Since  the  possibility  of  precipitating 
cardiac  arrhythmias  during  surgery 
may  be  greater  in  patients  treated 
with  thyroid  hormones,  it  may  be 
wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks 
prior  to  an  elective  operation.  During 
emergency  surgery  in  euthyroid  pa- 
tients, and  in  surgery  in  hypothyroid 
patients  in  whom  it  may  be  advisable 
to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextro- 
thyroxine in  diabetic  patients  is  capa- 
ble of  increasing  blood  sugar  levels 
with  a resultant  increase  in  require- 
ments of  insulin  or  oral  hypoglycemic 
agents.  Special  attention  should  be 
paid  to  parameters  necessary  for  good 
control  of  the  diabetic  state  in  dextro- 
thyroxine-treated  subjects  and  to 
dosage  requirements  of  insulin  or  other 


antidiabetic  drugs.  If  sodium  dextro- 
thyroxine is  later  withdrawn  from 
patients  who  had  required  an  increase 
of  insulin  (or  oral  hypoglycemic  agents) 
dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be 
reduced  and  adjusted  to  maintain  good 
control  of  the  diabetic  state. 

When  either  or  both  impaired  liver  or 
kidney  function  are  present,  the  advan- 
tages of  CHOLOXIN  therapy  must  be 
weighed  against  the  possibility  of  del- 
eterious results. 

Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  famil- 
ial hypercholesterolemia  or  hyperlipe- 
mia should  not  be  deprived  of  the  use 
of  this  drug;  it  can  be  given  to  those 
patients  exercising  strict  birth  control 
procedures.  Since  pregnancy  may  occur 
despite  the  use  of  birth  control  pro- 
cedures, administration  of  CHOLOXIN 
(sodium  dextrothyroxine)  to  women  of 
this  age  group  should  be  undertaken 
only  after  weighing  the  possible  risk 
to  the  fetus  against  the  possible  bene- 
fits to  the  mother.  Teratogenic  studies 
in  two  animal  species  have  resulted  in 
no  abnormalities  in  the  offspring. 
Precautions 

It  is  expected  that  patients  on  dextro- 
thyroxine therapy  will  show  greatly 
increased  serum  protein-bound-iodine 
levels.  These  increased  serum  PBI 
values  are  evidence  of  absorption  and 
transport  of  the  drug,  and  should  NOT 
be  interpreted  as  evidence  of  hyper- 
metabolism; similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of 
CHOLOXIN  (sodium  dextrothyroxine). 
PBI  values  in  the  range  of  10  to  25 
mcg%  in  treated  patients  are  common. 
If  signs  or  symptoms  of  iodism  develop 
during  CHOLOXIN  therapy,  the  drug 
should  be  discontinued. 

A few  children  with  familial  hypercho- 
lesterolemia have  been  treated  with 
CHOLOXIN  for  periods  of  one  year  or 
longer  with  no  adverse  effects  on 
growth.  However,  it  is  recommended 
that  the  drug  be  continued  in  patients 
in  this  age  group  only  if  a significant 
serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextro- 
thyroxine therapy  are,  for  the  most 
part,  due  to  increased  metabolism,  and 
may  be  minimized  by  following  the 
recommended  dosage  schedule.  Ad- 
verse effects  are  least  commonly  seen 
in  euthyroid  patients  with  no  signs  or 
symptoms  of  organic  heart  disease;  the 
incidence  of  adverse  effects  is  in- 
creased in  hypothyroid  patients,  and  is 
highest  in  those  patients  with  organic 
heart  disease  superimposed  on  the 
hypothyroid  state. 

In  the  absence  of  known  organic  heart 
disease,  some  cardiac  changes  may  be 
precipitated  during  sodium  dextrothy- 
roxine therapy.  In  addition  to  angina 
pectoris,  arrhythmia  consisting  of 
extrasystoles,  ectopic  beats,  or  supra- 
ventricular tachycardia,  ECG  evidence 
of  ischemic  myocardial  changes  and 
increase  in  heart  size  have  been  ob- 
served. Myocardial  infarctions,  both 
fatal  and  non-fatal,  have  occurred,  but 
these  are  not  unexpected  in  untreated 
patients  in  the  age  groups  studied.  It 
is  not  known  whether  any  of  these  in- 
farcts were  drug  related. 

Changes  in  clinical  status  that  may  be 
related  to  the  metabolic  action  of  the 
drug  include  the  development  of  in- 
somnia, nervousness,  palpitations. 


tremors,  loss  of  weight,  lid  lag,  sweat- 
ing, flushing,  hyperthermia,  hair  loss, 
diuresis,  and  menstrual  irregularities. 
Gastrointestinal  complaints  during 
therapy  have  included  dyspepsia,  nau- 
sea and  vomiting,  constipation,  diar- 
rhea, and  decrease  in  appetite. 

Other  side  effects  reported  to  be 
associated  with  CHOLOXIN  (sodium 
dextrothyroxine)  therapy  include  the 
development  of  headache,  changes  in 
libido  (increase  or  decrease),  hoarse- 
ness, tinnitus,  dizziness,  peripheral 
edema,  malaise,  tiredness,  visual  dis- 
turbances, psychic  changes,  paresthe- 
sia, muscle  pain,  and  various  bizarre 
subjective  complaints.  Skin  rashes,  in- 
cluding a few  which  appeared  to  be 
due  to  iodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some 
investigators.  Gallstones  have  been 
discovered  in  occasional  dextrothyrox- 
ine-treated  patients  and  cholestatic 
jaundice  has  occurred  in  one  patient, 
although  its  relationship  to  CHOLOXIN 
therapy  was  not  established. 

In  several  instances,  the  previously 
existing  conditions  of  the  patient  ap- 
peared to  continue  or  progress  during 
the  administration  of  CHOLOXIN;  a 
worsening  of  peripheral  vascular  dis- 
ease, sensorium,  exophthalmos,  and 
retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of 
anticoagulants,  such  as  warfarin  or 
Dicumarol,  on  prothrombin  time,  thus 
indicating  a decrease  in  the  dosage 
requirements  of  the  anticoagulants.  On 
the  other  hand,  dosage  requirements 
of  antidiabetic  drugs  have  been  re- 
ported to  be  increased  during  dextro- 
thyroxine therapy  (see  WARNINGS 
section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterol- 
emic  patients,  the  recommended  main- 
tenance dose  of  CHOLOXIN  (sodium 
dextrothyroxine)  is  4 to  8 mg  per  day. 
The  initial  daily  dose  should  be  1 to  2 
mg  to  be  increased  in  1 to  2 mg  incre- 
ments at  intervals  of  not  less  than  one 
month  to  a maximum  level  of  4 to  8 
mg  daily,  if  that  dosage  level  is  indi- 
cated to  effect  the  desired  lowering  of 
serum  cholesterol. 

When  used  as  partial  or  complete  sub- 
stitution therapy  for  levothyroxine  in 
hypothyroid  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types 
of  thyroid  medication,  the  initial  daily 
dose  should  be  1 mg  to  be  increased 
in  1 mg  increments  at  intervals  of  not 
less  than  one  month  to  a maximum 
level  of  4 to  8 mg  daily,  preferably  the 
lower  dosage. The  maximum  in  patients 
receiving  digitalis  therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  pa- 
tients, the  recommended  maintenance 
dose  of  CHOLOXIN  is  approximately  0.1 
mg  per  kilogram.  The  initial  daily  dos- 
age should  be  approximately  0.05  mg 
per  kilogram  to  be  increased  in  up  to 
0.05  mg  per  kilogram  increments  at 
monthly  intervals.  The  recommended 
maximal  dose  is  4 mg  daily,  if  that 
dosage  is  indicated  to  effect  the  de- 
sired lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac 
disease  develop  during  the  treatment 
period,  the  drug  should  be  withdrawn. 
How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is 
supplied  in  prescription  packages  of 
scored  1,  2,  4,  and  6 mg  tablets. 
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Allergy  and  Immunology 
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7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 
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Wallace  E.  Moore,  Jr.,  M.D. 
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Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


JOHN  p.  McGovern,  m.d. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
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ROBERT  E.  SMITH,  M.D. 
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EVAN  M.  HERSH,  M.D. 

JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

HERBERT  C.  McKEE,  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 

Air  Pollution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 
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R.  M.  Finks,  M.D.,  Pediatric  Ailergy 

M.  D.  Knight,  M.D.,  Surgery 

W.  H.  Brauns,  M.D.,  Internal  Medicine 

Roy  E.  Moon,  M.D. 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 
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O.  Sterling  Gillis,  III,  M.O., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  P.nul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


HARRIS  HOSEN,  M.D.,  F.A.C.A. 
Clinical  Allergy  and  Immunology 
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ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 
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THOMAS-SPANN  CLINIC 
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FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 
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C.  L.  Vernor,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 
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C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Family  Medicine 
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MEDICAL  AND  SURGICAL  CLINIC  ASSOCIATION 

1200  Summit  Avenue,  Fort  Worth,  Texas  817  338-4747 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


GENERAL  SURGERY 
Robert  C.  Barker,  M.D. 
•Henry  V.  Birdwell,  Jr.,  M.D. 

•Diplomate 


•Thomas  E.  Simons,  M.D. 
of  American  Board  of  Surgery 


INTERNAL  MEDICINE 


DIAGNOSIS 

•John  B.  Fershtand,  M.D.  •James  W.  Tunstill,  M.D. 

Ed»/in  B.  Wilson,  Jr.,  M.D.  Cornelius  C.  Davis,  M.D. 

Alexander  G.  Gregory,  M.D. 

PULMONARY  DISEASE 

M.  Ebadat  Ali,  M.D.  . 

•Diplomate  of  American  Board  of  Medicine 


CARDIOLOGY 
Nasim  Akhtar,  M.D. 

INDUSTRIAL  MEDICINE 
Mark  N.  Hattarki,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE  CONSULTANTS 
•Harry  W.  Banker,  M.D.  •Samuel  Jagoda,  Jr.,  M.D. 

•E.  E.  Holt,  M.D.  Samuel  Jagoda,  M.D. 

•Diplomate  of  American  Board  of  Radiology 


PROCEDURES: 

Bronchoscopy 
Pulmonary  Functions 
Esophagoscopy 

Gastroscopy  and  Duodenoscopy 

Protosigmoidscopy 

Duodenoscopy 

Colonscopic  Snare  Polypectomy 
ADMINISTRATOR 
Bryan  Charles 


Cardiac  Catherization 
Coronary  Arteriography 
Treadmill  Stress  Testing 
Electrocardiography 
Phonocardiography 
Systole  Time  Interval 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 


PEDIATRICS 

J.  M.  Woodall,  M.D. 
B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 


GENERAL  SURGERY  RADIOLOGY  & NUCLEAR  MEDICINE 

J.  E.  Hogan,  M.D.,  F.A.C.S.  B.  Williams,  M.D. 

C.  B.  Marcum,  M.D.,  F.A.C.S.  M.  L.  Bercler,  M.D. 

J.  E.  Mattiews,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE  UROLOGY 


J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 


G.  F.  Dillon,  M.D. 
J.  W.  Cowan,  M.D. 


DERMATOLOGY 

OBSTETRICS  AND  GYNECOLOGY  ^ ^ ^ ^ 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 


ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 
Charles  N.  Butts,  Asst.  Clinic  Manager 


ADMINISTRATION 

C.  H.  “Ham"  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RAD  I OLOG  Y— CONSU  LTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.  D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed.  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson.  M.D. 

Howard  J.  Pollock,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Ooneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 
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CLiMIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Teiephone  774-7671 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 


3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


GERALD  A.  CASID,  M.D. 

Dermatology  and  Hair  Transplantation 
Treatment  of  Skin  Tumors 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214-272-5451 


2715  Fannin  Street,  Houston,  Texas  FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

— M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon  ~ 

406  Hermann  Professional  Bldg.,  Houston,  Texas  Eye,  Ear,  Nose,  Throat 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  Mehdiabadi,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


SOMMAI  SEHAPAYAK  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 
Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


Dermatology 


Family  & General  Practice 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.« 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 
Nederland,  Texas  77627 
Tel.  (713)  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.’^ 

*Diplomate  American  Board  of  Family  Practice 
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TEXAS  MEDICINE 


Gastroenterology 


Internal  Medicine 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 

STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


Neurological  Surgery 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 
CLARK  WATTS,  M.D. 
Neurological  Surgery 


8210  Walnut  Hill  Lane.  Suite  805,  Dallas  Texas  75231,  363-8524 


Casey  E.  Patterson,  M.D. 

Tom  M.  Nash,  M.D.,  Deceased 
Charles  W.  Simpson,  M.D. 
Phillip  E.  Williams,  Jr.,  M.D. 


Morris  Sanders,  M.D. 

Ira  C.  Denton,  M.D. 

Jack  Woolf,  M.D.,  Consultant 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 


Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 


BURT  B.  SMITH  M.D. 

Surgery 

Emphasizing  Breast.  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 

Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060  


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 


Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 
El  Paso,  Texas  79902 
Telephone  915  533-2508 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 


Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


PLAN  NOW  TO  ATTENO  THESE  MEETINGS 
OF  THE  TEXAS  MEDICAL  ASSOCIATION: 

Update  on  Medical  Issues 
October  4, 1975  — Austin 
Conference  on  Legislation 
January  17, 1976  — Austin 
109th  Annual  Session 
May  5-9, 1976  — Dallas 

Watch  future  issues  for  details. 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology  and  Electrodiagnosis 

Allan  L.  Naarden,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 
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Nuclear  Medicine 


HERBERT  C.  ALLEN.  JR.,  M.D. 
Practice  Limited  to  Nuclear  Medicine 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 


BRUCE  C.  TAYLOR,  M.D. 
Diseases  & Surgery  of  the  Retina 

2811  Lemmon  Ave.  E.,  Dallas.  Texas  75204 
(214)  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

R._Mc_Pherson,  M.D. 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 


Kooen  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77025 
(713)  529-7321,  529-5828 


Nuclear  Medicine 
G.  L.  Black,  M.D. 

J.  E.  White,  M.D. 

F.  M.  Behike,  M.D. 

Diplomates,  American  Board  of 


J.  L.  Reed,  M.D. 

W.  R.  Berry,  M.D. 

E.  D.  Seaman,  M.D. 

Nuclear  Medicine 


Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 


Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

Center— Building  2-A,  Piaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Obstetrics  & Gynecology 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853-7319 


HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology 

Colposcopy 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  817  335-4393 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 


Richard  S.  Ruiz,  M.D.,  F.A.C.S. 
Charles  E.  Russo,  M.D.,  F.A.C.S. 
Malcolm  L.  Mazow,  M.D.,  F.A.C.S. 
Robert  H.  Stewart,  M.D.,  F.A.C.S. 
Robert  B.  Wilkins,  M.D.,  F.A.C.S. 


Jeffrey  D.  Lanier,  M.D. 
Maple  L.  Avery,  M.D. 
Michael  A.  Bloome,  M.D. 
Paul  C.  Salmonsen,  M.D. 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 
WEINBERGER 


Ophthalmology 


John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J._  Franklin  Howell,  Jr.,  M.D. 

Dijplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


Hugh  B.  Currie,  M.D. 
Bruce  L.  Weinberger,  M.D. 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 


Ralph  E.  Donnell,  M.D. 

F.  (iarlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


ADDRESS  CHANGE.  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

Robert  O.  Bateman,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgei7  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 


Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


MEDICAL  CENTER  EAR,  NOSE  & THROAT 
ASSOCIATES 

W.  Leonard  Draper,  M.D.,  Otolaryngology,  Otology  and  Nasal  Allergy 
John  W.  Herndon,  M.O.,  Otolaryngology,  Otology  and  Neuro-Otology 
Richard  M.  Turney,  M.D.,  Otolaryngology 

Jorge  A.  DeCardenas,  M.D.,  Otolaryngology  and  Micro-Laryngeal  Surgery 
Charles  A.  Van  Wart,  M.D.,  Otolaryngology,  Otology  and  Nasal  Plastic 
Surgery 

Melton  J.  Horwitz,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 

Diplomates  American  Board  of  Otolaryngology 

Olaf  Haug,  Ph.D. 

Paul  M.  Baccaro,  M.A. 

Joy  O’Neal,  M.F.A. 

Audiology,  Speech  Pathology,  Vestibular  Testing,  Hearing  Aid  Evaluation 

540  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77025,  713  524-8351 


Pathology 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomats  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


ARTHUR  LORBER,  M.D. 

Diplomats  American  Board  of  Orthopedic  Surgery 

1201  8th  Avenue 

Fort  Worth,  Texas  76104 

Telephone  817  336-4019 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriolo^,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 

4849  W.  Lawther  Dr.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 
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WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P,  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGQS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 
LAURENCE  E.  WOLF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILURD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 


Pathology 
M.  S.  Hart,  M.D. 

W.  G.  McGee,  M.D. 

E.  D.  Seaman,  M.D. 

Diplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 


H.  M.  Block,  M.D. 
S.  D.  Wilson,  M.D. 


530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 


Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 


612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue.  El  Paso,  Texas  79902,  (915)  533-4477 


ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES, 
PATHOLOGISTS 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY,  Administrator 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Charles  W.  Bailey,  Jr.,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

Villa  Rosa  Professional  Building 

2727  Babcock  Road,  Suite  F,  San  Antonio,  Texas  78229 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 
— Theodore  Roosevelt 


Take  an  active  role  in  TMA  and  your  county  society. 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 


PATRICK  H.  BECKHAM,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1111  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 


TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 
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WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


CHARLES  B.  COVERT,  M.D. 
Psychiatry 


San  Felipe  Green  Professional  Building 

1900  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone;  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231 
369-6511 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 
PLASTIC  & RECONSTRUCTIVE  SURGERY 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
(713)  795-5584 


Psychiatry 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 


Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 


First  Pasadena  State  Bank  Building  -.cac. 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-764b 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

'Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

•Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

Ronald  DeVere,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurolognr 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

•Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomate  American  Board  of  Psychiatry  and  Neurology 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians’  Directory.” 


800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 
Fort  Worth,  Texas  76104 
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Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D.,  O.A.B.R. 

Thomas  V.  Hinkle,  M.D.,  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  83B4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 

James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 


Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomates  of  American  Board  of  Urology 


Radiology 

G.  L.  Black,  M.D. 

J.  E.  White,  M.D. 


F.  M.  Behike,  M.D. 
J.  L.  Reed,  M.D. 

W.  R.  Berry,  M.D. 


Diplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


Administration;  Jack  W.  Fairail,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Rheumatology 


DON  E.  CHEATUM,  M.D. 

Diplomats  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dalias,  Texas  75204,  823-4151 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D. 
Harold  C.  Urschel.  Jr.,  M.D. 


Richard  E.  Wood,  M.D. 
Maruf  A.  Razzuk,  M.D. 


DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 


1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 
Thoracic  Surgery 


The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246.  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

Diplc^ates  American^  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


ROBERT  N.  McGEHEE,  M.D. 

Thoracic,  Cardiac  and  Peripheral  Vascular  Surgery 

532  Medical  Plaza,  800  Eighth  Ave.,  Fort  Worth,  Texas  76104,  332-2720 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  MCDONALD,  M.D. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

DONALD  J.  NEESE,“M.D. 

DONALD  E.  FUERST,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone;  713-521-9538 

400  Medical  Center  Blvd.,  Suite  207 

Webster,  Texas  77598,  Telephone;  713-332-2466 

On-  

VICTOR  lT  KOBB,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


Present your  ideas 
in  Texas  Medicine 

For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors.” 
Mrs.  Mariiyn  Baker,  Managing  Editor 
TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  members  at 
$10  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  in  which 
there  is  an  American  Medical  Association  recognized  specialty  board 
and/or  an  AMA  approved  residency  program.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or  cancellation 
should  be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month 
preceding  publication  month. 
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Classified  Advertising 


Physicians  Wanted 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a four 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $36,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  All 
office  expenses  paid.  Visiting  & relocation  expenses  paid.  Please  reply 
to  Ad-301,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  ^ practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  65,000  SQuare  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas— close  to 
evenrthing — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3551,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302.  

FP  OR  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
594-3596  for  Barnes,  Colwell  or  Cook. 

' NEEDED  IMMEDIATELY:  FAMILY  PRACTITIONER.  The  communi- 
ty has  three  family  practitioners,  one  will  retire  shortly.  The  communi- 
ty and  surrounding  counties  serve  over  16,000.  The  hospital  has  77  beds 
and  JCAH  approved.  The  medical  community  is  harmonious  and  stable. 
Contact:  Edward  G.  Clark,  713-348-2631,  Madison  County  Hospital,  Box 
698,  Madisonville,  Texas  77864. 

PHYSICIANS  AND  PSYCHIATRISTS— general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $22,600  to  $29,600  ^it^  usual 
state  benefits.  Texas  license  or  reciprocity  required.  Contact  the  Recruit- 
ing Specialist,  Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol 
Station,  Austin,  Texas  78711.  612-464-3761.  An  equal  opportunity/affir- 

mative  action  employer. 

INTERNIST-GENERAL  PRACTITIONER:  Clinic,  including  lab  and 
x-ray.  Join  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  subsequent  partnership  offered.  Contact  Ribelles 

Clinic  Association,  9801  Katy  Freeway,  Houston,  Texas  77024.  

GENERAL  SURGERY,  FAMILY  PRACTICE  affluent  county  seat  farm 
community.  Good  schools,  churches,  hunting,  fishing,  unique  private 
country  club,  all  facilities.  Avoid  complexities  of  city.  Be  kind  to  yourself 
and  family.  Rear  children  in  peaceful,  small  town  atmosphere.  Enjoy 
being  part  of  total  community  activities.  28  bed  JCAH  hospital.  Please 
reply  to  Ad-641,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  or  phone  806-447-2521  collect. 

WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  J.  E,  Hogan,  M.D..  Medical  Director,  Ma- 
lone and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720; 
telephone  915-267-6361. 

GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $24,000  to  $30,000  per  year  negotiable. 
City  has  population  of  6,000  with  trade  area  of  20,000  to  25,000.  Contact 
Chris  S.  Cruzcosa.  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas 
78834.  512-876-5236. 

INTERNISTS  AND  FAMILY  PRACTICE  PHYSICIANS  WANTED  for 
East  Texas  city  of  25,000.  Excellent  facilities  available.  Best  recreational 
facilities  in  Texas  avai1ab1<^  within  20  minute  drive.  Please  contact  Ad- 
567,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
onlv  a group  practice  can  provide.  -7.  E.  Hogan.  M.D..  Medical  Director, 
Malone  and  Hogan  Clinic.  1501  West  11th  Place.  Big  Spring,  Texas 
79720;  telephone  915-267-6361. 

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
in  the  department  with  all  new  facilities  in  hospital  find  clinic.  J.  E. 
Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1501  West 
11th  Place,  Big  Spring,  Texas  79710;  telephone  916-267-6361. 

LOCUM  TENENS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  300 
South  5th  Street,  Carrizo  Springs,  Texas  78834.  512-876-5236. 

WANTED:  PHYSICIAN  INTERESTED  IN  FAMILY  PRACTICE.  To 
establish  practice  in  a city  with  a population  of  4,200  located  in  Central 
West  Texas,  near  Abilene  and  San  Angelo.  Immediate  work  available,^  36 
bed  open  staff  self-supporting  hospital  and  two  extended  care  facilities. 
Economy  of  farming,  ranching,  oil  producing,  and  industries.  Contact 
Ballinger  Chamber  of  Commerce,  803  Hutchings  Avenue,  Ballinger, 
Texas  76821. 

PHYSICIANS  WANTED— Progressive  East  Texas.  Located  near  East 
Texas  metroplex.  Known  as  one  of  the  most  outstanding  recreation  areas 
in  southwest.  Medical  staff  and  community  very  cooperative  in  helping  to 
establish  your  practice.  Call  214-845-2281  or  write  Milton  Bolgiano,  Ad- 
ministrator, Gladewater  Municipal  Hospital,  Box  632,  Gladewater,  Texas 
75647. 

WANTED:  TWO  PHYSICIANS.  One  internal  medicine  and  one  family 
practice  in  well  equipped  and  established  North  Dallas  Clinic,  prime  loca- 
tion. Clinic  has  both  heavy  private  practice  and  moderate  industrial  medi- 
cine practice.  All  ancillary  services  provided.  Guaranteed  take  home  in- 
come at  least  $40,000  per  year.  Please  reply  to  Ad-669,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  INTERNIST  WITH  SUBSPECIALTY  in  either  cardiology, 
gastroenterology,  pulmonary  diseases  or  rheumatology  in  1976  or  1976. 
New  clinic  building  and  new  hospital.  J.  E.  Hogan,  M.D.,  Medical  Direc- 
tor, Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas 
79720;  Telephone  916-267-6361.  _ 

FAMILY  PRACTITIONER  WANTED:  Farwell,  Texas,  area  serving 
2,100  in  town  and  a rural  population  of  7000.  Stable  economy;  agricul- 
tural and  cattle  feeding  area.  Clinic  available  early  May;  nursing  home 
in  progress.  Nine  miles  from  hospital  facilities  in  Clovis,  New  Mexico. 
For  further  information  contact  Claude  Rose,  Jr.,  P.O.  Box  226,  Farwell, 
Texas  79325,  (806)  481-3281;  Bob  Anderson,  (806)  481-3327;  or  Don 
Williams,  (806)  481-3638^ 


GASTROENTEROLOGIST  AND  INTERNISTS  WANTED:  Five  man 
internist  group  in  Abilene,  Texas,  population  100,000.  Democratic  pro- 
fessional association,  two  hospital  endoscopy  labs,  ideal  office  set-up. 
Quick  full  association,  good  salary  first  year.  Excellent  recreation,  three 
colleges.  General  internists,  chest  physician,  endocrinologist  and  rheu- 
matologist needed.  Contact  business  manager,  Abilene  Diagnostic  Clinic, 

642  East  Highway  80,  Abilene.  Texas  79601,  915-673-6201. 

FAMTlY  PRACTICE  IN  AUSTIN,  TEXAS.  Good  location,  young 
practice,  and  good  facilities.  Tremendous  opportunity.  Association  with 
family  practice  residency  program  possible.  Paul  A.  Grandy,  M.D.,  1080B 

North  Lamar  Blvd.,  Austin,  Texas  78763.  612-837-2640. 

FAMILY  PRACTITIONER  WANTED  for  multispecialty  clinic  in  South- 
west. New  hospital  in  town  of  moderate  size.  Percentage  of  practice  with 
guaranteed  minimum  income  of  $46,000.  per  annum.  Please  reply  to  Ad-569, 

Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BOARD  qualified” OR  CERTIFIED  PEDIATRICIAN  to  join  three 
man  group.  Medical  school  oriented.  Salary  open  or  straight  association. 
Complete  modem  clinic — Oak  Cliff  Children’s  Medical  Center,  427  West 

10th  Street,  Dallas,  Texas  76208. 

“OBSTETRICIAN-GYNECOLOGIST  NEEDED  to  join  multispecialty 
clinic  in  Southwest.  New  hospital  in  town  of  moderate  size.  Percentage  of 
practice  with  guaranteed  minimum  income  of  $46,000  per  annum.  Please 
reply  to  Ad-670,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 

moi. 

ALLERGIST:  Urgently  needed.  The  Wichita  Falls,  Texas  community 
is  in  need  of  an  adult  allergist;  unlimited  opportunities:  excellent  hos- 
pital and  recreational  facilities;  ideal  for  growing  family;  300,000  draw 
area:  join  solo  allergist  (incorporated  practice)  or  start  on  your  own; 
no  initial  investment  required;  will  help  to  get  practice  going.  Reply 
including  curriculum  vitae  to  Hermann  Gregory,  M.D.,  1310  Ninth  Street, 
Wichita  Falls,  Texas  76301.  Phone  817-322-6926. 

TEXAS.  SAN  ANTONIO;  Emergency  physicians  needed  for  new  group 
serving  three  hospitals.  66,000  ER  visits/year.  Fee  for^  service.  Depart- 
mental status.  Past  earning  history  $50,000  plus  additional  income  for 
optional  participation  in  employee  health  service.  Warm  climate,  near 
coast  and  Mexico.  Write  or  call  George  Pruett,  M.D.,  730  North  Main, 
B-112,  San  Antonio,  Texas  78206.  Telephone  612-222-0746  or  512-653-5366. 

PHYSICIANS — 715  bed  hospital  with  active  m^ical,  surgical,  psy- 
chiatric service,  is  in  need  of  an  internist,  urologist,  psychiatrist,  and 
gastroenterologist,  preferably  with  certification.  Excellent  consultation, 
library,  and  continuing  medical  education.  Close  affiliation  with  Scott 
and  White  Hospital  in  education  of  house  staff.  New  site  for  medical 
school.  Salary  competitive,  ample  vacation  and  sick  leave,  and  fringe 
benefits.  Equal  employment  opportunity  agency.  Apply  Chief  of  Staff, 
VA  Center,  Temple.  Texas  76501. 

OUTSTANDING  OPPORTUNITY  FOR  FAMILY  PRACTITIONER. 

orthopedic  surgeon,  or  otolaryngologist,  to  practice  in  ultra-modern  191 
bed  hospital,  in  rapidly  growing  community  30  minutes  from  Houston. 
Mild  climate;  fishing,  sailing,  hunting.  Guaranteed  income;  terrific 
potential.  Call  collect  713-427-6412,  Administrator,  Baytown  Medical 
Center  Hospital,  1700  Bowie  School  Drive.  Baytown.  Texas  77520. 


DOCTOR  WANTED  FOR  GENERAL  PRACTICE  in  Poteet,  Texas. 
30  miles  south  of  San  Antonio,  Texas.  New  $125,000  facility  fully  equip- 
ped for  two  doctors.  Reasonable  rent.  Potential  annual  income  $75,000. 
Contact  A.  A.  Hollub,  626-2861. 

WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
East  Central  Texas.  New  joint  commission  approv^^  30  bed^  hospital. 
Airport.  New  junior-senior  high  complex.  Railro^  division  point.  Small 
industry.  Primary  income  ranching.  Three  fishing  lakes.  Deer,  quail, 
dove  hunting,  country  club.  No  initial  investment  necessary.  Contact 
Drs.  Gage,  Cox  or  Halbert,  315  Main  Street,  Teague,  Texas  <5860. 

817-739-2561, . 

DALLAS  OPPORTUNITIES:  Rare  private  practice  opportunities  exist 
for  most  specialists  (except  pathology,  radiology  and  anesthesioloj^) 
in  the  affluent  suburban  community  of  Plano,  Texas.  Plano’s  population 
has  grown  from  17,000  to  over  40,000  in  _ last  five  years.  Excellent 
schools,  new  193  bed  hospital,  physician  offices  now  being  constructed. 
This  is  a tremendous  opportunity  to 

ing  community.  For  further  details  call  collert  214-423-6800  or  write  to. 
Ad-576,  Texas  Medicme._1801  North  JLamar  Blvd,,  Austin,  Texas  78701. 

PSYCHIATRIST  OR  PHYSICIAN  NEEDED  for  medical-surgical, 
forensic  or  general  psychiatry  program.  Texas  license  required.  Psy- 
chiatrist $31,000;  physician  $28,500.  Immediate  openings.  Call  or  write: 
Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk  State  Hospital,  P.U. 
Box  318,  Rusk,  Texas  76785.  214-683-5481.  An  equal  employment  oppor- 
tunity affirmative  action  employer. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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GENERAL  INTERNIST  WANTED;  Board  certified  or  eligible  to  join 
ppanding  successful  group.  Busy  hospital  and  office  practice.  Hous- 
salary  and  fringe  benefits.  Please  reply  to  Ad- 
Si2,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENEI^L  PRACTITIONER  to  join  two  GPs  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from 
Austin.  Modern  three  man  clinic,  adjacent  to  36  bed  hospital  recently 
partnership  available  after  trial  period.  Contact 
Ad-503,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


™ relaxed  atmosphere  of  a small  town. 

6000  population  town  located  in  midst  of  excellent  fishing  and  hunting 
well  equipped  hospital  across  street  from  available  equipped 
ottice,  rent  or  buy,  ready  for  occupancy.  Contact  Robert  T.  Herndon, 
rcn  S*^^P*ibns  Memorial  Hospital,  Breckenridge,  Texas,  817- 


SURGEON  WANTED  to  join  board  certified  ortho- 
pedist in  large  city.  Please  reply  to  Ad-578.  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

STAFl*  PHTSICIAN  NEEDED  for  State  Hospital.  Progressive  750 
resident  state  institution.  Eligibility  for  Texas  licenses  required.  40  hour 
work  week,  paid  vacation,  sick  leave,  holidays,  good  retirement  plan, 
tree  group  insurance.  Kerrville  is  known  as  a retirement  center.  Prefer 
mature  physician  over  age  50.  Please  contact  Luther  W.  Ross  M D 
Superintendent,  Kerrville  State  Hospital,  I>,0,  Box  1468,  Kerrville’ 
pl^er  phone  512-896-2211,  We  are  an  equal  opportunity  em- 

GENERAL  INTERNISTS  AND  FAMILY  PHYSICIANS  NEEDED  by 
multi-specialty  group  in  Dallas-Fort  Worth  area.  Particularly  need 
pulmonary  and  cardiology  capabilities.  Guaranteed  minimum  first  year 
,9-  " to  become  an  associate.  Reply  to  Ad-579,  Texas 

Medicine.  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

ANESTHESIOLOGIST  FAMILY  PRACTICE  - PLASTIC  SURGEON 
needed  for  expanding  medical  center  located  in  the  Texas  Gulf  Coast 
area.  Unique  professional  and  economic  opportunity.  Financial  as- 
available.  Contact  the  office  of  the  Director,  collect. 

i lo-4D4-.i  / 1 1 . 


HOUSE  PHYSICIAN.  Attractive  salary.  New  general  hospital  in 
Houston.  No  nights  or  weekends.  Texas  license  required.  Please  send 
^rrieulum  vitae  to  Sanford  Smith,  Director  of  Physician  Planning, 
Hospital  Management  Corporation.  12421  East  Freeway,  P.O.  Box  9836 
Houston.  Texas  iVOiS.  713-455-1761. 

CAREER-ORIENTED  FT  EMERGENCY  PHYSICIANS  with  trauma 
experience  wanted  for  new,  dynamic,  well  equipped  hospital  in  El 
laso,  Texas.  Guaranteed  minimum  $45-50.000  with  growth  potential. 
Hospital  base  site  for  parameilic  station.  Contact  S.  Powers,  M.D.  3661 
Sacramento  Street.  San  Francisco,  California  94118,  415-921-9000  or 

Caw-o  Secretary,  Eastwood  Hospital,  10301 

Gateway  West,  El  Paso,  Texas  79925,  915-592-0261,  ext.  1222. 

PHYSICIANS  NEEDED  FOR  FAMILY  PRACTICE  and  internal 
medicine  to  join  multi-speciality  group  in  West  Texas  city  of  150,000. 
New  clinic  and  hospital  facilities.  Top  salary  with  partnership  opportun- 
ity. University  Medical  Surgical  Clinic.  6602  Quaker  Avenue,  Lubbock 
Texas  79414. 


PHYSICIANS  WANTED  for  care  of  mentally  retarded  at  Travis  State 
School,  Austin,  Texas.  Salary  attractive.  Write  or  phone  the  Super- 
intendent or  Medical  Director,  P.O.  Box  430,  Austin,  Texas  78767; 
Phone  512-926-2410.  An  equal  opportunity,  affirmative  action  employer. 

Board  certified  or  eligible  with  Texas  license  or 
eligible  for  reciprocity  for  progressive  State  Hospital.  Salary:  $36,000 
plus  cylditional  for  board  certification.  Apply  Luis  M.  Cowley,  M.D. 
Superintendent,  Terrell  State  Hospital,  P.O.  Box  70,  Terrell,'  Texas 
76160  or  phone  214-563-6452.  An  equal  opportunity,  affirmative  action 
employer. 


FAMILY/GENERAL  PRACTITIONER  WANTED  in  East  Texas  town 

within  easy  distance  to  three  large  metropolitan  areas.  60-bed  full 
service.  JCAH  hospital  with  small,  congenial  hospital  staff  willing  to 
trade  weekend  calls.  One  year  free  office  space,  plus  other  financial 
assistance  including  guarantee.  Excellent  fishing  and  hunting.  Donald 
A.  Shattett,  Administrator.  Memorial  Hospital  of  Center.  Box  32 
Center,  Texas  75935;  713-598-2781. 

INSURANCE  MEDICAL  DIRECTORSHIP  _ A challenging  and  re- 
warding  decipon  making  position  in  the  interesting  field  of  Life  In- 
surance Medicine  with  one  of  industry's  top  companies  located  in 
lexas.  Seeking  physician  full  time  W'ho  desires  regular  hours,  job 
security,  adeciuate  compensation,  insured  future,  multi-fringe  benefits 
plus  advancement  opportunities.  Ability  to  read  ECGs  and  x-rays  helpful! 
For  consideration,  please  submit  complete  background  data  and  salary 
requirements  to:  Ad-580,  Texas  Medicine,  1801  North  Lamar  Blvd. 
Austin,  Texas  78701. 


WANTED:  DPI  HALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  facilities.  New  clinic  building  adajacent  to  new 
hospital.  Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and 
Hogan^  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
915-26 / -6361 . 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology, pulmonary  diseases,  rheumatology  or  cardiology  to  join 
growing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  J.  E.  Hogan.  M.D.,  Medical  Director 
Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring  Texas 
79720;  telephone  915-267-6361. 

CARDIOLDGIST,  board  eligible  or  certified.  4 physician  professional 
association,  beautiful  preventive  medicine  oriented  clinic  in  North 
Dallas,  Texas.  Non-invasive  cardiology,  physical  examinations  and  staff 
consultant,  hive  dap,  no  nights,  no  weekends.  Benefits  include  mal- 
practice, life,  hospitalization,  dental  and  disability  insurance.  Salary 
to  $40,000  plus  profit  sharing.  Contact  Ad-582,  Texas  Medicine,  1801 
North  Lamar  Blvd,,  Austin.  Texas  78701. 

general  practice  or  general  surgeon  wanted  to  join 

general  surgeon  doing  half  surgery  and  industrial  surgery,  half  general 
prartice.  Spacious  new  office:  Central  Texas  city;  excellent  income: 
divide  call  and  weekends.  May  lease;  option  to  buy.  Lovely  climate: 
social  opportunities,  lakes,  recreational  facilities  nearby.  Please  reply 
to  Ad-581.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 


{^^GS'TRIAL  PHYSICIAN  — Serves  as  Director  of  the  City 
Imlustrial  Health  Division  of  the  Corpus  Christi-Nueces  County  Depart^ 
ment  of  Public  Health  and  Welfare;  conducts  and  supervises  pre- 
employment and  promotional  medical  examinations  of  all  City  em- 
ployees;  work  c osely  with  other  physicians.  City  Personnel  Department 
supervisors,  and  insurance  companies  to  insure  maximum  skilled  care 

on«ati'on‘1^f^tr°'’T?®  ;i  w I'espon^ble  for  the  general  supervision  and 
nfnict  the  Food  Handler  Program,  Yellow  Fever  Immunization 

nlnvlet’  Mn  >mmunization  programs  for  City  and  County  em- 

ployees.  MD  degree  with  specialty  in  surgery,  industrial  health  or  re- 
lated  field;  ability  to  speak  Spanish  desirable.  Starting  salary  open 
depending  upon  qualifications.  Address  resume  to  Dr.  W.  R.  Metzger 
Personnel  Office,  City  of  Corpus  Christi,  302  S.  Shoreline,  Corpus 
Christi,  Texas  78408.  An  equal  opportunity  employer. 

PHYSICIAN  WANTED.  UNIVERSAL  CITY,  TEXAS:  Take  over 
busy  family  practice:  only  physician  in  community:  patient  records 
available;  will  sell  equipment.  One  year  old  practice:  near  Randolph 
Air  force  Base;  10  minutes  from  Northeast  Baptist  Hospital.  1200 
sq.  tt.  office  m professional  building.  Trade  area  covers  four  com- 
munities with  approximately  30,000  population  of  middle-upper  middle 
class.  Contact  Ad-583,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
1 6XflS  /o7Ul, 


Situations  Wanted 


CARDIOVASCULAR-THORACIC  AND  GENERAL  SURGEON,  40, 
bilingual  (Spanish)  seeks  association  with  group,  institution  or  another 

1 to  Ad-662,  Texas  Medicine, 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


_ CARDIO,  THORACIC  AND  VASCULAR  SURGEON,  42,  experienced 
in  open  heart  surgery  for  acquired  and  congenital  heart  disease.  Uni- 
versity trained.  Interested  in  research  and  teaching  also.  Will  do  gen- 
eral surgery  if  necessary.  Texas  license.  Seeks  appointment  in  academic 
or  private  practice.  Please  reply  to  Ad-576,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


CERTIFIED  GENERAL  AND  PERIPHERAL 
VASCULAR  SURGEON  wishes  to  locate  in  the  state  of  Texas.  Will 
consider  a 1 offers.  References  available  on  request.  Salary  negotiable. 
Tiior  ^ Hairhill  Road.  Cleveland,  Ohio 


JUST  OBTAINING  LICENSE  IN  TEXAS;  looking  for  general  prac- 
tice, internal  medicine,  immunology,  allergy.  Hungarian  specialist  of 
internal  medicine  degree,  immunological  research,  naturalized.  Already 
possess  temporary  license  and  w'ill  consider  immediate  emergency  phy- 
sician position.  Please  contact  Louis  L.  Csizmas,  M.D.,  219-522-3922. 


(lENERAL  PRACTITIONER  looking  for  a part-time  position  in  the 
Dallas  area  only.  Will  consider  full  time  position.  References  available 
upon  request.  Telephone  214-369-4216  — nights  only. 


I HTSICIAN’S  ASSISTANT:  To  graduate  August  24,  1975,  from  Uni- 
versity of  Texas  Health  Science  Center  at  Dallas.  Program  AMA  ac- 
credited. National  boards  to  be  taken  November  1975.  Have  liability 
coverage.  For  resume  and  reference  write:  Walter  O.  Moss,  Jr  327 
Oxford,  Richardson,  Texas  75080.  Phone  214-231-6847. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas,  Texas  75218. 


FpR  SALE  OR  RENT:  14  room,  2100  square  feet,  carpeted,  furnished, 
^uipp^,  medical  office.  Ideally  located  1%  miles  from  new  Dallas 
Methodist  Branch  Hospital  and  mile  from  Southwest’s  largest  new 

Red  Bird  Mall  Shopping  Center.  Present  MD  moving.  Available  August 
1,  1976.  $760  monthly.  Allen  M.  Fain,  M.D.,  627  Hustead  and  Fain, 
Duncanville,  Texas  76116. 


MOSSROCK  PROFESSIONAL  BUILDING,  located  in  north  San  An- 
tonio, Texas,  has  excellent  office  space  available  for  a dentist,  physi- 
cian, etc.  Just  off  two  expressways  and  close  to  hospitals,  the  building 
is  new,  attractive,  and  can  be  finished  inside  to  the  individual’s  taste. 
We  are  interested  in  assisting  a young  professional  in  opening  a prac- 
tice in  this  area  and  believe  this  location  would  be  a great  asset.  For 
more  information  call  341-4409,  or  write  Suite  201,  Mossrock  Profes- 
sional Building,  2803  Mossrock,  San  Antonio,  Texas  78230. 


MUST  SUBLEASE  . — Medical  or  dental  office,  1,100  sq.  ft.,  $450 
monthly.  Carpeting,  drapes,  utilities  and  cleaning  included.  Original 
lease  expires  August  1976.  Contact  Dr.  Robert  Birchall,  1415  Third 
Street,  Suite  502,  Corpus  Christi,  Texas  78404.  512-882-9278  or  412- 
882-8226. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78706,  Phone  612-472-9261. 
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Opening  with  a leading  company  in  Texas 


INDUSTRIAL 
MEDICINE 

The  position  offers 
a professional 
man  or  woman  a 
wide  range  of  activi- 
' ties.  These  will  include 
medical  treatment, 
physical  examinations, 
minor  surgery,  and 
certain  supervisory 
and  administrative 
responsibilities. 

Advantages  include 
regular  office  hours, 
complete  modern  medical 
facilities,  no  malpractice 
insurance  required,  and  vaca- 
tions as  part  of  a liberal  and 
very  complete  company-paid 
benefits  package.  Salary  is  excellent.  Our 
^ company  is  noted  for  leadership  in  indus- 
trial medicine  programs. 

For  further  information,  please  send  cur- 
riculum vitae,  in  confidence,  to: 

Ad-574,  Texas  Medicine 
1801  North  Lamar  Blvd.,  Austin  TX  78701 

An  Equal  Opportunity  Employer  M/F 


Research  scientists  in 
university  laboratories  throughout  the 
country  need  thousands  of  mice 
to  help  save  lives  from  cancer. 


Will  you  help? 

GIVE  TO  YOUR 

American  Cancer  Society 

cancer  with  a cbfckup  and  a check 
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TMA  FILES  STRONG  STATEMENT 
FAVORING  CRT  OVER  HEW  CODE 

Some  years  ago  physicians  began  to  realize  that 
in  orderto  communicate  reliably  with  each  other, 
with  patients,  and  with  third-party  payors  and 
carriers,  a common  language  was  needed. 

Each  doctor’s  “shorthand”  likely  was  under- 
stood perfectly  by  his  own  office  personnel  and 
generally  by  his  local  colleagues,  and  patients 
usually  figured  out  enough  of  it  to  understand 
their  bills.  Third-party  payors  and  carriers  had 
to  do  the  best  they  could  with  an  amazing  va- 
riety of  descriptions  of  what  physicians  did  for 
insured  patients.  Something  had  to  be  done  so 
that  people  in  the  health  care  field — across  the 
street  or  across  the  country — could  communi- 
cate with  brevity  and  accuracy. 

That  was  the  genesis  of  Current  Procedural 
Terminology  (CPT),  a code  which  enables  phy- 
sicians to  completely  define  their  activities  to 
insurers  and  otherthird-party  payors.  The  work 
of  devisingthis  common  numeric  language  for 
computer  handling  was  sponsored  by  the  AMA’s 
Committee  on  Computer  Systems  in  Medicine, 
and  was  shared  by  medical  specialty  societies, 
state  medical  associations,  health  insurance 
organizations  and  agencies  (includingthe  De- 
partment of  Health,  Education  and  Welfare), 
and  many  individuals. 

CPT  was  well  accepted,  and  Texas  Blue  Cross- 
Blue  Shield  had  committed  itself  to  converting 
its  computer  operations  to  CPT  when  it  was 
halted  by  a directive  from  the  Social  Security 
Administration’s  Bureau  of  Health  Insurance. 
That  was  more  than  three  years  ago. 


Now,  further  gumming  up  the  works,  the  De- 
partment of  HEW  has  announced  via  the  Federal 
Register  (June  2)  that  it  feels  a need  for  a de- 
partment-wide procedural  terminology  and  cod- 
ing system  for  department  programs.  But  use 
CPT?  A system  evolved  by  a broad  spectrum  of 
the  medical  profession  after  years  of  work,  and 
in  use  by  many  physicians  and  for  private 
insurance  and  other  claims? 

No. 

HEW  wants  to  reinvent  the  wheel,  so  to  speak, 
and  set  up  its  own  coding  system  using  non- 
medical, technical  people  and  administrators. 

The  Texas  Medical  Association  has  sent  a 
strong  comment  on  the  situation,  pointing  out 
that  HEW’s  Office  of  Policy  Development  and 
Planning’s  proposal  ignores  the  experience  and 
thousands  of  man-hours  of  knowledge,  judg- 
ment, and  training  contributed  by  all  medical 
specialties  in  developing  a coding  system  ap- 
plicable to  existing  medical  practice  and  quality 
of  care. 

In  behalf  of  the  members  of  TMA,  President 
Nym  L.  Barker,  MD,  cited  the  following  objec- 
tions: 

1.  The  proposed  “complexity  coding”  as- 
sumes a direct  relationship  between  time  and 
complexity,  which  is  not  valid. 

2.  The  flexibility  needed  by  the  physician  is 
curtailed  by  limiting  the  levels  of  visits  and  ex- 
aminations to  three.  More  levels  of  complexity 
are  needed. 

3.  The  DHEW  should  not  be  determiningthe 
definition  of  professional  services.  It  has  neither 
the  competence  nor  the  experience  in  medical 
practice  to  do  so. 
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4.  In  the  “encounter  code,’’  only  one  level 
of  new  patient  examination  is  provided.  This 
ignores  the  need  for  either  a simple  or  a more 
complete  examination  as  the  physician’s  ob- 
servation, judgment,  and  experience  may  dic- 
tate. The  same  criticism  is  valid  for  “established 
patient — new  illness.’’ 

5.  Lack  of  specificity  in  definition  will  require 
more  frequent  use  of  narrative  descriptions, 
thereby  defeating  the  purpose  of  coding  to  give 
precise  definitions  and  to  save  time. 

6.  Timekeeping  is  an  element  physicians  are 
not  accustomed  to  handling.  It  is  predictable 
thattimekeeping  will  become  another  element 
of  paperwork  to  consume  physicians’  time,  re- 
ducingfurthertheir  time  for  patients. 

Dr.  Barker’s  letter  of  protest  has  been  sent 
also  to  all  Texas  Congressmen.  Congressmen 
were  told  that  CRT,  an  excellent  system  estab- 
lished bythe  AMA,  already  exists.  Further,  they 
were  asked  to  help  prevent  HEW  from  establish- 
ing its  own  coding  system. 

COUNCILORS  RULE  ON  MEMBERSHIP, 
PRIVILEGED  MEDICAL  INFORMATION 

The  Board  of  Councilors  has  issued  several  in- 
terpretations and  rulings  on  ethics  that  are  of 
interest  to  the  general  membership  of  the  Texas 
Medical  Association. 

Amongthose  rulings  received  bythe  House 
of  Delegates  in  May  1975  was  that  a physician 
cannot  belongto  a component  county  medical 
society  without  also  belonging  to  the  district 
society  and  the  Texas  Medical  Association.  Cit- 
ing Articles  II,  VIII,  and  IX  of  the  Constitution,  the 
Board  noted  that  county  and  district  societies 
are  “component’’  organizations  whose  charters 
are  issued  by  the  TMA. 

Several  councilors  reported  that  they  had 
been  asked  to  approve,  locally,  plans  in  which 
a pharmacist  would  set  up  a center  in  his  facility 
to  check  blood  pressures  of  pharmacy  clients. 
The  blood  pressure  readings  would  be  passed  on 
to  each  client’s  personal  physician,  accordingto 
the  plans.  The  Board  of  Councilors  advised  coun- 
ty medical  societies  not  to  endorse  this  practice 
by  local  commercial  pharmacies. 

With  regard  to  privileged  medical  information 
the  House  of  Delegates  adopted  the  following 


policy  statement  recommended  by  the  Council 
on  Tax-Financed  Health  Care  Programs; 

“The  Texas  Medical  Association  supports  the 
right  of  all  patients  to  ample  assurances  that  in- 
formation contained  in  their  medical  records 
shall  be  maintained  in  strict  confidence,  with 
appropriate  and  effective  control  measures  and 
severe  penalties  for  violation.  The  Association 
further  asserts  that  regulations  and  procedures 
imposed  by  government  agencies  and  nongov- 
ernment insurance  carriers  must  include  provi- 
sions which  will  protect  this  basic  right.’’ 

The  House  referred  this  statement  to  the 
Committee  on  Liaison  with  the  State  Bar  of  Texas 
for  development  of  a new  “consent  for  release 
of  medical  information’’  form,  embodyingthese 
principles  and  includingthe  following  previous- 
ly adopted  policy  (November  1974)  of  the  TMA: 

“The  Texas  Medical  Association  believes  that 
for  the  patient’s  protection,  an  authorization  to 
release  medical  information  must  be  current 
(timely)  and  include  the  following  components: 

a.  A statement  of  purpose  or  need  for  such 
disclosure  (employability,  insurability,  claims 
review  are  examples). 

b.  The  name  of  persons  or  organization(s)  to 
whom  disclosure  is  to  be  made. 

c.  A description  of  specific  type(s)  of  infor- 
mation to  be  disclosed  (hospitalization,  psy- 
chiatric care,  emergency  care  are  examples). 

The  Board  of  Councilors  also  reported  that  the 
AMA  Judicial  Council  has  added  a paragraph  to 
its  previous  (1962)  opinion  that  it  is  not  in  the 
best  interest  of  the  public  or  the  profession  to 
charge  interest  on  an  unpaid  bill  or  for  profes- 
sional services  not  paid  within  a prescribed  pe- 
rioTi  of  time,  nor  is  it  proper  to  charge  a patient 
a flat  collection  fee  if  it  becomes  necessary  to 
refer  the  account  to  an  agency  for  collection.  The 
addendum  is  as  follows:  “It  is  not  improper,  how- 
ever, for  a physician  to  add  a service  charge, 
equal  to  the  actual  administrative  cost  of  rebill- 
ing, on  accounts  not  paid  within  a reasonable 
time.  Patient  must  be  notified  in  advance  of  the 
existence  of  this  practice.’’ 
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N0.4“for  pain  intensity  below  the  need  for  injectables 

As  a rule,  only  pain  that  requires  morphine  is  beyond  the  scope 
of  Empirin®  Compound  with  Codeine  No.  4.  That’s  because  it 
delivers  a full  gram  of  codeine.  (In  the  preferred  phosphate 
form.)  Its  antitussive  action  is  particularly  appreciated  by 
patients  with  fractured  ribs,  and  following  chest  or  abdominal 
surgery.  Its  low  addiction  liability  is  a bonus  for  all  patients  who 
require  potent  analgesia. 

N0.3“for  almost  all  other  kinds  of  lesser  pain 

Most  other  kinds  of  lesser  pain  respond  to  Empirin  Compound 
with  Codeine  No.  3— whether  musculoskeletal,  neurological 
soft-tissue  or  visceral.  One  might  say  No.  3 is  an  "all-purpose” 
analgesic  - not  too  little,  not  / 

too  much.  Just  right  for  your  'f*  /Burroughs  Wellcome  Co. 

out-patients  in  these  categories.  iSme  / Lth  Caroiinal77?9 


BURNS 


Wherever  it  hurts 

IRIN  COMPOUND  c CODEI 

0.3,  codei ne phosphate*(32.4  mg) gr  1/2  * No.4,  codei ne  phosphate*(64.8  mg)  gr  1 

‘Warning— may  be  habit-forming.  Each  tabiet  also  contains  aspirin  gr  3t4,  phenacetin  gr  2V2,  caffeine  grt^. 


God  Is  Welcome  Companion 

Dear  Ms.  Baker: 

During  my  life,  I have  been  a practicing  doctor  of 
medicine.  As  a physician,  it  was  my  duty  to  in- 
struct patients  in  the  care  of  their  bodies,  correct 
them  when  they  faltered,  and  to  always  en- 
courage them  whenever  they  followed  the  rules. 

I have  recently  been  a patient  in  the  intensive 
care  unit  of  a hospital.  It  completely  reversed  the 
routine  of  my  professional  life.  Instead  of  giving 
orders,  I was  receiving  them.  My  life  depended  on 
my  following  the  rules. 

The  nurses  became  real,  vital  human  beings,  not 
mechanical  persons  to  carry  out  orders.  I learned 
as  never  before  the  value  of  TLC  (tender,  loving 
care),  and  I also  learned  that  daily  routine  could 
be  very  boring,  or  could  be  very  rewarding,  ac- 
cording to  the  bouyant  smile  of  the  nurse  or 
doctor. 

It  was  the  first  time  in  my  professional  life  that 
the  many  laboratory  tests  became  such  vital, 
living  portions  of  my  whole  future.  The  blood 
chemistry,  the  x-ray  pictures,  the  continual  trac- 
ing by  the  heart  monitoring  machine,  all  became 
very  essential  and  personal  parts  of  my  life. 

Each  modality  was  not  a complicated,  mechanical 
device  without  a purpose.  It  was  vital  to  the  cure 
of  the  disease.  Its  contribution  had  a quality  of 
permanence. 

It  is  most  unfortunate  that  frequent  discussions 
occur  on  the  campuses  of  high  schools  and  col- 
leges about  the  nebulous  conflict  between  science 
and  religion.  The  tendency  is  to  make  a mystical 
separation  between  the  two.  This  premise  has  no 
basis  of  fact. 

The  x-ray  is  one  of  our  most  highly  scientific  and 
technical  machines.  Yet  there  is  not  one  who 
would  not  welcome  the  spirit  of  the  Master  in  the 
dark  room  while  the  pictures  are  being  studied. 

The  electrocardiograph  and  the  heart  monitoring 
machine  are  our  latest  contributions  to  medical 
science.  In  intensive  care,  I was  comforted  to 
know  that  its  tracings  continued  24  hours  per 
day. 


Yet,  with  it  all,  I am  alive  today  to  testify  that 
faith  in  God  is  the  basic  quality  of  the  healing  art. 
With  the  deepest  appreciation  of  the  accomplish- 
ments of  Science,  and  with  the  deepest  respect 
and  personal  regard  for  the  cardiologist  whose 
responsibility  it  was  to  make  all  the  decisions, 
may  I close  with  the  biography  of  one  dear  old 
fellow,  who  has  been  my  ideal  through  life: 

“And  Enoch  walked  with  God”  (Genesis  5:24). 

C.  P.  Hawkins,  MD 

Address  letters  to  Ms.  Marilyn  Baker,  Managing 
Editor,  Texas  Medicine,  1801  North  Lamar  Blvd, 
Austin,  Texas  78701. 
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How  much  is  our  future  worth? 


The  AMA  House  of  Delegates  has 
more  than  doubled  AMA  dues,  from 
$110  to  $250  per  year.  House  staff  will 
pay  $35  and  students  $15  for  AMA 
membership  beginning  January  1. 

It’s  a good  thing,  too.  The  simple 
fact  is  that  the  AMA  has  been  operat- 
ing in  the  red.  The  complexities  of  how 
that  happened  have  been  detailed  in  its 
publications,  but  figuratively  speak- 
ing, we’ve  been  giving  the  AMA  a 
nickel  to  buy  us  a fifteen-cent  cup  of 
coffee. 

There  have  been  stringent  eco- 
nomies of  late:  The  AMA  staff  has 
been  cut  by  about  one-fifth,  five  coun- 
cils and  26  committees  have  been  in- 
activated, specialty  journals  are  to  be 
published  on  a subscription  basis,  and 
priorities  have  been  established  for 
future  AMA  activities.  Zero-base 
budgeting,  to  begin  December  1,  in- 
troduces a businesslike  approach  that 
will  tie  allocation  of  funds  to  priority 
programs. 

All  of  these  things  will  help.  Even 
so,  the  increase  in  dues  is  necessary 
because  in  today’s  economy  top  dollar 
still  buys  top  quality,  and  that  goes  for 
management,  talent,  and  services  as 
well  as  for  consumer  goods. 

I am  proud  of  our  American  Medi- 
cal Association,  and  I urge  each  of  you 
to  share  that  pride  and  share  in  the  fu- 
ture growth  of  our  national  profes- 
sional organization  by  continuing 
your  membership.  The  real  issue  is  not 
the  dollar  amount,  but  the  quality  of 
service  we  expect  from  our  organiza- 
tion. The  AMA  has  trimmed  its  fat, 
established  priorities,  and  modernized 
its  structure  to  promote  aggressive 
leadership  and  to  scrutinize  where  our 
money  goes  and  what  we  get  for  it.  We 
can  hardly  ask  for  a better  start. 

All  things  considered,  the  dues  in- 
crease will  allow  the  AMA  to  continue 
activities  at  the  present  level,  restore 
some  programs  and  initiate  new  ones 
at  the  rate  of  $2  million  per  year,  and 
build  reserve  funds  to  60  % of  annual 
operating  expenses  by  1977. 

Texas  can  take  pride  in  the  work  of 
Dr.  Joseph  Painter  of  Houston  who 
chaired  a special  committee  of  the 
AMA  House  of  Delegates  to  review 
the  Association’s  fiscal  status,  council 


and  committee  structure,  publications, 
and  advertising;  he  also  chaired  the 
reference  committee  at  which  these 
affairs  were  thrashed, 

Texas  can  take  pride  in  the  speed 
with  which  its  delegation  seconded  a 
recommendation  that  AMA  dues  be 
set  at  $250  because,  as  an  Illinois  dele- 
gate put  it,  “The  poverty-stricken 
posture  of  AMA  is  an  embarrass- 
ment.” There  were  many  reasons,  of 
course,  but  that  is  a lucid  summation. 

Let  us  keep  uppermost  in  our  minds 
that  when  we  buy  into  the  American 
Medical  Association,  we  are  buying 
services  for  our  profession,  and  our 
choice  of  quality  will  affect  us  in 
countless  ways  for  many  years. 

I,  for  one,  can’t  afford  to  be  stingy 
about  an  investment  like  that.  I think 
our  profession  needs  the  best,  most 
competent,  most  productive  services 
it  can  get,  and  I’m  willing  to  pay  the 
price. 

I hope  every  Texas  physician  is  will- 
ing to  pay  the  price  for  our  profes- 
sion’s future. 


N.  L.  Barker,  MD,  President, 
Texas  Medical  Association. 
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TEXAS  MEDICINE 


G.I.  SPASM  rih  INSOMNIA 

Matropinal " Forte  Inserts 


• Selective  control  of  G.l.  Spasm 

• Fast  acting  sedation 

• Abuse  resistant  formula  and  dosage  form 

• No  written  Rx  required 

• Low  patient  cost 


In  those  situations  where  nervous  ten- 
sion is  manifested  as  G.l.  hypermotility 
and  spasm,  Matropinal  Forte  In- 
serts may  be  useful  to  control  the 
spasm  while  providing  much- 
needed  rest  for  the  patient. 
And  because  Matropinal 
Forte  Inserts  is  a suppository, 
there  is  less  abuse  potential 
— less  danger  of  it  being 
used  as  a crutch.  Matro- 
pinal Forte  IS  also  available 
in  tablet  form  for  use  when  the 
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abuse-resistant  dosage  form. 

Brief  summary; 

Composition:  Each  Forte  Insert  — Homatropine 
Methylbromide  10  mg..  Pynlamine  Maleate  8 mg., 
Pentobarbital  90  mg,;  Each  Forte  Tablet  — Homa- 
tropine Methylbromide  10  mg.,  Methapyrilene  Fuma- 
rate  12.5  mg,.  Pentobarbital  90  mg.  (Warning:  May  be 
habit  forming.)  Indications:  Matropinal  dosage  forms 
are  indicated  for  their  anticholinergic  and  sedative 
actions  in  nausea  and  vomiting,  smooth  muscle  spasm 
including  pylorospasm,  gastroenteritis,  irritable  colon  and 
diarrhea;  in  selected  cases  of  duodenal  and  peptic  ulcer. 
Contraindications:  Sensitivity  to  individual  Ingredients; 
porphyria  or  familial  tendency;  severe  hepatitis  or  renal  dis- 
ease Precautions:  Use  cautiously  in  patients  with  liver  disease. 
Use  only  under  direct  physician  supervision  in  the  presence  of 
narrow  angle  glaucoma  and  prostatic  hypertrophy.  Adverse 
Reactions:  In  susceptible  individuals,  dry  mouth,  blurred  vision  or 
drowsiness.  Observe  caution  in  operating  machinery.  Dosage: 
One  or  two  Forte  Inserts  rectally  or  one  or  two  Forte  Tablets  every 
4 to  6 hours,  depending  on  the  degree  of  sedation  required. 
Individualize  dosage. 

CAUTION:  Federal  law  prohibits  dispensing 
■':>  without  prescription.  Write  for  literature  and 
^ samples.  See  your  PDR  for  full  prescribing 


informationonall  Matropinal  dosageforms. 
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Urinary  tract  infections 
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ON  THE  COVER 

Our  artist  gives  a surrealis- 
tic impression  to  illustrate 
the  article  on  psychophy- 
siological therapies,  begin- 
ning on  page  51.  It  dis- 
cusses ways  to  teach  pa- 
tients what  is  going  on 
within  themselves,  and  how 
this  knowledge  can  be  used 
in  treating  stress 
conditions. 

NEXT  MONTH 

The  October  issue  will  in- 
clude articles  on  the  rela- 
tionship between  physi- 
cians, parents,  and  teach- 
ers; several  aspects  of 
cardiovascular  problems; 
and  the  best  place  to  have 
an  accident. 
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The  annual  fall  conference  of  the  Texas  Medical  Association  has  been 
set  for  Oct  4 at  the  Joe  C.  Thompson  Conference  Center  in  Austin. 

The  theme  of  this  year's  meeting  will  be  “Update  on  Medical 
Issues." 

Keynote  speaker  for  the  conference,  Dr.  John  J.  Coury  of  Port  Huron, 
Mich,  will  discuss  the  professional  liability  crisis  in  America.  Dr. 

Coury  is  eminently  qualified  to  address  the  topic  as  he  is  a member 
of  the  American  Medical  Association  Council  on  Legislation,  a mem- 
ber of  the  American  Bar  Association  Special  Commission  on  Malprac- 
tice, and  chairman  of  the  Michigan  State  Medical  Society  Malpractice 
Committee. 

Featured  speakers  also  include  Lester  L.  Rawls  of  Eugene,  Ore  and 
Mark  Martin,  LLB,  of  Dallas.  Rawls,  insurance  commissioner  for 
Oregon,  will  discuss  “Highlights  of  10,000  Closed  Professional  Lia- 
bility Claims.”  Martin,  a member  of  the  Medical  Professional  Liability 
Study  Commission,  will  speak  on  “Legal  Viewpoints  on  Professional 
Liability." 

A panel  to  explore  recent  developments  on  professional  liability  in 
Texas  is  scheduled  during  the  late  morning  session  of  the  confer- 
ence. Panel  members  include  George  F.  Reed  of  Houston,  represent- 
ingthe  Joint  Underwriting  Association;  Page  W.  Keeton,  LLB,  of  Aus- 
tin, chairman  of  the  Medical  Professional  Liability  Study  Commission; 
and  Joe  Christie  of  Austin,  chairman  of  the  State  Board  of 
Insurance. 

Two  panel  sessions  will  highlight  the  afternoon  conference  session. 
The  first  will  focus  on  the  activities  of  TMA  in  regard  to  the  profes- 
sional liability  insurance  situation.  The  chairmen  of  the  TMA  Council 
on  Communication,  the  Committee  on  Professional  Insurance,  and 
the  Council  on  Medical  Legislation  will  participate  in  this 
panel. 

A second  panel  session  will  present  an  outlook  on  other  key  medical 
issues  including  utilization  review  regulations,  professional  stand- 
ards review  organizations,  economic  restraints  placed  upon  physi- 
cians by  federal  and  state  health  programs,  and  developments  in  the 
area  of  health  planning  in  Texas.  TMA  members  working  directly  in 
these  areas  will  lead  the  discussions. 

The  programming  will  culminate  in  six  “Curbstone  Consultations,” 
informal  discussions  allowing  physicians  to  visit  with  guest  speakers 
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and  to  further  discuss  the  topics  presented  throughout  the  day. 

The  TMA  Orientation  Program  will  be  scheduled  in  conjunction  with 
the  conference  programming.  Eveningentertainment  for  conference 
participants  will  include  a hospitality  hour  hosted  by  the  Prudential  In- 
surance Company  of  America  and  the  TMA  Group  Insurance  Program 
and  the  University  of  Texas  vs  Utah  State  University  football  game  in 
Memorial  Stadium. 

Registration  for  the  conference  begins  at  8:30  am  in  the  conference 
center.  Luncheon  will  be  served  compliments  of  the  Texas  Medical 
Association. 

Executive  Board  reviews  professional  liability  crisis; 
takes  action  on  numerous  policy  recommendations 

Proposals  for  the  resolution  of  the  professional  liability  insurance 
crisis  in  Texas  monopolized  the  deliberations  of  the  Texas  Medical 
Association’s  Executive  Board  Aug  4 in  Austin. 

Discussions  magnified  the  multiple  facets  of  the  problem — public 
and  professional  understandingand  support,  legislative  approaches, 
cooperation  and  liaison,  compilation  of  information,  exploration  of 
group  insurance  approaches,  and  disciplinary  problems  and  proce- 
dures. Resulting  actions  represented  the  culmination  of  accelerated 
activities  by  and  numerous  meetings  of  TMAcouncilsand  commit- 
tees since  the  called  session  of  the  House  of  Delegates  in  June.  In 
particular,  day  long  meetings  of  TMA  officers,  representatives  of  the 
ten  largest  county  medical  societies,  the  Committee  on  Professional 
Insurance,  the  Council  on  Medical  Legislation  and  the  Board  of  T rus- 
tees  preceded  the  Executive  Board  meeting  and  contributed  to  final 
policy. 

Public,  professional  support 

The  board  reviewed  and  adopted  an  extensive  “plan  of  action  and 
communication”  prepared  by  Media  Communications,  Inc  and  ap- 
proved by  the  Council  on  Communication.  The  various  public  educa- 
tional activities  include  involvingthe  physician  in  speakingto  civic 
organizations,  communicatingthe  professional  liability  insurance 
situation  to  patients,  and  keepingthe  physician  up-to-date  on  state- 
wide activities  of  TMA  in  relation  to  the  problem.  The  basic  philo- 
sophy that  will  be  communicated  through  the  many  activities  of  the 
plan  include  the  facts  that  the  excessively  high  professional  liability 
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insurance  rates  affect  every  person 
in  Texas,  and  unless  physicians  re- 
ceive legislative  relief,  the  problem 
will  continue  to  adversely  affect  the 
cost  and  availability  of  health  care  to 
the  public.  The  Board  of  Trustees 
subsequently  approved  funding  for 
the  communication  program.  In  addi- 
tion, the  Executive  Board  authorized 
theTMA  president  to  explore  possible 
coordination  of  public  education  ef- 
forts with  related  organizations.  The 
TMA  staff  and  Council  on  Communi- 
cation will  coordinate  their  efforts 
with  those  of  the  legal  counsel  and 
the  Council  on  Medical  Legislation. 

Legislative  approaches 

With  respect  to  a legislative  approach 
to  the  solution  of  the  professional 
liability  problem,  the  Executive  Board 
endorsed  a policy  statement  present- 
ed by  the  Council  on  Medical  Legis- 
lation. The  recommendation  included 
22  measures  regarding  proposed  leg- 
islative action  to  effect  a long-term 
solution  tothecrisis.  Amongthese 
were  a permanent  two-year  statute  of 
limitations  for  all  adultsand  children 
over  the  age  of  six,  a reasonable  lim- 
itation on  awards,  permissible  realis- 
tic binding  contractual  arbitration,  a 
graduated  scale  applicable  to  con- 
tingency fees,  and  removal  of  the  dol- 
lardemand  in  pleadings  of  the  plain- 
tiff. In  addition,  the  Executive  Board 
instructed  the  council  to  formulate  a 
program  designed  to  gain  under- 
standing and  active  support  of  Texas 
senators  and  representatives  in 
achieving  an  effective  long-term  reso- 
lution to  the  problem. 

Cooperation,  liaison 

The  Executive  Board  reiterated  TMA’s 
pledge  of  cooperation  to  the  Medical 
Professional  Liability  Study  Commis- 
sion. The  board  heard  progress  re- 
ports from  TMA’s  representatives  on 
the  commission  regarding  the  group’s 


activities. 

A report  also  came  from  Dr.  E.  Don 
Webb  of  Houston  on  the  recent  Ameri- 
can Medical  Association-American 
Hospital  Association  National  Invita- 
tional Conference  on  Professional  Lia- 
bility. As  a result  of  his  evaluation  of 
the  conference.  Dr.  Webb  submitted 
several  recommendations  that  gained 
the  board’s  approval.  These  included: 
1)  that  TMA  embark  upon  an  in  depth 
study  of  the  formation  of  a captive 
insurance  company  or  other  possible 
mechanisms  such  as  “defense 
funds’’;  2)  that  TMA  and  the  Texas 
Hospital  Association  join  together  in 
this  area  by  means  of  cross  communi- 
cation, interchange  of  ideas,  and  con- 
sistency in  policy  and  legislation  ap- 
proach; 3)  that  all  facts  of  voluntary, 
contractual  arbitration  (not  requiring 
legislation)  be  thoroughly  explored  as 
a possible  interim  avenue;  4)  that 
TMA  study  the  feasibility  and  cost  of 
a communication  “hotline”  on  the 
medical  liability  crisis;  and  5)  that 
TMA  encourage  the  American  Medical 
Association  and  the  American  Hos- 
pital Association  to  hold  future  joint 
conferences  on  this  matter  of  mutual 
concern. 

Statewide  survey 

The  Executive  Board  urged  the  Com- 
mittee on  Professional  Insurance  to 
move  ahead  rapidly  with  its  plan  to 
conduct  a statewide  survey  of  TMA 
members  regarding  professional  lia- 
bility experience,  coverage,  and  cost 
of  premiums.  The  board  reviewed  and 
approved  the  questionnaire  to  be 
used  in  conducting  the  survey.  The 
Board  of  T rustees  allocated  funds  for 
the  survey  following  the  Executive 
Board  action.  The  compilation  of  the 
Texas-oriented  information  will  be 
made  in  consultation  with  the  18- 
member  Medical  Professional  Liabili- 
ty Study  Commission  appointed  by 
Gov  Dolph  Briscoe. 

The  Executive  Board  also  requested 
that  the  Committee  on  Professional 


TEXAS  MEDICINE 


take  time  to 

STOP  AND 
SMELL 
THE  ROSES... 


We  believe  that  you  will  be 
pleased  with  the  many  features 
of  the  Insurance  Program  of  the 
Texas  Medical  Association.  As 
examples  ....  the  length  of  time 
benefits  are  payable  ....  ap- 
plication of  deductibles  ....  ter- 
mination dates  due  to  age  . . . . 
amounts  payable  for  specific 
losses  ....  partial  payments  . . . . 
high  maximums  ....  These  ex- 
cellent benefits  are  the  results 
of  years  of  careful  planning  by 
the  Committee  on  Association 
Insurance  Programs  with  your 
best  interests  in  mind. 


FOR  INFORMATION,  CONTACT 

THE  TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 

1801  NORTH  LAMAR  BOULEVARD,  AUSTIN,  TEXAS  78701  • Ph.  512/476-6551 


nudentm! 

Group  Insurance 
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Insurance  continue  its  explorations 
for  an  Association-sponsored  profes- 
sional liability  program,  in  response 
to  resolutions  referred  to  the  board 
by  the  House  of  Delegates.  Such  in- 
formation will  allow  well-researched 
and  reasoned  consideration  of  the 
implementation  of  such  a plan,  when 
appropriate  and  when  indicated. 

Self-discipline  of  profession 

The  Board  of  Councilors  was  charged 
with  reviewing  disciplinary  problems 
and  procedures  within  the  profession 
and  to  ascertain  what  new  ap- 
proaches, if  any,  are  needed  to 
strengthen  these  procedures.  The  Ex- 
ecutive Board  asked  the  councilors  to 
confer  with  appropriate  bodies,  such 
as  the  Texas  State  Board  of  Medical 
Examiners,  and  to  report  its  findings 
and  recommendations  to  the  Novem- 
ber session  of  the  House  of  Delegates. 
This  action  came  from  the  board’s 
recognition  that  national  opinion  polls 
reflect  that  the  public  is  sympathetic 
to  the  medical  profession  in  the  cur- 
rent professional  liability  crisis,  but 
nevertheless  expects  the  medical  pro- 
fession to  take  a more  active  role  in 
disciplining  its  own  members. 

Numerous  reports  received 

In  its  report  to  the  Executive  Board, 
the  Council  on  Tax-Financed  Health 
Care  Programs  opposed  recent  moves 
by  the  Department  of  Health,  Educa- 
tion and  Welfare  (HEW)  to  place  eco- 
nomic restraints  upon  the  level  of  re- 
imbursement of  physicians’  fees  un- 
der the  Medicare  program  and  to 
implement  its  own  system  of  coding 
for  medical  service  and  procedures  to 
replace  the  Current  Procedural  Termi- 
nology system.  The  Executive  Board 
concurred  with  the  council’s  recom- 
mendations to  counter  these 
actions. 

In  regard  to  the  HEW  reimbursement 
policy  permitting  an  update  of  pre- 
vailing fee  profiles  by  only  17.9% 


over  1971  charges,  the  board  approv- 
ed the  following  actions  to  be  taken 
by  TMA:  1)  that  the  legal  counsel  be 
requested  to  explore  immediately  the 
feasibility  of  court  action  against 
Medicare  and  Medicaid  programs  for 
discriminating  reimbursement  poli- 
cies against  physicians  in  relation  to 
other  providers:  2)  that  all  Texas 
physicians  be  urged  whenever  feasi- 
ble to  accept  only  patients  under  gov- 
ernment programs  who  agree  to  be 
direct  billed  and  that  TMA  inform 
physicians  and  the  public  of  the  rea- 
sons for  this  action;  3)  that  the  TMA 
Council  on  Communication  be  asked 
to  undertake  a public  information  pro- 
gram including  pamphlets  to  patients 
describing  Medicare  and  Medicaid 
reimbursement  policies,  and  why  phy- 
sicians must  direct  bill  for  their  serv- 
ices: 4)  that  TMA  proceed  without 
delay  to  implement  the  survey  approv- 
ed in  March  to  determine  physician 
practice  costs  in  order  that  this  data 
might  be  available  to  TMA;  5)  that 
TMA  use  its  influence  to  change  the 
method  of  reimbursement  under 
Medicare  and  Medicaid,  abolishing 
the  geographic  area  profiles;  and  6) 
that  the  Council  on  Tax-Financed 
Health  Care  Programs  immediately 
proceed  to  negotiate  with  the  com- 
missioner of  the  Department  of  Public 
Welfare  to  update  Medicaid  profiles 
to  calendar  year  1974  (same  as  Medi- 
care). The  Executive  Board  requested 
the  council  to  report  on  the  matter  to 
the  board  in  October  so  that  a policy 
stance  can  be  recommended  to  the 
House  of  Delegates  in  November. 

Other  actions 

Other  actions  taken  by  the  board  in 
response  to  the  Council  on  Tax-Fi- 
nanced Health  Care’s  recommenda- 
tions included  opposition  of  the  pub- 
lication of  a Medicaid  Assistance  Rec- 
ord Book  by  the  Texas  Department  of 
Public  Welfare  and  moves  to  correct 
recent  problems  encountered  in  the 
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area  of  utilization  review. 

The  Executive  Board  heard  reports 
from  several  other  TMA  boards  and 
committees  on  a variety  of  topics. 

The  Committee  on  Health  Planning 
reported  on  its  activities  related  to  im- 
plementation of  the  new  federal  and 
state  acts  on  health  planning.  The 
Board  of  Councilors  presented  infor- 
mation regarding  the  reaffirmation  by 
the  US  Supreme  Court  of  the  validity 
of  the  prohibition  of  the  corporate 
practice  of  medicine  in  the  Texas 
Medical  Practice  Act.  The  Board  of 
Councilors  congratulated  Attorney 
General  John  L.  Hill  of  Texas  for  his 
successful  representation  of  the  Tex- 
as State  Board  of  Medical  Examiners 
in  the  case.  The  Committee  on  Con- 
tinuing Education  presented  its  plans 
for  a feasibility  study  on  whether  TMA 
should  conduct  an  ongoing  program 
to  accredit  Texas  institutions  for  con- 
tinuingeducation.  The  committee  has 
completed  development  of  the  pre- 
survey questionnaire  and  selected  two 
institutions  to  be  considered  for  the 
pilot  survey  this  fall.  The  report  of  the 
Council  on  Annual  Session  included 
numerous  innovations  and  plans  for 
the  1976  Annual  Session  to  be  held  in 
Dallas,  May  6-9. 

The  board  also  discussed  the  fact  that 
the  professional  standards  review  or- 
ganization (PSRO)  regulations  are 
due  to  go  into  effect  Jan  1,  1976.  Sen 
Lloyd  Bentsen  (D-Tex)  has  submitted 
an  amendment  which  would  allow  a 
state  to  have  a single  statewide  PSRO 
if  the  secretary  of  HEW  has  not  enter- 
ed into  an  agreement  for  a PSRO  in 
any  area  of  the  state.  The  board  ap- 
plauded his  action  and  moved  that 
informative  material  regarding  PSRO 
be  referred  to  TIMA  (Texas  Institute 
for  Medical  Assessment)  for  action 
and  communication  to  the 
membership. 

The  legal  counsel  reported  that  the 
trial  date  forthe  PSRO  suit  filed  by 
TMA  has  been  set  for  Nov  18  in  fed- 
eral district  court  in  Austin. 


Representatives  of  the  largest  county  medical 
societies  met  twice  in  Austin  in  a month’s  span 
to  discuss  their  views  on  the  professional  liability 
insurance  situation  in  Texas.  Pictured  are  (top, 
l-r)  Drs.  W.  A.  Brooks,  W.  M.  Sherrill,  C.  F.  Adkins, 
E.  W.  Ware,  Jr.,  and  (bottom,  l-r)  Drs.  T.  E.  Dent, 

J.  E.  Albright,  V.  F.  Borum,  and  C.  H.  Hooper. 


Professional  liability 
insurance  survey  approved 

Historical  and  current  information  on 
professional  liability  coverage,  claims 
experience,  and  impact  on  the  avail- 
ability and  cost  of  health  care  is  es- 
sential to  a solution  to  the  crisis. 

After  careful  consideration  and  con- 
sultation with  the  TMA  Committee  on 
Professional  Insurance,  the  TMA 
Council  on  Legislation,  and  the  Medi- 
cal Professional  Liability  Study  Com- 
mission, a questionnaire  has  been 
mailed  to  all  regular  and  provisional 
TMA  members.  The  anonymity  of  in- 
dividual responses  is  assured. 

Every  member  of  TMA  is  urged  to  re- 
turn the  questionnaire  immediately  in 
order  to  document  the  extent  of  the 
malpractice  crisis  in  Texas  before  the 
Commission  and  the  Legislature. 
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THA  to  form  company 
for  liability  coverage 

The  Texas  Hospital  Association  has 
announced  the  formation  of  an  in- 
surance company  for  the  purpose  of 
writing  professional  liability  and 
general  liability  coverages  for 
hospitals. 

In  a news  conference  July  29,  0.  Ray 
Hurst,  president  of  THA,  said  the  Re- 
ciprocal Insurance  Exchange  would 
be  owned  by  and  operated  for  the 
member  hospitals  of  the  THA.  He 
said  he  hoped  coverage  would  be 
available  by  Oct  1. 

Hurst  said  the  hospital  association 
had  been  disappointed  by  the  re- 
sponse of  the  insurance  industry  to 
the  two  pieces  of  legislation  passed 
by  the  64th  Texas  Legislature  in  an 
attempt  to  relieve  the  malpractice  in- 
surance problem.  He  stated  that  the 
recent  rate  filings  of  major  insur- 
ance carriers  did  not  manifest  any 
consideration  of  Texas  claims  expe- 
rience or  a tightening  of  the  statutes 
of  limitations. 

The  THA  president  emphasized  the 
nonprofit  aspect  of  the  company  and 
anticipated  that  rates  would  be  at 
least  15%-20%  lowerthan  com- 
mercial companies  because  the  hos- 
pital insurance  company  would  not 
be  returning  that  level  of  profits  to 
stockholders. 

Rates  will  be  based  on  a system  of 
credits  and  debits  according  to  the 
individual  hospital’s  facilities.  Over 
100  factors  in  each  hospital  will  be 
carefully  evaluated  in  formulating 
the  premium  structure.  Each  hospi- 
tal in  the  company  will  be  required 
to  pay  an  initial  contribution  of  sur- 
plus capital  in  addition  to  the  insur- 
ance premium.  This  contribution  is 
returned  should  the  hospital  with- 
draw from  the  company.  Hurst  said 
there  is  no  question  that  a sufficient 
number  of  hospitals  will  be  financial- 
ly able  to  join  the  company,  especially 
in  light  of  the  rising  malpractice  in- 
surance rates  of  commercial 
carriers. 


Hurst  also  stressed  that  a part  of  the 
operation  of  this  company  will  be  to 
utilize  hospital  safety  engineering  to 
prevent  claims  and  to  emphasize  le- 
gal defenses  to  fight  fraudulent  or 
excessive  claims. 


UT  medical  schools 
to  participate 
in  Fifth  Pathway 

The  University  of  Texas  System 
Board  of  Regents  has  authorized  UT 
medical  schools  to  participate  in  the 
state’s  new  program  for  qualifying 
students  of  foreign  medical  schools 
to  practice  in  Texas. 

The  regents  approved  procedures 
for  administering  the  program, 
known  as  the  Fifth  Pathway  Pro- 
gram, and  granted  authority  to  the 
UT  medical  schools  to  contract  with 
the  Coordinating  Board,  Texas  Col- 
lege and  University  System,  for  pro- 
gram funding. 

The  schools  will  provide  one  year  of 
curricularand  supervised  clinical 
training  to  students  who  qualify  for 
the  Fifth  Pathway  program.  At  the 
end  of  the  training  period,  if  the  stu- 
dent passes  Part  II  of  the  National 
Board  Examination  and  other  evalu- 
ation as  required  by  the  medical 
school,  he  will  be  certified  as  eligible 
for  a license  to  practice  medicine  in 
Texas. 

Funding  for  the  program  was  appro- 
priated through  a rider  in  the  Gen- 
eral Appropriations  bill  for  the 
1976-77  biennium.  The  rider  pro- 
vides $750,000  for  each  year  of  the 
biennium  and  authorizes  the  Coordi- 
nating Board  to  contract  with  Texas 
medical  schools  to  provide  the  re- 
quired clinical  trainingforforeign 
medical  students.  It  provides  up  to 
$25,000  forthe  training  of  each 
student. 

In  orderto  qualify  forthe  program, 
an  applicant  must  have  completed,  in 
a US  college  or  university,  under- 
graduate premedical  work  accept- 
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able  by  an  accredited  US  medical 
school;  have  completed  satisfactorily 
all  didactic  work  required  for  grad- 
uation by  a foreign  medical  school 
recognized  by  the  World  Health  Or- 
ganization; have  passed  Part  I of  the 
National  Board  Examination,  be  a 
Texas  resident,  and  be  approved  for 
admission  into  a Fifth  Pathway  Pro- 
gram by  one  of  the  medical 
schools. 

The  requirements  and  standards 
were  developed  cooperatively  and 
agreed  upon  by  all  Texas  medical 
schools. 

TEXPAC  sponsors 
legislative  banquet 

More  than  100  physicians  and 
spouses  were  in  attendance  for  a 
special  legislative  banquet  spon- 
sored July  18  in  Lufkin  by  TEXPAC, 
the  Texas  Medical  Political  Action 
Committee. 

They  represented  the  medical  com- 
munity in  cities  throughout  the  2nd 
US  Congressional  District. 

Also  in  attendance  were  State  Sen 
Don  Adams  of  Jasper,  State  Sen  Wil- 
liam T.  Moore  of  Bryan,  and  Texas 
House  members  Arthur  Temple  of 
Diboll,  Roy  Blake  of  Nacogdoches, 
PerryTanner  of  Livingston,  Emmett 
Whitehead  of  Rusk,  and  Herman 
Adams,  Jr.,  of  Silsbee. 

Twenty  members  of  the  TEXPAC 
Board  of  Directors,  and  their  spous- 
es, were  present.  The  TEXPAC  board 
met  July  19  in  Lufkin. 

The  principal  speaker  was  Dr.  James 
H.  Sammons,  executive  vice  presi- 
dent of  the  American  Medical  Asso- 
ciation. Dr.  Sammons  spoke  on  “Po- 
litical Action  of  American  Medicine” 
and  emphasized  the  need  for  physi- 
cians to  participate  actively  in  the 
election  process. 

Presiding  at  the  banquet  was  Dr. 
Peyton  L.  Denman  of  Lufkin,  who 
serves  as  the  TEXPAC  Director  for 
the  2nd  US  Congressional 
District. 


Blue  Cross-Blue  Shield 
reorganization  announced 

Organizational  restructuring  in  the 
upper  echelon  management  of  Blue 
Cross  and  Blue  Shield  of  Texas  has 
been  announced  by  its  president, 
Tom  L.  Beauchamp,  Jr. 

Three  new  senior  vice  presidents 
are  Eugene  W.  Aune,  Walter  F.  Hach- 
meister,  and  Wallace  R. 

Langston. 

Beauchamp  said,  “I  feel  that  it  is  es- 
pecially noteworthy  that  we  have  ac- 
complished these  changes  from  with- 
in the  company.” 

Aune,  who  has  been  vice  president  of 
government  relations,  will  be  the 
senior  vice  president  related  to  the 
government  programs  (Medicare 
and  Medicaid),  claims,  and  dental  di- 
visions. Previously  vice  president  of 
finance,  Hachmeister  will  be  the  sen- 
ior vice  president  with  supervision 
over  the  finance,  life,  and  medical  di- 
visions. Langston,  previously  serving 
as  vice  president  of  administration, 
will  become  senior  vice  president 
dealing  with  the  administration,  data 
processing,  marketing,  and  hospital 
affairs  divisions. 


Subcommittees  named 
for  study  commission 

At  its  July  12  meeting  in  Austin,  the 
Medical  Professional  Liability  Study 
Commission,  authorized  by  the  64th 
Legislature  in  SB  491,  approved  the 
formation  of  five  working  subcom- 
mittees. The  Texas  Medical  Associa- 
tion’s appointees  on  the  commission 
are  represented  on  four  of  the  new 
subcommittees. 

Dr.  Milton  V.  Davis  of  Dallas  chairs 
the  subcommittee  to  study  the  effect 
of  the  professional  liability  crisis  on 
the  delivery  of  health  services  and 
changes  in  insurance  costs.  Dr.  Da- 
vis also  serves  on  the  subcommittee 
to  study  the  measure  of  recovery  un- 
der the  existing  tort  system  and  to 
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HOSPITAL 


Announces  an  expanded  specialized  program  for 
the  patient  with  acute  physical,  psychological  and 
social  problems.  Complete  diagnostic  and  therapeu- 
tic services  are  offered  in  an  open  environment 
conducive  to  recovery.  Bilingual  professional  and 
support  staff. 

Patients  of  all  age  groups  are  accepted  by  referral. 


QUALIFIED  CARE  BY: 

PSYCHIATRIST  STAFF: 

Charles  Bludworth,  MD 
Cecil  A Childers,  MD 
William  B Cline,  MD 
Willis  G Goodenow,  MD 
Shannon  Gwin,  MD 
Joel  Kutnick,  MD 
Maria  Izquierdo,  MD 
James  M May,  MD 
James  M Meaney,  MD 
James  C Walker,  MD 
Laurence  Taylor,  DO 


PSYCHOLOGY  SERVICES; 

David  Feltoon,  PhD 
Byron  Dodd,  MA 
Stephen  Simmons,  MA 

SOCIAL  SERVICE: 

Wallace  Whitworth,  ACSW 

OCCUPATIONAL  THERAPY: 

Melinda  Huggins,  OTR 

DIRECTOR  OF  NURSING: 

Susan  Fowler,  RN 


Accredited:  Joint  Commission  on  Accreditation  of  Hospitals 

Licensed:  State  Department  of  Mental  Health  and  Retardation 

Approved  by:  Blue  Cross,  CHAMPUS,  Medicare  and  commercial  in- 
surance 

Member  of  all  local,  state  and  national  hospital  associations 


OUTPATIENT  INPATIENT  DAY  CARE 


1316  Third  Street 
Corpus  Christi,  Texas  78404 
Phone  512-883-0931  Collect 


PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  prooertv  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13^g/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SCOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  I gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
Ib.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 

ROORIG 

A division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 
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A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.— max- 
imum dose,  4 tsp.=20  cc.) 
offers  highly  effective  control 
of  both  pinworms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
in  clinical  studies*  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  ingestion. . . 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescription  can 
economically  treat  the  entire 
family 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


NSN  6505-00-148-6967 


Pinworms,  roundworms  controlled 
with  a single,  non-staining  dose  of 

ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  [pyrantel/ itJ. 


*Ddta  on  file  at  Roerig. 


ORAL  SUSPENSION 


Please  see  prescribing  information  on  facing  page. 
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recommend  proposals  for 
change. 

Dr.  E.  Don  Webb  of  Houston  serves 
on  the  subcommittees  to  1)  study  the 
scope  of  the  medical  professional  li- 
ability problem,  and  2)  deal  with  the 
issues  relating  to  the  existing  court 
compensation  system  and  recom- 
mend proposals  for 
change. 

The  fifth  subcommittee  is  to  study 
problems  related  to  contracts  of  in- 
surance includingterms  of  contract 
and  methods  for  establishing 
rates. 

Future  meetings  of  the  commission 
have  been  scheduled  for  Sept  12,  Oct 
17,  and  Nov  21.  Chairman  Page  Kee- 
ton (former  dean  of  The  University  of 
Texas  School  of  Law)  has  directed 
each  subcommittee  chairman  to  pro- 
ceed with  the  work  assigned  to  each 
subcommittee.  Each  subcommittee  is 
expected  to  make  a report  at  the 
September  meeting. 

In  a followup  report  of  the  meeting. 

Dr.  Webb  stated  that  he  anticipated 
the  need  for  numerous  public  hear- 
ings in  order  to  compile  data  based 
upon  the  experience  of  Texas  physi- 
cians, Texas  attorneys,  Texas  hospi- 
tals, and  others.  Forthis  reason.  Dr. 
Webb  indicated  that  it  is  unlikely  the 
commission  will  be  in  a position  to 
come  up  with  a credible  set  of  legisla- 
tive recommendations  in  the  near  fu- 
ture. He  said,  however,  that  he  did 
feel  that  remedial  legislation  would 
result  from  the  commission’s 
efforts. 

State  library  offers 
specialized  materials 

For  those  people  who  are  unable  to 
read  conventional  print  because  of 
blindness  or  other  physical  handi- 
caps, the  Division  for  the  Blind  and 
Physically  Handicapped  (DBPH)  of 
the  Texas  State  Library  offers  a wide 
variety  of  specialized  library  materi- 
als in  five  media  to  those  living  in 
Texas. 


In  response  to  recent  inquiries,  the 
library  is  intensifying  efforts  to  in- 
form physicians  of  the  available  ma- 
terials for  patients.  These  materials, 
which  are  mailed  postage-free,  in- 
clude books  and  periodicals  record- 
ed on  phonograph  discs,  (talking 
books),  cassette  tape,  open-reel 
magnetic  tape,  and  books  embossed 
in  braille.  In  addition,  large  print 
books  are  available  to  those  who  are 
visually  handicapped.  The  State  Com- 
mission for  the  Blind  provides  free 
of  charge  the  machines  on  which  to 
operate  the  talking  books  and  cas- 
sette books.  Over  15,000  book  titles 
are  available  as  well  as  many  popular 
magazines  in  different 
formats. 

Mechanical  page-turners  are  avail- 
able to  patrons  whose  eyesight  en- 
ables them  to  read  normal  print,  but 
who  have  a physical  disability  that 
prevents  holding  a book  or  turning 
the  pages  of  a book.  Another  reading 
aid  offered  is  prism  glasses.  (These 
glasses  do  not  magnify  print,  but  do 
allow  a bed-ridden  person  to  read  a 
book  while  lying  in  bed.)  Hand-held, 
illuminated  magnifiers  can  also  be 
requested. 

In  addition,  DBPH  maintains  a col- 
lection of  professional  inkprint 
books,  magazines,  and  circulars 
dealing  with  the  blind  and  physically 
handicapped.  These  materials  are 
available  to  professionals  working 
with  the  handicapped,  family  mem- 
bers of  handicapped  individuals,  and 
others  needing  information  about 
the  handicapped.  Patrons  and  others 
may  call  DBPH  for  assistance  in  lo- 
cating specially-adapted  aids  and  ap- 
pliances for  the  handicapped,  sourc- 
es of  available  textbooks  in  special- 
ized media,  and  sources  of  volun- 
teers to  record  or  braille  a needed 
book. 

To  be  eligible  for  the  free  library 
services,  an  individual  must  submit  a 
completed  application  signed  by  a 
physician  or  other  competent  au- 
thority. The  certifying  authority 
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Important  Note;  This  drug  is  not  a simple  anal- 
gesic, Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage. 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur.  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema.  A one-week  trial 
period  IS  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty. 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications:  Children  14  years  or  less; 
senile  patients,  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion; thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  ther- 
apy. existence  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug.  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  IS  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion. Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination. Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accom- 
plished at  regular  intervals-  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient’s weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc 
Cases  of  leukemia  have  been  reported  m pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 
Adverse  Reactions:  This  is  a potent  drug,  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis,  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G I,  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome.  Lyell’s  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation, hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with 
overdosage,  including  cdnvulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions, giddiness,  vertigo,  coma,  hyperventila- 
tion, insomnia;  ulcerative  stomatitis,  salivary 
gland  enlargement. 

(B)98-146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 
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should  indicate  the  medical  reason 
why  the  individual  cannot  read  con- 
ventional print,  hold  a book,  orturn 
the  pages  of  a book. 

People  with  learning  disabilities  are 
also  eligible  to  receive  the  services  if 
the  cause  of  theirdisability  is  physi- 
cal. In  such  cases,  the  certifying  au- 
thority must  be  a medical  doctor, 
and  the  physician  must  clearly  state 
that  the  applicant’s  disability  results 
from  an  organic  dysfunction. 

For  more  information  concerning 
the  library  services,  Austin  resi- 
dents should  call  475-4758.  Others 
in  the  state  may  use  the  toll-free 
WATS  line  (800-292-9605).  Corres- 
pondence should  be  directed  to  the 
Texas  State  Library,  DBPH,  PO  Box 
12927,  Capitol  Station,  Austin 
78711. 

Directory  deadline  approaches 

Texas  Medicine  has  announced  plans 
for  its  sixth  annual  Texas  Continuing 
Education  Directory  for 
Physicians. 

The  directory  will  contain  courses 
designed  specifically  for  physicians 
and  will  be  published  in  late  Decem- 
ber, 1975.  In  addition,  the  directory 
will  carry  a listing  of  medical  meet- 
ings scheduled  during  the 
year. 

Hospitals,  schools,  medical  societies, 
and  others  wishing  to  have  courses 
and  meetings  for  physicians  included 
in  the  1976  directory  should  contact 
the  Texas  Medicine  office  by  Sept 
15.  Write  to:  1801  N Lamar  Blvd, 
Austin  78701. 

Search  committee  named 
to  select  new  dean 

Sixteen  persons  have  been  named  to 
serve  on  a search  committee  that  will 
help  select  a new  dean  for  The  Uni- 
versity of  Texas  Medical  School  at 
Houston. 

The  committee  will  recommend  at 
least  three  candidates  forthe  dean's 


post  which  was  formerly  held  by  Dr. 
Cheves  McCord  Smythe. 

Dr.  Louis  A.  Faillace,  who  is  chair- 
man of  the  Department  of  Psychiatry 
at  the  medical  school,  will  head  the 
search  committee.  Dr.  Faillace  was 
chosen  forthe  assignment  because 
he  also  is  chairman  of  the  school’s 
faculty  council,  an  internal  adminis- 
trative body. 

Other  members  of  the  search  com- 
mittee include: 

Dr.  Robert  D.  Moreton,  who  holds 
vice  presidential  posts  at  both  the 
Houston  health  science  center  and 
UT’s  M D Anderson  Hospital  and  Tu- 
mor Institute: 

Dr.  John  V.  Olson,  dean  of  the  health 
science  center’s  Dental  Branch; 

Dr.  R.  A.  Stallones,  dean  of  the  health 
science  center’s  School  of  Public 
Health; 

Dr.  John  T.  Armstrong,  president  of 
the  Houston  Academy  of  Medicine 
and  president  of  the  Hermann  Hos- 
pital medical  staff; 

Dr.  Robert  C.  Hickey,  director  of  M D 
Anderson  Hospital; 

Neill  Amsier,  executive  vice  president 
and  associate  trustee,  Hermann  Hos- 
pital Estate  (Hermann  is  the  school’s 
primary  teaching  affiliate): 

Dr.  L.  L.  Lemak,  representing  St.  Jo- 
seph’s Hospital,  which  also  serves  as 
a teaching  affiliate; 

Dr.  Frank  C.  Webber,  representing 
Memorial  Hospital  System,  another 
teaching  affiliate;  and 
V.  Hugh  Gilmore,  a senior  medical 
student  from  Fort  Worth. 

In  addition,  the  medical  school  facul- 
ty has  elected  six  representatives  to 
serve  on  the  committee, 
including: 

Dr.  John  A.  DeMoss,  chairman  of  the 
Department  of  Biochemistry  and  Mo- 
lecular Biology; 

Dr.  Stanley  J.  Dudrick,  chairman  of 
the  Department  of  Surgery; 

Dr.  R.  Rodney  Howell,  chairman  of 

the  Department  of 

Pediatrics; 

Dr.  Walter  M.  Kirkendall,  chairman 
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of  the  Department  of  Internal  Medi- 
cine; 

Dr.  G.  Alan  Robison,  chairman  of  the 
Department  of  Pharmacology: 
and 

Dr.  Joe  G.  Wood,  chairman  of  the  De- 
partment of  Neurostructure  and 
Function. 

The  committee  is  expected  to  take  as 
much  as  six  months  to  complete  its 
task. 

Dr.  Robert  L.  Tuttle  is  currently 
serving  as  acting  dean  of  the  medical 
school. 

Appeals  court  affirms 
temporary  injunction 
on  review  regulations 

A federal  appeals  court  has  reaffirm- 
ed a temporary  halt  to  enforcement 
of  the  government’s  new  utilization 
review  regulations  which  were  to  go 
into  effect  July  1.  The  legal  action 
against  the  government  was  initiated 
by  the  American  Medical 
Association. 

The  Seventh  Circuit  Court  of  Appeals 
in  Chicago  denied  a government 
motion  to  stay  execution  of  a May  27 
preliminary  injunction 
order. 

Meal  system  for  elderly 
focus  of  new  project 

The  Lyndon  B.  Johnson  School  of 
Public  Affairs  at  The  University  of 
Texas  is  collaborating  with  several 
federal,  state,  and  local  agencies  to 
devise  a meal  system  of  nonperish- 
able foods  (in  cans  orflexpacks)  that 
home-bound  elderly  persons  could 
easily  reconstitute,  simply  by  adding 
water  and  by  heating. 

The  project  is  designed  to  reach  those 
elderly  who  are  missingouton  avail- 
able hot-meal  programs  either  be- 
cause they  live  in  rural  areas  or  be- 
cause they  are  too  frail  or  cannot  drive 
to  get  to  communal  eating  centers  in 
cities. 

Also  involved  in  the  project  are  the 


National  Aeronautics  and  Space  Ad- 
ministration, Texas  Research  Institute 
of  Mental  Sciences  (an  arm  of  the 
State  Department  of  Mental  Health- 
Mental  Retardation),  and  United  Ac- 
tion forthe  Elderly  (an  Austin-based 
social  services  organization  forthe 
elderly). 

The  Governor's  Committee  on  Aging 
has  been  instrumental  in  establishing 
contacts  between  the  project 
participants. 

Throughout  the  coming  months,  the 
meal  program  will  be  tested  on  small 
and  large  scales  in  rural  and  urban 
settings. 

Vaccine  formula  released 

The  Bureau  of  Biologies,  Food  and 
Drug  Administration  has  released 
the  formulation  of  influenza  virus 
vaccine  to  be  available  forthe  year 
1975-76. 

The  bivalent  vaccine  will  contain  type 
A and  type  B influenza  virus.  Each 
dose  will  contain  not  less  than  1200 
chick  cell  agglutinating  (CCA)  units 
of  antigen  in  the  following  propor- 
tions: 350  CCA  units  of  type  A strain 
comparable  to  the  prototype  A/Port 
Chalmers/1/73  (H3N2),  350  CCA 
units  of  type  A strain  comparable  to 
the  prototype  A/Scotland/840/74 
(H3N2),  and  500  CCA  units  of  a type 
B strain  B/Hong 
Kong/5/72. 

Annual  vaccination  is  strongly  rec- 
ommended for  persons  who  have 
such  chronic  conditions  as  heart 
disease  of  any  etiology,  chronic 
bronchopulmonary  diseases,  chron- 
ic renal  diseases,  and  diabetes  mel- 
litus  and  other  chronic  metabolic 
disorders. 

Annual  vaccination  is  recommended 
for  older  persons,  particularly 
those  over  65  years,  because  influ- 
enza outbreaks  are  frequently  asso- 
ciated with  excess  mortality  in  older 
age  groups. 

Data  indicate  that  with  the  more  po- 
tent influenza  vaccines  available  in 
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ACCEPTED  CONCEPTS  IN  ANGINA  THERAPY* 

• Nitrates  are  the  first  line  of  defense 
against  angina  pectoris 

• The  therapeutic  goal  of  oral  nitrate  therapy 
is  an  anaina-free  patient 


When  higher  dosage  is  necessary  in  the 
prophylaxis  of  angina 

prescribe 


mm 


(isosorbide 

dinitrate) 

20  mg. 


Scored,  oral  tablets 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg./day) 

• To  provide  prophylaxis  against  anginal  attacks  often  caused 
by  unavoidable  everyday  stress. 

• To  reduce  the  frequency  and  severity  of  angina  pectoris 
attacks.  (Not  intended  to  abort  the  acute  episode.) 


♦ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences — National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

“Possibly”  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 


Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 

Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent.Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/ or  professional  samples? 

IVES  LABORATORIES  INC.@ 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE® 
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recent  years,  the  second  dose  pro- 
vides little  additional 
benefit. 

Influenza  virus  vaccine  should  be  ad- 
ministered by  mid- 
November. 

Influenza  virus  vaccine  is  prepared 
from  viruses  grown  in  embryonated 
eggs  and  should  not  be  administered 
to  persons  clearly  hypersensitive  to 
egg  protein,  ingested  or 
injected. 


Regulation  to  limit 
Medicare  reimbursement 

The  national  regulation,  adopted  by 
the  Bureau  of  Health  Insurance,  De- 
partment of  Health,  Education  and 
Welfare,  relatingtothe  economic  in- 
dex system  of  updating  physician  fee 
profiles  for  Medicare,  limits  reim- 
bursement to  17.9%  above  1971 
charges.  The  measure  was  opposed 
by  the  Texas  Medical  Association  and 
the  American  Medical  Association 
during  congressional 
hearings. 

Now  in  effect,  the  national  formula  is 
pegged  to  various  cost-of-living  in- 
dexes. The  AMA  has  charged  that 
Congress  intended  local,  ratherthan 
national  indexes;  that  the  limitation 
was  not  supposed  to  be  on  a proce- 
dure-by-procedure basis  but  an  ag- 
gregate; and  that  HEW  allowed  insuf- 
ficient time  for  discussion  on  the 
manner  in  which  it  has  decided  to 
draw  up  the  index.  The  control  will 
simply  force  more  physicians  to 
abandon  the  assignment  method,  the 
AMA  has  warned. 

The  index  will  be  applied  to  every 
prevailing  charge  in  each  locality.  It 
will  also  be  applied  on  a cumulative 
basis  with  fiscal  1971  serving  as  the 
base  year.  Increases  in  prevailing 
charges  overthe  1971  base  year  lev- 
el cannot  exceed  the  rate  justified  by 
the  economic  index  calculated  for 
that  period. 

Any  individual  prevailing  charge  that 
22  would  increase  by  more  than  17.9% 


over  1971  charges  will  have  its 
rate  of  increase  limited  to  17.9%. 
Prevailing  charges  that  have  in- 
creased by  less  than  17.9%  will  be 
unaffected.  Any  portion  of  the  allow- 
able increase  not  used  will  be  car- 
ried forward  to  future 
years. 

Because  physicians  are  incorporat- 
ing in  increasing  numbers.  Internal 
Revenue  Sen/ice  data  are  no  longer 
a good  source  of  information  about 
changes  in  physicians’  office  prac- 
tice expenses,  according  to  HEW  of- 
ficials. Pertinent  components  of  the 
Consumer  Price  Index,  the  Whole- 
sale Price  Index,  Bureau  of  Labor 
Statistics  wage  indices,  and  data 
from  Medical  Economics  were  used 
instead. 


TMA  among  institutions 
accredited  by  AMA 

The  Texas  Medical  Association  is  one 
of  only  12  state  medical  associations 
accredited  for  their  continuing  medi- 
cal education  programs  by  the  Ameri- 
can Medical  Association’s  Council  on 
Medical  Education.  This  information 
is  based  on  a recently  released  AMA 
list  of  accredited  institutions  and  or- 
ganizations. 

The  categories  of  accredited  institu- 
tions and  organizations  include  med- 
ical schools,  specialty  societies,  vol- 
untary health  associations,  state 
medical  associations,  hospitals,  and 
others. 

Texas  medical  schools  whose  contin- 
uing medical  education  accreditation 
programs  have  been  approved  by  the 
AMA  include  Baylor  College  of  Medi- 
cine, Houston;  The  University  of  Tex- 
as Health  Science  Center  at  Dallas; 
The  University  of  Texas  Health  Sci- 
ence Center  at  Houston;  The  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston, and  The  University  of  Texas 
Health  Science  Centerat  San  Anton- 
io. Also  accredited  in  the  state  is  the 
Dallas  Southern  Clinical 
Society. 


TEXAS  MEDICINE 


Fellowships  available 
for  mental  health  studies 

With  the  support  of  a grant  from  the 
Hogg  Foundation  for  Mental  Health, 
the  Institute forthe  Medical  Human- 
ities at  The  University  of  Texas  Medi- 
cal Branch  at  Galveston  has  an- 
nounced the  availability  of  fellow- 
ships in  the  history  and  philosophy  of 
mental  health. 

The  fellowship  period  will  extend 
from  July  1,  1976  through  June  30, 
1978.  These  fellowships  will  enable 
one  or  more  persons  to  spend  vary- 
ing periods  of  time  studying  at  the  in- 
stitute forthe  Medical  Humanities  in 
Galveston. 

The  purpose  of  this  fellowship  pro- 
gram is  to  afford  scholars  in  the  hu- 
manities and  the  mental  health  pro- 
fessions an  opportunity  for  intensive 
research  concerning  the  historical 
and  philosophical  bases  of  concepts 
of  mental  health. 

Fellows  will  be  selected  according  to 
their  demonstrated  commitment  to 
serious  scholarly  endeavor  in  the 
history  and  philosophy  of  mental 
health. 

Remuneration  will  depend  upon  the 
qualifications  of  the  applicant.  The 
total  amount  in  a given  year  cannot 
exceed  $12,000.  Supplementary 
funds  for  supplies  and  for  research- 
related  travel  are  also  available.  Fel- 
lows are  encouraged  to  seek  supple- 
mentary funds  through  otherfellow- 
ship  agencies. 

The  co-directors  forthe  fellowship 
program  are  Dr.  Chester  R.  Burns, 
the  Institute’s  associate  director  and 
James  Wade  Rockwell  Associate  Pro- 
fessor of  the  History  of  Medicine, 
and  Dr.  H.  Tristram  Engelhardt,  as- 
sociate professor  of  the  Philosophy 
of  Medicine.  Application  forms 
should  be  requested  from  Dr.  Engel- 
hardt at  the  Institute  forthe  Medical 
Humanities,  University  of  Texas 
Medical  Branch,  Galveston, 

77550. 

Forthe  1976-77  fellowships,  com- 


pleted forms  must  be  received  by 
Feb  1,  1976.  Applicants  will  be  noti- 
fied by  April  1,  1976.  Forthe  1977- 
78  fellowships,  completed  forms 
must  be  received  by  Feb  1,  1977.  Ap- 
plicants will  be  notified  by  April  1, 
1977. 

TMA  protests  development 
of  new  coding  system 

In  a letter  to  the  director  of  the  Of- 
fice of  Policy  Development  and  Plan- 
ning in  the  Department  of  Health, 
Education  and  Welfare,  Dr.  Nym  L. 
Barker,  Texas  Medical  Association 
president,  protested  the  proposal  of 
the  OPDP  to  develop  a new  depart- 
ment-wide procedural  terminology 
and  coding  system  for  federal  health 
programs. 

Speaking  on  behalf  of  TMA  members. 
Dr.  Barker  said  the  new  coding  sys- 
tem ignores  the  “experience  and 
thousands  of  man-hours  of  knowl- 
edge, judgment,  and  training  con- 
tributed by  all  medical  specialties  in 
developing  a coding  system  applic- 
able to  existing  medical  practice  and 
quality  of  care.  Current  Procedural 
Terminology.’’ 

In  particular.  Dr.  Barkercited  the 
following  objections: 

1.  The  proposed  “complexity  coding’’ 
assumes  a direct  relationship  be- 
tween time  and  complexity,  which  is 
not  valid.  This  approach  ignores  and 
penalizes  experience  and  efficiency, 
and  fails  to  recognize  the  complexity 
of  disease.  The  more  efficient  and  ex- 
perienced practitioner  will  be  ad- 
versely affected  by  the  coding 
proposal. 

2.  The  flexibility  needed  by  the  phy- 
sician is  curtailed  by  limitingthe  lev- 
els of  visits  and  examinations  to 
three.  More  levels  of  complexity  are 
needed. 

3.  The  Department  of  Health,  Educa- 
tion and  Welfare  should  not  be  deter- 
miningthe  definition  of  professional 
services. 

4.  In  the  proposed  “encounter  code,’’ 


23 


Volume  71.  September,  1975 


NEWS 


24 


only  one  level  of  new  patient  examina- 
tion is  provided.  This  ignores  the 
need  for  either  a simple  or  a more 
complete  examination  as  the  physi- 
cian’s observation,  judgment,  and 
experience  may  dictate.  The  same 
criticism  is  valid  for  “established  pa- 
tient— new  illness.” 

5.  Lack  of  specificity  in  definition  will 
require  more  frequent  use  of  narra- 
tive descriptions,  thereby  defeating 
the  purpose  of  coding  to  give  precise 
definitions  and  to  save  time. 

6.  Timekeeping  is  an  element  physi- 
cians are  accustomed  to  handling.  It 
is  predictablethat  timekeeping  will 
become  another  element  of  paper- 
work to  consume  the  physician’s 
time,  reducing  further  histimefor 
patients. 


Regents  accept  land  gifts 

Gifts  of  two  parcels  of  land  to  The 
University  of  Texas  System  Cancer 
Center  have  been  approved  by  the 
Board  of  Regents. 

One  of  the  gifts  involves  1,458  acres 
of  land  in  Highlands  County,  Florida, 
a benefaction  to  the  cancer  center 
from  Mrs.  Lillie  A.  Johnson  of  Whar- 
ton and  the  M.  G.  and  Lillie  A.  John- 
son Foundation,  Inc.  Mrs.  Johnson 
and  the  foundation  each  maintained  a 
one-half  interest  in  the 
property. 

The  other  parcel  of  land  is  374  acres 
in  Bastrop  County,  Texas.  The  land 
was  given  to  the  cancer  center’s  en- 
vironmental science  park  by  the  Tex- 
as State  Board  of  Health 
Resources. 


Medical  examiners 
announce  new  fees 

A new  law  resulting  from  the  64th 
Texas  Legislature  authorizes  the  Tex- 
as State  Board  of  Medical  Examiners 
to  charge  a supplementary  fee  for  the 
performance  of  the  duties  and  func- 
tions outlined  below.  As  authorized 
by  statute,  the  Board  of  Directors  has 
adopted  the  following  fee  schedule, 
effective  Aug  1. 

Annual  Registration  $ 25.00 

Duplicate  License  $ 35.00 

Endorsement  $ 25.00 

Examination: 


Full  $150.00 

^'=Pre-Clinical  $100.00 

**Clinical  $ 50. 00 

First  repeat 

Pre-Clinical  $ 25.00 

Second  repeat 

Pre-Clinical  $ 35.00 

Clinical  and  first  repeat  $ 50.00 
Clinical  and 

second  repeat  $ 60.00 

Institutional  Permit  $ 25.00 

Reciprocity  $200.00 

Temporary  License  $ 25.00 


Reinstatement  after  lapse  or 
cancellation  $100.00 

Certification  to  other  Boards 
of  grades  in  Basic  Science 
Examination  $ 25.00 

*No  longer  given 

’'■■‘  Valid  only  through  June  Examina- 


tion of  1976 

Note;  Fee  schedule  for  partial  FLEX 
examination  will  be  adopted  by  the 
Board  of  Directors  at  the  August 
1975  meeting  and  will  be  published 
when  available. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
n participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 

in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
on  mu\ua?f3s")  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 


1975 

, Through 

Investment  Media*  7/31/75 


3 Years  5 Years 

Ended  Ended 

12/31/74  12/31/74 


Current 

Dividend 

Yield 


Loomis-Sayles  Capital  Dev.  Fund 

Loomis-Sayles  Mutual  Fund 
Mercantile  Bank  Equity  Fund 
Mercantile  Bank  Fixed  Income  Fund 
T Rowe  Price  Growth  Stock  Fund 
Stein  Roe  & Farnham  Balanced  Fund 
Standard  & Poor  500  Stock  Average 
Dow  Jones  Industrial  Average 


-f  26.0% 

-35.1% 

-26.6% 

1.5% 

-f  19.4% 

-29.7% 

-21.1% 

3 7% 

-f31.1% 

-46.9% 

-36.1% 

4 1% 

+ 2.7% 

-17.2% 

- 8 5% 

8.2% 

+ 33.2% 

-43.3% 

-33.5% 

2 1% 

+ 24.8% 

-29.6% 

-20.8% 

3.3% 

+ 29.4% 

-32.8% 

-25.5% 

+ 34.9% 

-30.7% 

-22.9% 

•Includes  reinvested  capital  gains  distributions. 
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CAPITAL  COMMENTS 


AUSTIN:  CERTIFICATE  OF  NEED  EXEMPTION.  TheTexas  Health  Facilities  Com- 
mission has  issued  Emergency  Rule  and  Regulation  No.  1 regarding  exemption 
certificates  relating  to  certain  facilities.  (See  “Medicine  and  the  Law,”  pill 
for  background  on  state  health  planning  law).  Pertinent  sections  of  the  ruling 
follow. 

Section  1 states; 


A person  is  eligible  for  an  exemption  certificate  under  Section  602 
of  HB  2164  for  a pending  project  who,  within  365  days  immedi- 
ately preceding  the  effective  date  of  the  act;  (a)  initiated  or  con- 
tinued the  health  care  facility  licensing  application  process  by 
submitting  preliminary  or  final  plans  for  a project  to  the  proper 
state  licensing  agency,  (b)  such  agency  took  an  action  tantamount 
to  approval  of  said  preliminary  or  final  plans,  and  (c)  applies  for 
an  exemption  certificate  within  120  days  after  May  28, 1975,  the 
effective  date  of  the  act. 

Section  2 of  the  rule  states; 

A person  is  eligible  for  an  exemption  certificate  under  Section  3.02 
of  the  Act  on  proper  petition  if  the  Commission  determines  that  one 
of  the  following  criteria  are  met;  (a)  the  proposed  project  encom- 
passes only  the  repair  or  replacement  of  a facility  or  equipment 
damaged  or  destroyed  by  fire,  flood,  or  other  natural  disaster  and 
the  repair  or  replacement  will  not  expand  the  facility  or  increase 
the  services  provided  in  or  by  the  facility  beyond  the  level  at  which 
they  existed  prior  to  the  fire,  flood,  or  natural  disaster;  (b)  the 
proposed  project  would  not  substantially  expand  the  service  cur- 
rently offered;  (c)  the  total  cost  of  proposed  modifications,  in- 
cludingthe  acquisition  of  land,  of  an  existing  facility  will  not  ex- 
ceed $100,000;  (d)  in  the  case  of  replacement  or  modification  of 
a facility  existing  on  the  effective  date  of  this  act;  (1)  the  replace- 
ment or  modification  was  necessary  on  the  effective  date  of  this 
act  to  comply  with  licensing,  certification,  safety,  or  health  re- 
quirements imposed  under  the  authority  of  federal  or  state  law 
or  valid  city  ordinances,  (2)  the  application  for  such  replacement 
or  modification  is  submitted  to  and  acted  upon  by  the  Commis- 
sion within  five  years  after  the  effective  date  of  this  act,  (3)  the 
replacement  or  modification  will  not  expand  the  facility  or  increase 
the  service  provided  in  or  by  the  facility  beyond  the  level  existing 
on  the  effective  date  of  this  act,  (4)  any  other  criteria  as  deter- 
mined by  the  Commission  and  not  inconsistent  with  Section 
3.02(a)  of  the  act. 


Editor’s  note: 
"Capital  Com- 
ments” is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 
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Section  3 of  the  rule  states: 

An  exemption  certificate  under  this  act  is  limited  to  the  scope  and 
purpose  of  the  project  before  the  Commission  and  shall  have  no 
applicability  to  any  intended  or  to  a proposed  future  plan,  phase 
or  use. 

AUSTIN:  LIABILITY  COMMISSION  UPDATE.  The  Medical  Professional  Liability 
Study  Commission  created  five  subcommittees  at  its  July  12  meeting  in  Austin. 

One  subcommittee  was  appointed  to  study  the  scope  of  the  medical  professional 
liability  problem.  Chaired  by  Landon  Alexander,  the  subcommittee  includes 
William  R.  Cotner,  James  Presnal,  Rep  Tom  Uher,  Dr.  E.  Don  Webb,  George  F. 
Reed,  and  Charles  Purnell.  The  subcommittee  will  study  claims  and  losses, 
insurance  premiums,  and  the  reasons  for  increases  in  losses  and  premiums. 

The  second  subcommittee  is  to  be  concerned  with  the  effect  of  professional 
liability  on  the  delivery  of  health  services  and  changes  in  insurance  costs.  Dr. 
Milton  Davis  chairs  this  subcommittee.  Other  members  include  Harry  Hubbard, 
William  R.  Cotner,  Sen  Bob  Gammage,  Edward  A.  Stowell,  and  Robert  L.  Murphy. 
The  subcommittee  will  investigate:  (a)  the  current  magnitude  of  impairment  to 
health  care  services  and  the  magnitude  of  the  threatened  impairment  to  those 
services,  (b)  increased  costs  to  patients,  including  defensive  medicine,  medical 
fees,  and  hospital  charges;  and  (c)  professional  matters  relatingto  medical 
practice. 

The  third  subcommittee  will  considerthe  problems  related  to  contracts  of  in- 
surance, including  terms  of  contract  and  methods  for  establishing  rates.  The 
subcommittee  is  composed  of  Mark  Martin,  chairman.  Rep  Bob  Davis,  Robert  L. 
Murphy,  Hayes  Tucker,  James  Presnal,  and  Landon  Alexander.  This  subcom- 
mittee is  also  to  deal  with  proposals  for  any  changes  in  the  contract  and  techni- 
ques for  establishing  rates  and  is  to  provide  a discussion  of  the  different 
techniques. 

The  fourth  subcommittee  relates  to  substantive  issues  relating  to  the  existing 
tort  compensation  system  and  proposals  for  change.  Chaired  by  Dean  Page 
Keeton,  the  subcommittee  includes  Mark  Martin,  George  Pletcher,  George  F. 
Reed,  Dr.  E.  Don  Webb,  Sen  Bob  Gammage,  Rep  Bob  Davis,  and  David  Hitt. 

One  of  the  major  areas  of  concern  for  this  subcommittee  is  the  statute  of  limita- 
tions question  in  relationship  to  medical  professional  liability. 

The  last  major  subcommittee  relates  to  the  measure  of  recovery  under  existing 
tort  systems  and  proposals  for  change.  Members  include  Hayes  Tucker,  chair- 
man, Rep  Tom  Uher,  George  Pletcher,  Harry  Hubbard,  Dr.  Milton  Davis,  Charles 
Purnell,  Edward  A.  Stowell,  and  David  Hitt.  The  major  areas  of  concern  of  the 
subcommittee  are  limitations  on  damages,  contingency  fee,  arbitration,  screen- 
ing panels,  and  legal  matters  relatingto  medical  professional  liability  insurance. 

AUSTIN:  INTERIM  STUDIES  OF  LEGISLATURE.  The  standing  committees  doing 
interim  studies  of  the  House  of  Representatives  for  the  64th  session  of  the 
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Texas  Legislature  have  been  assigned.  Four  committees  relate  to  the  health  field. 
The  Committee  on  Health  and  Welfare  is  charged  with  making  an  interim  study 
on  the  operations  of  the  Texas  Department  of  Health  Resources,  the  Texas 
Department  of  Welfare,  and  a study  of  “healing  arts”  in  Texas.  The  Committee 
on  Higher  Education  is  charged  with  the  specific  responsibility  of  studyingthe 
need  for  coordination  and  expansion  of  present  medical  and  dental  schools  and 
alternatives  to  train  adequate  medical  personnel  to  meet  health  care  needs  of 
the  state.  The  Committee  on  Insurance  is  to  study  the  necessary  actions  on 
statute  of  limitation  and  liability  limitations  as  recommended  in  the  area  of 
medical  malpractice  insurance.  The  Committee  on  Judicial  Affairs  will  study  all 
aspects  of  the  problems  involving  medical  malpractice  suits. 

WASHINGTON:  MANPOWER  BILL  PASSES  HOUSE.  HR  5546  was  passed  by  the 
US  House  of  Representatives  on  July  11.  The  act  is  known  as  the  Health  Man- 
power Act  of  1975.  The  controversial  issue  in  the  Congress  involved  a proposal 
to  establish  a regimen  forthe  control  of  residency  physicians  as  well  as  a 
“forced  loan”  proposal.  With  such  a plan,  medical  students  would  be  required 
to  repay  the  federal  government  forfunds  originally  paid  to  the  medical  schools 
that  the  students  attended.  These  proposals  were  opposed  by  the  AMA  and 
TMA.  An  amendment  to  the  bill  offered  on  the  floor  of  the  House  by  Rep  James 
T.  Broyhill  (R-NC)  to  strike  the  federal  control  of  residency  provisions  was 
adopted  by  a large  majority.  The  capitation  funding  payback  provision  was  modi- 
fied by  the  manager  of  the  bill  in  an  apparent  effort  to  gain  floor  support  for  the 
concept  of  mandated  service.  Rep  Paul  G.  Rogers  (D-Fla),  chairman  of  the 
House  Subcommittee  on  Public  Health  and  Environment,  submitted  amend- 
ments substantially  dilutingthe  “forced  loan”  concept  as  originally  conceived. 
Three  major  amendments  were  adopted:  (1)  present  medical  students  would 
have  no  obligation  to  repay  any  capitation  funding,  (2)  repayment  would  not 
commence  until  three  years  after  the  completion  of  residency  training,  and 
(3)  military  service  would  qualify  as  a loan  forgiveness  service.  No  record  vote 
was  taken  upon  the  capitation  funding  proposal  per  se.  The  $1.76  billion  three- 
year  measure  has  been  forwarded  to  the  Senate  Committee  on  Labor  and  Public 
Welfare,  but  hearings  have  not  been  scheduled.  Numerous  manpower  bills  are 
presently  pending  in  the  Senate. 

WASHINGTON:  PROPOSED  HMO  CHANGES.  The  American  Medical  Association 
testified  before  the  House  Subcommittee  on  Public  Health  and  Environment  on 
proposed  changes  in  health  maintenance  organization  (HMO)  legislation.  The 
bill  under  consideration  would  transfer  some  basic  benefits  to  the  supplemental 
package:  remove  the  requirement  that  an  HMO  must  offer  the  supplemental 
package  to  members  while  making  it  optional  to  the  HMO  as  to  whether  it 
furnishes  any  or  all  of  the  supplemental  services;  deferthe  requirement  of 
community  rating  for  at  least  five  years;  eliminate  the  requirement  of  open  en- 
rollment; and  remove  the  requirement  that  the  medical  group  devote  its  principal 
activity  to  furnishing  services  forthe  HMO.  Dr.  EdgarT.  Beddingfield,  vice 
chairman  of  the  AMA  Council  on  Legislation,  and  Dr.  William  J.  Mangold  of 
Lockney,  Tex,  a Council  member,  told  the  subcommittee  that  the  changes  would 
“effectively  gut  the  HMO  concept.”  They  said  the  bill  would  remove  important 
comprehensive  services  and  eliminate  characteristics  which  distinguish  the 
HMO  from  other  prepaid  group  practices. 
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For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 
PREMARIN  . . . naturally. 


BRIEF  SUMMARY 

(For  full  prescribiu^  iitformaliott,  see  package 

circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications;  Based  on  a review  of 
PREMARIN  Tablets  bv  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information.  FI).\  has  classified 
the  indications  for  use  as  follows: 

Effective;  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  e-xcept  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen -dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother’s 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  I he  long  range  effect  on  tfie 
nursing  infant  cannot  l)c  determined  at  tliis  time. 

Hvpercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases,  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

■A  statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  1 his  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  .As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod—withdrawal  bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todvnia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  he  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
shoidd  occur,  reexamination  should  be  made  for 
organic  pathology. 

I’rc  existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

1 he  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

1 he  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOS.AGE 
AND  ADMINISTRA  I ION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphvria  becoming  manifest 
Dosage  and  .Administration:  PREM.ARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
0 selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1 .25  mg.  daily,  cycli- 
cally. .Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  I'aginitis,  Kraurosis  I'ulvae  with  or 
without  Pruritus— 1).$  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  .Administer  cyclically. 

How  Supplied:  PREM.ARIN  (Conjugated  Estro- 
gens Tablets.  U.S.P) 

No.  805— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1.000. 

No.  800- Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1 ,000.  7352 
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Material  for  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  1801  North  Lamar  Blvd.,  Austin 
78701.  It  must  be  offered  solely  to  this  journal. 
Each  paper  is  reviewed  by  a consultant  specialist 
and  an  editorial  board,  and  is  accepted  or  rejected 
on  the  basis  of  its  individual  merit  and  the  avail- 
ability of  other  material. 

Manuscripts  should  be  typed  double-spaced 
with  ample  margins  on  firm  paper.  Two  copies 
should  be  submitted,  and  the  author  should  keep 
a copy. 

The  title  should  include  the  words  most  suit- 
able for  indexing  the  article  in  “Index  Medicus,” 
should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  gram- 
matically with  the  main  title. 

The  author’s  names  an6  degrees  should  follow 
the  title,  and  their  mailing  addresses  should  be 
listed  at  the  end  of  the  article. 

A concise  introductory  summary  is  required. 

The  text  should  be  narrative  with  complete 
sentences,  jew  abbreviations,  and  logical  sub- 
heading. For  spelling  and  usage  the  editors  follow 
“Dorland’s  Illustrated  Medical  Dictionary,”  24th 
edition,  and  “Webster’s  Third  New  International 
Dictionary,  Unabridged.”  Quotations  must  g\\ie 
credit  to  both  author  and  source. 

Reference  lists  should  contain  in  this  order 
(1)  author's  last  name,  initials,  (2)  title  of  article 
or  book,  (3)  name  of  journal,  (4)  volume  and  in- 
clusive page  numbers,  written  33:156-160,  (5) 
year.  For  books,  the  title  should  be  followed  by 
place  of  publication,  name  of  publisher,  and  year. 

Illustrations  should  be  black  and  white  draw- 
ings or  positive  photographs,  with  neat,  uniform, 
fairly  large  lettering.  A label  pasted  to  the  back 
of  each  illustration  should  indicate  its  number, 
top,  author’s  name,  and  title  of  article  in  brief. 
Legends  should  be  in  complete  sentences,  num- 
bered, and  typed  on  a separate  sheet.  Color 
illustrations  are  authorized  if  they  are  of  special 
value. 

Tables  should  be  typed  on  separate  sheets. 
Column  headings  should  show  points  of  simi- 
larity; side  headings,  points  of  difference. 

Permission  should  be  obtained  from  the  pub- 
lishers and  the  authors  for  any  previously  pub- 
lished material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations 
in  the  text  may  be  used  without  permission,  but 


should  be  quoted  exactly  with  the  source  credited 
in  the  bibliography.  Copies  of  permission  letters 
should  be  submitted  with  the  manuscript. 

All  material  is  subject  to  editing,  but  authors 
receive  typescripts  to  check  before  publication. 
Prompt  return  of  typescripts  to  Texas  Medicine 
office  avoids  delay  in  publication.  After  the  article 
is  sent  to  the  printer,  only  minimal  revision  may 
be  made. 

Reprints  are  available  directly  from  the  printer 
at  an  established  schedule  of  costs.  Authors 
automatically  receive  order  blanks  when  their 
articles  are  published. 

Editorials  should  be  prepared  in  the  same  gen- 
eral manner,  and  should  be  written  in  clear,  con- 
cise language.  They  should  be  300-500  words  in 
length  (about  two  to  three  pages  typed  with 
double  spacing.) 

Contributions  \o  the  news  section  should  be 
sent  to  the  Editorial  Offices,  1801  N.  Lamar 
Blvd.,  Austin  78701. 

LetterswW  be  published  as  space  permits,  and 
at  the  discretion  of  the  Managing  Editor. 
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that  INCREMIN  with 
Iron  Syrup  makes  iron 
“bioavailable”  by  effec- 
tively delivering  it  to  the 
patient,  request  starter 
samples.  Also  available; 
Aprintof  thisoriginal 
artwork  (without  any 
text)  suitable  for  framing. 


Everything  is  for  naught  if 
the  kid’s  taste  buds  reject 
the  product. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


I FREE  SAMPLE  COUPON 

I Lederle  Laboratories 
I Bldg.  140,  Room  104R 
I Pearl  River,  N Y,  10965 

I □ Please  have  your  representative 
I deliver  samples  of  INCREMIN  with 
I Iron  Syrup. 

I □ Please  send  print  suitable  for  framing. 


□ Please  send  bibliography  on  patient 
compliance  problems. 


INCREMIN 

_ Dietary  Supplement 

with  IRON  Syrup 


Each  teaspoonful  (5  cc)  contains: 
Elemental  Iron 

(as  Ferric  Pyrophosphate) 
l-Lysine  HCI 
Thiamine  HCI  (B,) 

Pyridoxine  HCI  (B6) 

Vitamin  B12 
Sorbitol 
Alcohol 


30  m 
300  nr 
10  rr 
5 nr 
25  meg 
3.5  G 
0.75' 


DOSAGE:  Prevention  of  iron-deficiency 
anemia— Children  and  Adults— 1 tsp.  (5  cc) 
daily. Treatment  of  iron-deficiency  anemia— 
ildren:  1 tsp.  t.i.d.;  Adults:  1 tsp.  q.i.d. 

SUPPLY:  Bottles  of  4 fl.  oz.  and  16  fl.  oz. 


•Want  a list  of  relevant  references?  Please  use  the  coupon. 
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The  MUDRAIVES 

Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
disti  ess— Potassium  Iodide  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 

Phenobarbital  (to  lessen  cardiac  stimulation) , 
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INDICATIONS:  For  the  prompt  symptomatic  relief 
asthma,  emphysema  and  bronchiectasis. 
1 he  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs  DOSAGE:  Tablet;  One  tablet  with  a full  gS 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
lor  Childs  dose.  Eii.xir;  Children,  1 cc  for  each  10  lbs. 
A j 1 weig’ht.  May  be  repeated  3 or  4 times  a day* 
tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline/Theophylline  is  contraindicated  in 
dama<re'Fnh“/drir'''^  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fosis  possible  lodine-induced  depression  of  thyroid  activity),  in  tubercu- 

iodide  bensHfvit’v“™PRE^r'®riITTnMQ®"V"  P''e®e''ce  of  known 

PR.ECAUTIONS:  Aminophylline/Theopbylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children  overdose  may  cause  vomiting,  cardiac  arrhythmias 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 

arrhythmias  and  angina  pectorisravold  “n 
hyperthyroidism  and  pvere  hypertension.  Phenobarbital  may  be  babit-formin^ 
^oid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 

ADVERSE^^RFACTTnNq®®'*’’®  u'- goiter. 
ALiyiLKbE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 

cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon  Ephed* 
rine:  In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction 
aggravated.  Pre-existing  anginal  pain  will  be  aggral 
f produce  severe  skin  rash.  Avoid  overdosage.  Mav  be 

habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  ey^e  irrita- 
tion,  eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able  in  bottles  (if  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons. 


federal  laiv  prohibits  dispensing  without  prescription. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23261 
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TEXAS  MEDICINE 


I 


Big  Balanced  Rock,  Chiricahua  Mountains.  Arizona  (approx  1,000  tons) 


■ound  useful  in  the  management  of  vertigo*  associated  with 
eases  affecting  the  vestibular  system. 

dan  relieve  nausea  and  vomiting  often  associated  with  vertigo* 
Jsual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 
Mso  available  as  Antivert  (meclizine  HCl)  12.5  mg.  scored 
>lets,  for  dosage  convenience  and  flexibility. 

\ntivert/25  (meclizine  HCl)  25  mg.  Chewable  Tablets  for 
usea,  vomiting  and  dizziness  associated  with  motion  sickness. 

EF  SUMMARY  OF  PRESCRIBING  INFORMATION 

INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
ciences  —National  Research  Council  and/or  other  information.  FDA  has  classified 
lie  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
action  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  wath  diseases  affecting  the 
esnbular  system. 

final  classification  of  the  less  than  effective  indications  requires  further 
avestigation. 


CONTRAINDICATIONS.  Administration  of  Annvert  (meclizine  HCl)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspnng.  Limited  studies  using  doses  of  over  1(X)  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 


sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  w'amed  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  "Contraindications!' 

AD\TRSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 


request. 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


Antivert725 

(meclizine  HCl)  25  mg*Tablets 

for  vertigo* 


Would  sleep  wit 
fewer  nighttime 
awakenings 
benefit  your 
patients  with 


insomnia? 


Highly  predictable  results 
for  your  patients  with  trouble 
staying  asleep... 

. . .can  be  obtained  with  Dalmt 
(flurazepam  HCl).  As  shown 
below,  Dalmane  significantly 
reduces  nighttime  awakenings:’ 


Average  Number  of  Nighttime  Awakenings 

(Four  Geographically  Separated  Sleep  Resee 
Laboratory  Clinical  Studies,  16  Subjects) 


(Decreased  31.4‘K 


3 

placebo 

baseline 

nights 


Dalmane 

(flurazepam  HCIl 
30  mg  nights 


Vnd  for  those  with  trouble 
ing  asleep  or  sleeping 
g enough... 

.Dalmane  (flurazepam  HCl) 
a delivers  excellent  results, 
.lically  proven  in  sleep  research 
loratory  studies;  on  average, 
ep  within  17  minutes  that  lasts 
) 8 hours.^ 

Dalmane  (flurazepam  HCl) 
Relatively  safe,  seldom 
iLises  morning  “hang-over!’.. 

; . .and  is  well  tolerated.  The 
ual  adult  dosage  is  30  mg  h.s., 

't  with  elderly  and  debilitated 
tients,  limit  the  initial  dose  to 
I mg  to  preclude  oversedation, 
I'.ziness  or  ataxia.  Evaluation  of 
(ssible  risks  is  advised  before 
ascribing. 

FERENCES: 

Caracan  I , Williams  RL,  Smith  JR:  The 
ap  laboratory  in  the  investigation  of  sleep 
1 sleep  disturbances.  Scientific  exhibit  at 
124th  annual  meeting  of  the  American 
/chiatric  Association,  Washington  DC, 

,y  3-7,  1971 

'rost  JD  Jr:  A system  for  automatically 
ilyzing  sleep.  Scientific  exhibit  at  the 
h annual  Clinical  Convention  of  the 
lerican  Medical  Association.  Boston, 

V 29-Dec  2,  1970;  and  at  the  42nd  annual 
entific  meeting  of  the  Aerospace  Medical 
sociation,  Houston,  Apr  26-29,  1971 
Vogel  GW:  Data  on  file,  Medical  Depart- 
mt,  Hoffmann-La  Roche  Inc. , Nutley  NJ 
Dement  WC:  Data  on  file.  Medical  Depart- 
;nt,  Hoffmann-La  Roche  Inc.,  Nutley  NJ 
Data  on  file.  Medical  Department, 
)ffmann-La  Roche  Inc.,  Nutley  NJ 


Ifore  prescribing  Dalmane  (flurazepam 
21),  please  consult  complete  product 
formation,  a summary  of  which  follows: 
dications:  Effective  in  all  types  of  insomnia 
aracterized  by  difficulty  in  falling  asleep, 
;quent  nocturnal  awakenings  and/or  early 
orning awakening;  inpatients  with  recurring 
somnia  or  poor  sleeping  habits:  and  in 
:ute  or  chronic  medical  situations  requiring 
■stful  sleep.  Since  insomnia  is  often  transient 
td  intermittent,  prolonged  administration  is 
merally  not  necessary  or  recommended, 
antraindications:  Known  hypersensitivity 
I flurazepam  HCl. 


Warnings:  Caution  patients  about  possible 
combined  elfects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ata.xia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney- 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 


or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  G1  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCl. 


Depend  on  highly 
predictable  results 
with 

Dalmane 

(flurazepam  HCl) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  suffice  in  some  patients). 

One  15-nig  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

specifically  indicated 
for  insomnia 

Objectively  proved  in  the  sleep  research  laboratory: 

■ sleep  with  fewer  nighttime  awakenings 

■ sleep  within  17  minutes,  on  average 

■ sleep  for  7 to  8 hours,  on  average, 
with  a single  h.s.  dose. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  071 10 


Should  a 

specially  prepared 
package  insert 
be  made  available  to 
patients? 


§ 


Dr.  Alexander  M.  Schmidt 
Commissioner, 
Food  and  Drug 
Administration 


Dr.  James  H.  Sammons 
Executive  Vice  President 
of  the  American 
Medical  Association 
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The  idea  of  a so-called  patien 
package  insert  has  been  around  f i 
a long  time.  Many  physicians  alre:i 
use  written  instruction  sheets  to 
provide  patients  with  information ! 
about  the  drugs  they  are  taking.  A' 
some  physicians  give  verbal  instri 
tions;  but  in  too  many  instances 
these  are  what  I call  eye-glazing  e 
ercises.  I have  seen  patients  sit  wii 
glazed  eyes  listening  to  a rapid-fir 
lecture  by  a hurried  physician  whi' 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  ther 
fore  do  not  follow  instructions.  So 
think  the  idea  of  an  official  packaj' 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as 
extension  of  drug  labeling. 


The  benefits  of  patient  involvement 

Many  physicians  may  not  rea 
ize  how  frequently  a patient  obtair 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  Ar 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  har 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  i: 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pn 
scription,  is  a bill. 

As  an  educator  I am  impress 
by  the  principle  that  the  best  way  1 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  i 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  yoi 
begin  to  use  semi-medical  or  medi 
cal  terms  to  describe  complicatior 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pe 
tient— particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a packa^ 
insert  will  probably  give  the  patien' 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligatio 
to  explain  the  insert. 


Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  £ 
bit  of  good  to  indicate  that  a patien 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


n purpose  of  drug  information 
he  patient  is  to  get  his  coopera- 
I in  following  a drug  regimen. 

paration  and  distribution  of 
[ent  drug  information 

; We  would  hope  to  amass  infor- 
hon  from  physicians,  medical 
pieties,  the  pharmaceutical  indus- 
pnd  centers  of  medical  learning, 
f ultimate  responsibility  for  uni- 
n labeling  must,  however,  rest 
1 the  Food  and  Drug  Administra- 
,1.  There  is  nothing  wrong  with 
j,  agency  saying,  "this  informa- 
is  generally  agreed  upon  and 
irefore  it  should  be  used,”  as  long 
)ur  process  for  getting  the  infor- 
|tion  is  sound. 

’ Distribution  of  the  information 
problem.  In  great  measure  it 
jid  depend  on  the  medication  in 
istion.  For  example,  in  the  case 
in  injectable  long-acting  proges- 
ane,  we  would  think  it  mandatory 
ssue  two  separate  leaflets— a 
)rt  one  for  the  patient  to  read  be- 
egetting the  first  shot  and  a long 
3 to  take  home  in  order  to  make  a 
:ision  about  continuing  therapy, 
this  case,  the  information  might 
iput  directly  on  the  package  and 
f removable  at  all.  But  for  a medi- 
i.ion  like  an  antihistamine  this 
brmation  might  be  issued  sepa- 
ely,  thus  givingthe  physician  the 
tion  of  distribution.  This  could 
3serve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  asa  most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


|ly  the  doctor  can  remove  that  fear 
■20  or  30  minutes  of  conversation. 

I I’m  not  suggesting  that  we 
' hhold  any  information  from  the 
Itient  because,  first  of  all,  it  would 
totally  dishonest  and  secondly,  it 
iuld  defeat  the  very  purpose  of  the 
sert.  I do  think  that  a patient  on  the 
th  control  pill  should  know  about 
3 incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
e incidence  of  serious  adverse  re- 
tions,  then  you  have  to  tell  him 
at  a concerned  medical  decision 
3S  made  to  use  a particular  medi- 
tion  in  his  situation  after  careful 
msideration  of  the  incidence  of 
|)mplications  or  side  effects. 

I'notionally  unstable  patients  pose 
special  problem 

There  are  patients  who,  be- 
luse  of  severe  emotional  problems, 
)uld  not  handle  the  information 
mtained  in  a patient  package  in- 
jrt.  Yet  if  we  are  going  to  have  a 
iackage  insert  at  all,  we  just  can’t 
Pve  two  inserts.  I think  we  might 
Imply  have  to  tell  the  families  of 
|iese  patients  to  remove  the  insert 
om  the  package. 

I 

egal  implications  of  the  patient 
ackage  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyonetaking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 

react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A.  and  the  F.D.  A. 


1 view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition— 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


CONTINUING  EDUCATION  COURSES 


SEPTEMBER 

Basic  Sciences;  Biochemistry 

Title:  Biochemistry  Seminar 
Sponsor:  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Baylor  College  of 
Medicine,  Houston 
Dates:  Sep  15,  1975-May  14,  1976 
Duration:  Intermittent;  30  sessions  on 
Thursdays;  1 hour  instruction  per  day 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  seminar 
Contact:  Marrs  McLean,  Dept  of 
Biochemistry,  Baylor  College  of  Medi- 
cine, 1200  Moursund  Ave,  Houston 
77025 


Basic  Sciences:  Physiology 

Title:  History  of  Physiology  and 
Medicine 

Sponsor:  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Baylor  College  of 
Medicine,  Houston 
Dates:  Sep  9-Dec  9,  1975 
Duration:  Intermittent;  7-15  days, 
depending  upon  quarter;  IV2  hours 
instruction  per  day;  101/2-221/2  total 
course  hours,  depending  upon  quarter 
Fee:  To  be  determined 
Designed  For:  General  practice  and  part 
time  specialty:  Full  time  specialty 
Teaching  Methods:  Audiovisual  ma- 
terials, lecture,  open  question 
Contact:  Dr.  Robert  L Vick,  Prof  of 
Physiology,  Baylor  College  of  Medicine, 
1200  Moursund  Ave,  Houston  77025 


General  Medicine 

Title:  Irritable  Bo\«el  Syndrome  (Dr. 
Ralph  D Eichorn) 

Sponsors:  Harris  County  Academy  of 
Family  Physicians:  Baylor  College  of 


Medicine,  Houston;  UT  Medical  School 
at  Houston 

Location  of  Course:  University  Club, 
Houston 

Date:  Sep  8,  1975 
Duration:  1 session;  1 hour  of 
instruction 

Designed  For:  General  practice  and 
part  time  specialty;  Full  time  specialty 
Credit:  1 prescribed  hour,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual 
materials,  lecture 

Contact:  Dr.  Cassie  E Stuermer,  Chmn, 
Program  Committee,  Harris  County 
Academy  of  Family  Physicians,  103 
Jesse  H Jones  Library  Bldg,  Houston 
77025 


Hematology 

Title:  Clinical  Hemostasis 
Sponsor:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Date:  Sep  20,  1975 
Fee:  $35 

Designed  For:  Family  physicians, 
internists 

Contact:  Dr.  George  J Race,  Dean, 

A Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave,  Dallas 
75246 


Title:  Hemostasis  Program 

Sponsor:  A Webb  Roberts  Center  for 

Continuing  Education 

Location  of  Course:  Brookhaven  Country 

Club,  Dallas 

Date:  Sep  20,  1975 

Fee:  $40 

Designed  For:  Pathologists,  family 
physicians,  hematologists 
Teaching  Method:  Lecture 
Contact:  Dr.  George  J Race,  Dean,  A 
Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave,  Dallas 
75246 


Internal  Medicine 

Title:  Current  Concepts  in  Diagnosis  and 
Management  of  Reversible  Airways 
Obstruction 

Sponsors:  The  Pulmonary  Division, 

Dept  of  Internal  Medicine,  UT 
Southwestern  Medical  School;  A Webb 
Roberts  Center  for  Continuing  Education 
Location  of  Course:  Gooch  Auditorium, 
UT  Health  Science  Center  at  Dallas 
Dates:  Sep  18-19,  1975 
Fee:  $15 

Designed  For:  Pulmonary  physicians, 
internists,  family  physicians, 
respiratory  therapists 
Teaching  Method:  Lecture 
Contact:  A Webb  Roberts  Center  for 
Continuing  Education,  3500  Gaston 
Ave,  Dallas  75246 


Malignant  Disease 

Title:  Clinical  Oncology  Seminars 
Sponsor:  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Baylor  College  of 
Medicine,  Houston 
Dates:  September-November,  1975 
Duration:  Intermittent;  22  days;  1 hour 
instruction  per  day 
Fee;  None 

Designed  For:  General  practice  and 
part  time  specialty;  Full  time  specialty 
Teaching  Methods:  Audiovisual  ma- 
terials, clinical  conference,  lecture, 
open  question,  panel,  seminar 
Contact:  Dr.  Frank  E Smith,  Assoc  Prof 
of  Medicine,  Baylor  College  of  Medi- 
cine, 1200  Moursund  Ave,  Houston 
77025 


Title:  Medical  Oncology  Course 
Sponsors:  UT  System  Cancer  Center 
MD  Anderson  Hospital  and  Tumor 
Institute  at  Houston;  UT  Health  Science 
Center  at  Houston,  Division  of  Con- 
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tinuing  Education 
Dates:  Sep  8-10,  1975 
Teaching  Methods:  Lecture,  discussion 
Contact:  Office  of  the  Director,  UT 
Health  Science  Center  at  Houston, 
Division  of  Continuing  Education, 

PO  Box  20367,  Houston  77025 


Title:  Medical  Oncology  Course 
Sponsors:  UT  System  Cancer  Center 
MD  Anderson  Hospital  and  Tumor  In- 
stitute at  Houston,  UT  Health  Science 
Center  at  Houston,  Division  of  Con- 
tinuing Education 
Location  of  Course:  Houston 
Dates:  Sep  24-26,  1975 
Credit:  24  hours.  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Lecture,  discussion 
Contact:  The  Office  of  the  Director, 

UT  Health  Science  Center  at  Houston, 
Division  of  Continuing  Education, 

PO  Box  20367,  Houston  77025 


Obstetrics  & Gynecology 

Title:  The  Great  Debates  in  Obstetrics 
and  Gynecology 

Sponsor:  Dept  of  Obstetrics  and  Gyne- 
cology, Baylor  College  of  Medicine, 
Houston 

Dates:  Sep  11-13,  1975 
Fee:  $150  for  full  course,  $100  for  The 
Great  Debates,  $50  for  Genetics 
Symposium  only 

Credit:  American  College  of  Obstetrics 
and  Gynecology 

Contact:  Dr.  Veasy  C Buttram,  Jr,  Dept 
of  Obstetrics  and  Gynecology,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 


Ophthalmology 

Title:  Retinal  Disease  Program 
Sponsors:  Retina  Services  of  the  Dept  of 
Ophthalmology,  UT  Southwestern 
Medical  School;  Presbyterian  Hospital 


of  Dallas:  A Webb  Roberts  Center  for 

Continuing  Education 

Location  of  Course:  Fairmont  Hotel, 

Dallas 

Dates:  Sep  20-21,  1975 
Fee:  $175  pre-register, 

$200  at  door 

Designed  For:  Ophthalmologists 
Teaching  Method:  Lecture 
Contact:  A Webb  Roberts  Center  for 
Continuing  Education,  3500  Gaston 
Ave,  Dallas  75246 


Otolaryngology 

Title:  Workshop  in  Soft  Tissue  Surgery 
(See  PLASTIC  SURGERY) 


Pediatrics 

Title:  Advances  in  Pediatrics — 1975 
Sponsors:  Texas  Pediatric  Society; 
Texas  Society  of  Pediatric  Surgeons 
Location  of  Course:  Hyatt  Regency 
Hotel,  Houston 
Dates:  Sep  26-27,  1975 
Duration:  Continuous;  2 days 
Fee:  $25  for  nonmembers  of  Texas 
Pediatric  Society 

Credit:  Approximately  7 elective  hours, 
A AFP 

Teaching  Methods:  Audiovisual  ma- 
terials, lecture,  open  question 
Contact:  Dr.  Sheldon  W Joseph,  Chmn, 
District  I,  Texas  Pediatric  Society, 

6303  S Park  Blvd,  Houston  77021 


Physical  Medicine  & Rehabilitation 
Title:  The  Heart 

Sponsor:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Location  of  Course:  Beasley  Audi- 
torium, Baylor  University  Medical 
Center,  Dallas 


Dates:  Sep  26-27,  1975 
Duration:  2 days 
Fee:  $10 

Designed  For:  Physiatrists;  Full  time 
specialty 

Teaching  Method:  Lecture 
Contact:  Dr.  George  J Race,  Dean, 

A Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave,  Dallas 
75246 


Plastic  Surgery 

Title:  Workshop  in  Soft  Tissue  Surgery 
Sponsors:  Otolaryngology  Training 
Program,  UT  Health  Science  Center, 
Dallas;  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery 
Location  of  Course:  UT  Health  Science 
Center,  Dallas 
Dates:  Sep  26-28,  1975 
Fee:  $100  for  residents;  $175  for  prac- 
ticing physicians 

Teaching  Methods:  Lecture,  panel, 
laboratory  sessions,  problem  case 
solving  sessions 

Contact:  Dr.  Jack  P Gunter,  Program 
Coordinator,  Division  of  Otolaryn- 
gology, Suite  314,  8210  Walnut  Hill 
Lane,  Dallas  75231 


Psychiatry 

Title:  18  Dream  Seminars — 

A Study  in  Dynamics 
Sponsors:  Dept  of  Psychiatry,  UT 
Southwestern  Medical  School;  A Webb 
Roberts  Center  for  Continuing 
Education 

Location  of  Course:  6601  Hunters’ 
Glen  Rd,  Dallas 

Dates:  Every  other  Monday,  Sep  8, 
1975-May  17,  1976 
Duration:  7:15  pm-8:45  pm 
Fee:  $180 

Designed  For:  Practicing  psychiatrists, 
residents,  psychologists,  other 
interested  persons  admitted  at 
discretion  of  Dept  of  Psychiatry, 
UTSWMS 
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Teaching  Methods:  Lecture,  clinical 
practice 

Contact:  Dept  of  Psychiatry,  UT 
Southwestern  Medical  School, 

5323  Harry  Hines  Blvd,  Dallas  75235 


Title:  Psychotherapy  Seminar 

Sponsors:  Timberlawn  Foundation, 

Dallas:  UT  Southwestern  Medical 

School  at  Dallas 

Location  of  Course:  Timberlawn 

Foundation,  Dallas 

Dates:  Sep  11,  1975-Jun  1,  1976 

Duration:  Intermittent;  35  weeks; 

35  days;  1 1/2  hours 
Fee:  $350 

Designed  For;  Psychiatrists 
Enrollment:  Minimum,  10; 
maximum,  30 

Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 
Teaching  Methods:  Audiovisual  ma- 
terials, enrollee  observes  procedure, 
enrollee  performs  procedure,  lecture, 
open  question,  seminar,  television 
Contact:  Dr.  Jerry  M Lewis,  Dir  Of 
Training,  Timberlawn  Foundation, 
2750  Grove  Hill  Rd,  Dallas  75227 


Surgery 

Title:  Trauma 

Sponsors:  Continuing  Education  Divi- 
sion, UT  Medical  Branch,  Galveston; 
General  Surgery  Dept,  UT  Medical 
Branch,  Galveston 
Location  of  Course:  Holiday  Inn  of 
Galveston 

Dates:  Sep  11-12,  1975 
Duration:  Continuous;  2 days;  8 hours 
instruction  per  day 
Fee:  $60 

Designed  For:  General  practice  and 
part  time  specialty;  Full  time  specialty 
Enrollment:  Minimum,  25; 
maximum,  150 


Credit:  16  prescribed  hours,  AAFP 
Teaching  Methods:  Audiovisual  ma- 
terials, bedside  rounds,  clinical  con- 
ference, lecture,  open  question,  panel, 
seminar 

Contact:  NeKee  McNulty,  Admin  Asst, 
Continuing  Education  Division,  UT 
Medical  Branch,  8th  Floor,  John  Sealy 
Hospital,  Galveston  77550 


Other 

Title:  Application  of  Gas-Liquid  Chro- 
matography to  the  Clinical  Laboratory 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Sep  10-12,  1975 

Fee:  Entire  workshop,  lab  and  lecture, 

$150;  lecture  only,  $100 

Designed  For:  Physicians,  senior 

scientists,  laboratory  supervisors, 

technicians 

Credit:  20  hours.  Category  I,  AMA 
Physician’s  Recognition  Award;  Ameri- 
can Association  of  Clinical  Chemistry 
Teaching  Methods:  Lecture,  open  ques- 
tion, discussion,  visual  materials,  wet 
and  instrumental  laboratory  experi- 
ments 

Contact:  Continuing  Education  Services, 
UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio  78284 


Title:  Pastoral  Care  Program 

Sponsor:  A Webb  Roberts  Center  for 

Continuing  Education 

Location  of  Course:  Beasley  Auditorium, 

Baylor  University  Medical  Center,  Dallas 

Dates:  Sep  15-16,  1975 

Fee:  None 

Designed  For:  Physicians,  hospital 
chaplains 

Teaching  Method:  Lecture 
Contact:  Chaplain’s  Office,  Baylor 
University  Medical  Center,  3500  Gaston 
Ave,  Dallas  75246 


OCTOBER 

Cancer 

Title:  Leukemia:  Causes,  Treatment, 
New  Concepts  and  Roles 
Sponsors:  UT  Health  Science  Center  at 
San  Antonio;  UT  School  of  Nursing; 

The  Leukemia  Society  of  America,  Inc 

Dates:  Oct  9-10,  1975 

Credit:  12  elective  hours,  AAFP; 

12  hours.  Category  I,  AMA  Physician’s 
Recognition  Award 

Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio,  Room  409-410L 
Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at 
San  Antonio,  7703  Floyd  Curl  Dr, 

San  Antonio  78284 


Fractures 

Title:  Fractures:  Keep  out  of  Trouble 
in  the  Emergency  Room 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  La  Posada  Motor 
Hotel,  Laredo 
Dates:  Oct  25-26,  1975 
Duration:  Continuous:  IV2  days; 

7 total  hours  instruction 
Fee:  $85 

Designed  For:  Pediatricians,  family 
physicians,  emergency  room  physicians 
Enrollment:  Minimum,  30 
Credit:  7 prescribed  hours,  AAFP; 
Category  I,  AMA  Physician’s 
Recognition  Award 
Teaching  Methods:  Audiovisual 
materials,  lecture,  open  question 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean 
for  Continuing  Medical  Education, 

UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Dr, 

San  Antonio  78284 
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General  Medicine 

Title:  Management  of  Reproductive 
System  Disorders  in  Teenagers  (Dr. 

Emil  Steinberger  and  Dr.  Keith  D Smith) 
Sponsors:  Harris  County  Academy  of 
Family  Physicians;  Dept  of  Reproductive 
Medicine,  UT  Medical  School  at 
Houston 

Location  of  Course:  Auditorium,  Jesse 
H Jones  Library  Bldg,  UT  Health 
Science  Center,  Houston 
Date:  Oct  13,  1975 
Duration:  1 session;  1 hour  of 
instruction 

Designed  For;  General  practice  and 
part  time  specialty:  Full  time  specialty 
Credit:  1 prescribed  hour,  AAFP; 
Category  I,  AMA  Physician’s 
Recognition  Award 
Teaching  Methods:  Audiovisual 
materials,  lecture 
Contact:  Dr.  Cassie  E Stuermer, 

Chmn,  Program  Committee,  Harris 
County  Academy  of  Family  Physicians, 
103  Jesse  H Jones  Library  Bldg, 
Houston  77025 


Hematology 

Title:  Hematology  Review 
Sponsor:  Scott  and  White  Memorial 
Hospital  and  Scott,  Sherwood  and 
Brindley  Foundation,  Research  and 
Education  Division 
Location  of  Course:  Sid  Richardson 
Auditorium,  Scott  and  White 
Memorial  Hospital,  Temple 
Dates:  Oct  24-25,  1975 
Contact:  Dr.  NC  Hightower,  Scott  and 
White  Memorial  Hospital  and  Scott, 
Sherwood  and  Brindley  Foundation, 
Research  and  Education  Division, 
Temple,  Tex  76501 


Internal  Medicine 

Title:  The  Undescended  Testicle 
(See  UROLOGY) 


Malignant  Disease 

Title:  The  Keener  Robinson  Moseley 
Pediatric  Oncology  Conference 
(See  PEDIATRICS) 


Obstetrics  & Gynecology 

Title:  What’s  New  and  Important  in 

Obstetrics  and  Gynecology 

Sponsors:  Dept  of  Obstetrics  and 

Gynecology,  UT  Southwestern  Medical 

School:  A Webb  Roberts  Center  for 

Continuing  Education 

Location  of  Course:  UT  Health  Science 

Center,  5323  Harry  Hines  Blvd,  Dallas 

Dates:  Oct  14-18,  1975 

Fee:  $350  complete  course,  $250  basic 

course,  $100  pathology  only 

Designed  For:  Obstetricians, 

gynecologists 

Teaching  Method:  Lecture 

Contact;  A Webb  Roberts  Center  for 

Continuing  Education,  3500  Gaston 

Ave,  Dallas  75246 


Ophthalmology 

Title:  Ophthalmology  and  Otolaryn- 
gology for  the  Primary  Care  Physician 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  Lakeway  Inn, 

Austin 

Dates:  Oct  6-10,  1975 
Fee:  $250 

Credit:  20  prescribed  hours,  AAFP; 

20  hours.  Category  I,  AMA  Physician’s 
Recognition  Award 
Teaching  Methods:  Audio-visual 
materials,  lecture,  demonstration, 
work  sessions  with  teaching  models 
Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at 
San  Antonio,  7703  Floyd  Curl  Dr, 

San  Antonio  78284 


Title;  International  Symposium  on 
Intraocular  Lens  Technology 
Sponsor:  Program  in  Ophthalmology, 

UT  Medical  School  at  Houston 
Location  of  Course:  Hyatt  Regency, 
Houston 

Dates:  Oct  31-Nov  1,  1975 
Duration:  Continuous;  2 days; 

14  course  hours 
Fee:  $200 

Teaching  Methods:  Audiovisual  material, 
lecture,  open  question 
Contact;  Dr.  Charles  A Garcia,  6436 
Fannin,  Suite  401,  Houston  77025 


Orthopedic  Surgery 

Cancelled:  Moore  Lectureship  in 
Orthopedic  Surgery,  A Webb  Roberts 
Center  for  Continuing  Education, 
Dallas,  October,  1975 


Pediatrics 

Title:  The  Keener  Robinson  Moseley 
Pediatric  Oncology  Conference 
Sponsors:  Children’s  Medical  Center  of 
Dallas;  Dept  of  Pediatrics,  UT  Health 
Science  Center  at  Dallas  (Southwestern 
Medical  School) 

Date:  Oct  10,  1975 
Contact:  Dr.  Jo  Ann  M Cornet,  Dept  of 
Pediatrics,  5323  Harry  Hines  Blvd, 
Dallas  75235 


Urology 

Title:  The  Undescended  Testicle 

Sponsor;  A Webb  Roberts  Center  for 

Continuing  Education 

Location  of  Course:  Beasley  Auditorium, 

Baylor  University  Medical  Center,  Dallas 

Date:  Oct  8,  1975 

Fee:  None 

Designed  For:  Urologists,  internists 
Teaching  Method:  Lecture 
Contact:  Dr.  George  J Race,  Dean, 

A Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave, 

Dallas  75246 
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Physician  Equipment  Floaters 

20 — 30%  Savings  on  Fire  Insurance 


CALL  US  PERSON-TO-PERSON 
COLLECT  OR  HAVE  YOUR  AGENT  CALL 


One  of  the  largest  writers  of 

Malpractice  Liability  in  Texas! 
One  Million  Dollar  Umbrella  Limits 


TRfWieU INSURANCE; 

Russell  Grace,  C.P.C.U.  2304  West  Seventh  Street 

Ft.  Worth;  817/332-9268  Fort  Worth,  Texas  76107 

Dallas:  214/429-1500  Telex:  758258 


THE  DIAGNOSTIC  CLINIC  OF  SAN  ANTONIO.  P.A. 


4647  MEDICAL  DRIVE  SAN  ANTONIO,  TEXAS  78284 
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Infectious  Diseases 

CHARLES  H.  MIMS,  M.D. 
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NEUROLOGY 
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JAMES  D.  O’KEEFE,  M.D. 
Cardiology 
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Hematology 

SYDNEY  SCHIFFER,  M.D. 

Diabetes  - Endocrinology 
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WILLIARD  C.  SCHWARTZ,  M.D. 

WHEELER  E.  LAIRD,  Administrator 
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TEXAS  MEDICINE 


TEXAS  MEDICAL  ASSOCIATION 

The  Fall  Conference  of  the  Texas  Medical  Association — 1975 
Update  on  Medical  Issues — is  scheduled  for  Oct  3-5,  1975,  at 
the  Joe  C.  Thompson  Conference  Center  in  Austin.  For  full  de- 
tails, see  news  story  on  page  6. 

Contact:  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar  Blvd, 
Austin  78701. 


COMING 

MEETINGS 


TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS 

The  26th  Annual  Scientific  Assembly  of  the  Texas  Academy  of 
Family  Physicians  is  scheduled  for  Sep  14-17,  1975,  at  the  Hous- 
ton Oaks  Hotel,  Houston.  This  year’s  assembly  is  being  offered  in 
cooperation  with  Baylor  University  College  of  Medicine.  Fea- 
tured speakers  are  Dr.  Carl  B Hall,  president  elect  of  the  Ameri- 
can Academy  of  Family  Physicians;  Dr.  James  Sammons,  execu- 
tive vice-president  of  the  American  Medical  Association ; and 
Dr.  Phil  Thorek,  who  will  deliver  the  Annual  Sinks  McLarty 
Memorial  Lecture.  The  program  is  acceptable  for  a maximum 
of  23  prescribed  hours  by  the  American  Academy  of  Family 
Physicians.  Registration  fees:  .$50  for  members,  $75  for  non- 
members. 

Contact:  Donald  C Jackson,  Exec  Off,  1905  N Lamar,  Austin 
78705. 


TEXAS  PEDIATRIC  SOCIETY 

The  Texas  Pediatric  Society  will  hold  its  53rd  Annual  Meeting 
Sep  25-27,  1975,  at  the  Hyatt  Regency  Hotel,  Houston.  It  is 
combined  with  the  meetings  of  the  Texas  Chapter,  American 
Academy  of  Pediatrics  and  the  Texas  Society  of  Pediatric  Surg- 
eons. With  the  exception  of  interns,  residents,  nurses,  and  stu- 
dents, all  registrants  will  be  charged  a $25  registration  fee. 

Contact:  Miss  Mary  E Greene,  Admn  Asst,  1801  N Lamar  Blvd, 
Austin  78701. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  COLLEGE  OF  CARDIOLOGY, 
Philadelphia,  Sep  22-26,  1975.  Mechanisms 
and  therapy  of  cardiac  arrhythmias,  a tu- 
torial program  designefl  to  instruct  in  the 
approach  to  the  identification  of  complex 
cardiac  arrhythmias.  Fundamental  knowl- 
edge of  electrocardiography  essential  for 
participants.  Pocket  calipers  required.  Maxi- 
mal enrollment  of  60  persons.  Advance  regis- 
tration required.  Fee:  $200  for  members  of 
ACC,  $250  for  nonmemhers.  37  hours.  Cate- 
gory I.  AMA  Physician's  Recognition 
Award.  Contact:  Miss  Mary  Anne  Mclnerny. 
Dir,  Dept  of  Continuing  Education  Pro- 
grams, American  College  of  Cardiology, 
9650  Rockville  Pike,  Bethesda,  Md  20014. 


ANNUAL  ARKANSAS-OKLAHOMA  CAN- 
CER FORUM,  Sheraton  Inn,  Ft.  Smith, 
Ark,  Sep  25-26,  1975.  Theme:  current 

concepts  in  care  of  the  cancer  patient. 
Presented  in  cooperation  with  Memorial 
Hospital  and  Sioan-Kettering  Institute  of 
New  York.  No  registration  fee.  Contact: 
Dr.  .Toe  M Parker.  Publicity  Chmn.  Ameri- 
can Cancer  Society,  1312  NW  24th  St,  Okla- 
homa City  73106. 


M O N T A N A/W YOMING  REGIONAL 
MEETING,  AMERICAN  COLLEGE  OF 
PHYSICIANS,  Jackson  Lake  Lodge,  Grand 
Teton  National  Park.  Wyo,  Sep  12-13,  1975. 
Designed  to  bring  ijhysicians  up-to-date  on 
developments  in  internal  medicine.  Category 
I,  AMA  Physician's  Recognition  Award. 
Contact:  Dr.  Allan  L Goulding,  c/o  Billings 
Clinic,  Billings,  Mont  59101. 


WORKSHOP  IN  SOFT  TISSUE  SURGERY 

A two  and  one  half  day  workshop  on  basic  plastic  surgical  tech- 
niques in  soft  tissue  surgery  -will  be  held  Sep  26-28,  1975,  at  The 
University  of  Texas  Health  Science  Center  in  Dallas.  The  work- 
shop is  sponsored  by  The  University  of  Texas  Otolaryngology 
Training  Program  in  conjunction  with  the  American  Academy  of 
Facial  Plastic  and  Reconstructive  Surgery.  The  tuition  is  $100 
for  residents  and  $175  for  practicing  physicians. 


NEW  MEXICO  DEPARTMENT  OF  HOS- 
PITALS AND  INSTITUTIONS,  Albu<iuer- 
que,  NM,  Sep  30-Oct  1,  1975.  Symposium 
entitled  The  Mentally  Retarded  in  the  Com- 
munity. Dr.  George  Tarjan,  program  dir, 
mental  retardation,  and  prof  of  psychiatry. 
University  of  Calif  at  Los  Angeles,  featured 
speaker.  Continuing  education  credit  pro- 
vided through  NM  Medical  Society.  Con- 
tact: Cynthia  H Moore,  Coordinator,  Com- 
munity Services,  PO  Box  208,  Los  Lunas, 
NM  87031. 


Contact:  Dr.  Jack  P Gunter,  Program  Coordinator,  Division  of  other  courses  and  symposiums,  see 

Otolaryngology,  Suite  314,  8210  Walnut  Hill  Lane,  Dallas  75231.  Continuing  Education  Courses,  pp  40-43. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


OTHER  SEPTEMBER  MEETINGS 

AMERICAN  ACADEMY  FOR  CEREBRAL  PALSY,  New 
Orleans,  Sep  24-28,  1976.  Janies  E Bryan,  Exec  Sec, 
1266  New  Hampshire  Ave  NW,  Suite  1030,  Washington 
DC  20036. 

■ AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Dallas,  Sep  21-25,  1975.  Dr.  CM 
Kos,  Exec  Sec-Treas,  15  Second  St  SW,  Rochester,  Minn 
55901. 

AMERICAN  ASSOCIATION  OF  ELECTROMYOGRA- 
PHY AND  ELECTRODIAGNOSIS,  Rochester,  Minn, 
Sep  21-24,  1976.  Dr.  W C Wiederholt,  Sec-Treas,  7010 
Via  Valverde,  La  Jolla,  Calif  92037. 

■ AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Dallas,  Sep  20-25,  1976.  LA  Zupan,  Exec  Sec,  1100  17th 
St  NW,  Washington,  DC  20036. 

AMERICAN  MEDICAL  ASSOCIATION  CONGRESS  ON 
OCCUR ATIONAL  HEALTH,  Cincinnati,  Sep  29-30,  1976. 
Dept  of  Environmental.  Public  and  Occupational  Health, 
636  N Dearborn  St,  Chicago  60610. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Atlanta,  Sep 
30-Oct  3,  1976.  Dr.  James  F Martin,  Sec  and  Exec  Off, 
300  S Hawthorne  Rd,  Winston-Salem,  NC  27103. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLO- 
GISTS. Chicago,  Sep  19-26,  1975.  DL  Gilcrest,  Exec  Dir, 
2100  W Harrison  St.  Chicago  60612. 

■ AMERICAN  SOCIETY  OF  OPHTHALMOLOGIC  AND 
OTOLARYNGOLOGIC  ALLERGY,  Dallas,  Sep  19-20,  1975, 
Dr.  WA  Ward,  Sec-Treas.  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem,  NC  27103. 

COLLEGE  OF  AMERICAN  PATHOLOGISTS,  Chicago, 
Sep  19-26,  1975.  Howard  E Cartwright,  Exec  Dir,  230  N 
Michigan  Ave,  Chicago.  Ill  60601. 

FLYING  PHYSICIANS  ASSOCIATION,  INC,  Lake 
Geneva,  Wis,  Sep  7-12,  1975.  Albert  Carriere,  Bus  Counsel. 
801  Green  Bay  Rd,  Lake  Bluff,  111  60044. 

INTERNATIONAL  COLLEGE  OF  PSYCHOSOMATIC 
MEDICINE,  Rome/Sicily,  Sep  16-29,  1976.  Dr.  Adam  J 
Krakowski,  Sec,  210  Cornelia  St,  Suite  103,  Plattsburg 
NY  12901. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Sep  13,  1976.  Mrs.  Carlie  Umphres,  Exec  Sec,  Box 
3276,  Amarillo  79106. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS, 
Houston,  Sep  13-17,  1976.  Donald  C Jackson,  Exec  Off! 
1906  N Lamar,  Austin  78706. 

■ TEXAS  PEDIATRIC  SOCIETY,  Houston,  Sep  26-27, 
1976.  Miss  Mary  E Greene,  Admin  Asst,  1801  N Lamar 
Blvd,  Austin  78701. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Corpus 
Christi,  Sep  20-21,  1976.  Mrs.  Mary  Jones,  1906  N 
Lamar,  Austin  78705. 


OCTOBER 

AMBULANCE  SOCIETY  OF  AMERICA,  Omaha  Oct 
9-10,  1976.  230  E 6th  St,  St.  Paul  66101. 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS 
Chicago,  Oct  6-9,  1976.  1740  W 92nd  St,  Kansas  City’ 
Mo  64114. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Washington. 
DC,  Oct  18-23,  1975.  Dr.  RG  Frazier,  Exec  Dir,  1801  Hin- 
man  Ave,  Evanston,  111  60204. 


AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMU- 
NOLOGY AND  ALLERGY,  Palm  Springs,  Calif,  Oct 
16-19,  1975.  PO  Box  912,  DTS,  Omaha  68101. 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY 
THERAPY,  Anaheim,  Calif,  Oct  31-Nov  6,  1976.  7411 
Hines  Place,  Dallas  76236. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Ana- 
heim, Calif,  Oct  26-30,  1976.  Dr.  A Softer,  Exec  Dir, 
911  Busse  Hwy,  Park  Ridge,  111  60068. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSI- 
CIANS, Las  Vegas,  Nev,  Oct  7-9,  1975.  AE  Auer,  Exec 
Off,  241  E Saginaw,  East  Lansing,  Mich  48823. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct  13-17,  1976.  66  E Erie  St,  Chicago  60611. 

■ AMERICAN  DIETETIC  ASSOCIATION,  San  Antonio, 
Oct  20-24,  1976.  Clara  Zempel,  RD,  Exec  Dir,  430  N 
Michigan  Ave,  Chicago  60611. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SO- 
CIETY, Mexico  City,  Oct  16-18,  1976.  Mrs.  Margaret  H 
Henry,  Exec  Off,  4137  Erie  St,  Willoughby,  Ohio  44094. 

AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Hono- 
lulu, Oct  27-31,  1976.  20  S Quaker  Lane,  Alexandria, 
Va  22313. 

AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  SUNLIGHT  AND  HEALTH.  New  York.  Oct  20-21, 
1976.  Dept  of  Drugs,  636  N Dearborn  St,  Chicago  60610. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  Miami 
Beach,  Fla,  Oct  12-17,  1976.  Mrs.  Mary-j  Waterstraat. 
RRA,  Exec  Dir,  211  E Chicago  Ave,  Chicago  60611. 

■ AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIA- 
TION, Houston.  Oct  18-19,  1975.  Howard  N Schulz,  Exec 
Dir,  150  N Wacker  Dr,  Chicago  60606. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS, 
Chicago,  Oct  11-15,  1975.  John  W Andes.  Exec  Sec,  616 
Busse  Hwy,  Park  Ridge,  111  60068. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE, 
Portland,  Ore,  Oct  3-4,  1976.  635  Central  Tower  Bldg. 
703  Market  St,  San  Francisco  94103. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  Toronto,  Oct  19-24,  1976. 

DF  Whaley,  CAE,  Exec  Off,  29  E Madison,  Chicago 
60602. 

■ ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  Dallas,  Oct  13-16,  1976. 

Dr.  Chester  E Cook,  Pres,  PO  Box  2699,  Dallas  78421. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  San  Francisco,  Oct  8-11,  1975.  Mrs.  Virginia 
E Bryant,  Exec  Sec,  333  W Thomas  Rd,  Suite  #207, 
Phoenix.  Ariz  86013. 

PURDUE  DEFIBRILLATION  CONFERENCE.  Lafayette, 
Ind,  Oct  1-3,  1976.  Division  of  Conferences  and  Continua- 
tion Services,  Stewart  Center.  Purdue  University,  West 
Lafayette,  Ind  47907. 

SOCIETY  FOR  CLINICAL  AND  EXPERIMENTAL 
HYPNOSIS,  Chicago,  Oct  7-12,  1976.  Mrs.  Marion  Kenn, 
Admin  Sec,  206  W End  Ave,  Apt  IP,  New  York  10023. 

■ SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Houston, 
Oct  4-7,  1976.  A S Brentwell,  Exec  Off,  PO  Box  10387, 
Raleigh,  NC  27606. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Fort  Worth, 
Oct  17-18,  1976.  Dr.  William  F Spiller,  6000  Montrose, 
Suite  110,  Houston  77006. 


TEXAS  MEDICINE 


■ TEXAS  DISTRICT  BRANCH  OF  AMERICAN  PSY- 
CHIATRIC ASSOCIATION.  Austin,  Oct  31-Nov  2,  1976. 
Dr.  Tracy  Gordy,  404  Medical  Park  Tower,  Austin  78706. 

■ TEXAS  MEDICAL  ASSOCIATION,  Fall  Conference  and 
House  of  Delegates,  Austin,  Oct  3-5,  1975.  C Lincoln  Willis- 
ton.  Exec  Dir,  1801  N Lamar  Blvd,  Austin  78701. 

WORLD  MEDICAL  ASSOCIATION,  Tokyo,  Oct  6-11, 
1976.  Miss  Margaret  L Natwick,  Exec  Off,  10  Columbus 
Circle,  New  York  10019. 


NOVEMBER 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Atlanta,  Nov  16-21,  1976. 
Creston  C Herold,  Exec  Off,  30  N Michigan  Ave,  Chi- 
cago 60602. 

AMERICAN  ASSOCIATION  OF  GYNECOLOGICAL 
LAPAROSCOPISTS,  Las  Vegas,  Nev,  Nov  20-23,  1976. 
Dr.  Jordan  M Phillips,  Pres,  11239  S Lakewood  Blvd, 
Downey.  Calif  90241. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Boston,  Nov  16-21,  1976.  Joseph  J 
Garvey,  Exec  Off,  2317  W Jefferson  St,  Joliet,  111 
60435. 

AMERICAN  CANCER  SOCIETY.  INC.  New  York,  Nov 
6-7,  1976.  Lane  W Adams,  Exec  Off,  219  E 42nd  St, 
New  York  10017. 

AMERICAN  COLLEGE  OF  PREVENTIVE  MEDICINE, 
Chicago,  Nov  16-17,  1976.  Ward  Bentley,  Exec  Dir,  801 
Old  Lancaster  Rd,  Bryn  Mawr,  Pa  19010. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE, Atlanta.  Nov  16-21,  1976.  Creston  C Herold,  Exec 
Dir,  30  N Michigan  Ave,  Chicago  60602. 

AMERICAN  FRACTURE  ASSOCIATION.  Bal  Harbour. 
Fla,  Nov  16-20,  1976.  Dr.  HW  Wellmerling,  Sec-Gen, 
600  Livingston,  Bloomington,  111  61701. 

■ AMERICAN  HEART  ASSOCIATION,  Dallas,  Nov 
18-22,  1976.  WW  Moore,  Exec  Off,  44  E 23rd  St,  New 
York  10010. 

AMERICAN  MEDICAL  ASSOCIATION,  Honolulu,  Nov 
29-Dec  4,  1976.  636  N Dearborn,  Chicago  60610. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION, 
Tucson,  Ariz,  Nov  6-9,  1976.  Lorraine  Loesel,  Exec 
Off,  1740  Broadway,  New  York  10019. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION.  Chi- 
cago, Nov  16-20,  1976.  Dr.  WH  McBeath,  Exec  Dir. 
1016  18th  St  NW,  Washington,  DC  20036. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  San  Juan.  PR. 
Nov  6-8,  1976.  Dr.  Warren  R Lang,  Sec-Treas,  Health 
Sciences  Center,  130  S 9th  St,  Suite  1006,  Philadelphia 
19107. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES. 
Washington,  DC,  Nov  1-6,  1976.  Dr.  John  AD  Cooper, 
Pres,  One  Dupont  Circle,  NW,  Washington,  DC  20036. 

CONGRESS  OF  RADIOLOGY,  Manila,  Philippines, 
Nov  10-14,  1976.  The  Institute  for  Continuing  Educa- 
tion, PO  Box  11083,  Richmond,  Va  23230. 

NATIONAL  CONFERENCE  ON  PHYSICIANS. 
SCHOOLS  AND  COMMUNITIES,  Chicago.  Nov  20-21, 
1976.  636  N Dearborn,  Chicago  60610. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov  30-Dec  6,  1976.  Adele  Swenson,  Exec  Dir. 
One  MONY  Plaza,  Syracuse,  NY  13201. 


SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla,  Nov  16-19,  1976.  Mr.  Robert  F Butts.  Exec  Dir, 
2601  Highland  Ave,  Birmingham,  Ala  36206. 

■ TEXAS  MEDICAL  ASSOCIATION,  House  of  Delegates, 
Austin,  Nov  8-9,  1975.  C Lincoln  Williston,  Exec  Dir,  1801 
N Lamar  Blvd,  Austin  78701. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Fort  Worth,  Nov  7-8,  1976.  Dr. 
Bland  Schwaiting,  Pres,  304  Medical  Professional  Bldg, 
San  Antonio  78212. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  San 
Francisco,  Dec  6-11,  1976.  Dr.  John  M Shaw,  Sec-Treas 
and  Exec  Off,  1116  S F^fth  Ave,  Tacoma,  Wash  98406. 

■ AMERICAN  SOCIETY  OF  HEMATOLOGY.  Dallas. 
Dec  6-9,  1975.  Charles  B Slack,  Inc,  6900  Grove  Rd, 
Thorofare,  NJ  08086.. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  Hono- 
lulu, Dec  5-9,  1976.  Dr.  Jesse  L Ray,  1616  N Lake  Shore 
Dr.  Chicago  60610, 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va,  Dec  8-10,  1976.  Dr.  WD  Warren,  Sec,  Emory  Uni- 
versity, Atlanta  30033. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Dec  4-6,  1975.  Dr.  Marvin  Gerard,  Chmn,  Registration 
and  Public  Relations  Committee,  670  W Arapaho,  Suite  2, 
Richardson,  Tex  76080. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE.  San 
Antonio,  Dec  4-6,  1976,  Dr.  Robert  D Bone,  Sec-Treas, 
Box  841,  Corsicana  76110. 


JANUARY,  1976 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, New  Orleans,  Jan  30-Feb  4,  1976.  Dr.  CV 
Heck,  430  N Michigan  Ave,  Chicago  60611. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH 
TEXAS  CHAPTER,  Brownsville,  Jan  29-31,  1976.  Dr. 
Edwin  M Sykes,  Jr,  Sec,  428  Baltimore,  San  Antonio 
78215. 

AMERICAN  SOCIETY  FOR  SURGERY  OF  THE  HAND, 
New  Orleans,  Jan  28-30,  1976.  Dr.  JA  Boswick,  Jr, 
Sec-Treas,  4200  E 9th  St,  Box  2414,  Denver  80220. 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Snow- 
mass,  Colo,  Jan  24-31,  1976,  Donald  C Jackson,  Exec 
Dir,  1905  N Lamar  Blvd,  Austin  78705. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan  16-18, 
1976.  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar 
Blvd,  Austin  78701. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  Fort  Worth, 
Jan  23-25,  1976.  Iris  Wenzel,  1801  N Lamar  Blvd,  Aus- 
tin 78701. 


FEBRUARY,  1976 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  San  Antonio,  Feb  26-27,  1976.  SE  Cock- 
rell, Jr,  Exec  Off,  202  W French  Place,  San  Antonio  78212. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Houston,  Feb  18-20,  1976.  Mrs.  Floy  Bleker, 
Exec  Sec,  4300  N Lamar  Blvd,  Austin  78756. 
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Central  action 

Catapres  appears  to  lower 
blood  pressure  through 
central  alpha-adrenergic 
stimulation,  as  shown  in 
animal  studies.  This  results 
in  diminution  — but  not 
blocking  — of  sympathetic 
outflow  from  cardioaccelera- 
tor  and  vasoconstrictor 
centers  in  the  medulla. 


Not  a “depleter”, 
“blocker”,  “inhibitor”  or 
“false  transmitter” 


Not  a rauwolfia 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Normal  hemodynamic  responses  to  exercise 
are  unaffected 
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Psychophysiological  therapies 
in  medical  practice 

Kenneth  Gaarder,  MD 


New  techniques  such  as  biofeedback  make 
possible  a psychophysiological  approach 
to  therapy.  Three  principles  form  the 
foundation  of  this  approach:  muscle  re- 
laxation and  anxiety  are  incompatible; 
sensorimotor  learning  can  be  facilitated 
by  training;  homeostatic  adaptive  control 
can  be  shifted.  Biofeedback  training,  mus- 
cle massage,  autogenic  therapy  and  modi- 
fied yoga  exercises  are  examples  of  tech- 
niques which  use  these  principles  to  en- 
courage relaxation  and  adaptive  autonom- 
ic nervous  system  shifts,  and  they  can  be 
important  tools  for  physicians  treating 
stress  conditions.  Finding  a suitable  place 
for  such  techniques  in  therapeutic  and 
preventive  programs  is  a responsibility  of 
the  medical  profession. 

The  history  of  medical  therapy  from  our 
current  perspective  appears  to  be  domi- 
nated largely  by  the  development  of  drugs 
and  surgery,  although  there  are  impor- 
tant exceptions  such  as  physical  medi- 
cine, psychotherapy,  and  radiation  ther- 
apy. Aside  from  conventional  physical 
therapy  for  orthopedic  and  neurological 
conditions,  physical  modes  of  treatment 
are  not  often  used  by  most  physicians. 
Likewise,  the  physician  is  often  at  a loss  to 
prescribe  hygienic  physical  principles, 
such  as  an  intelligent  and  usable  program 
of  exercise,  for  the  guidance  of  the  patient 
in  living  his  life.  At  present,  however,  a 
combination  of  factors  is  moving  us  to- 
ward reexamination  of  physical  means 
available  to  influence  disease  and  promote 
health.  These  factors  arise  from  both  the 
cultural  and  the  scientific  milieu. 

From  the  cultural  scene  there  is  a wide- 
spread openness  to  unconventional  ideas.’ 
While  this  often  leads  to  uncritical  accep- 
tance of  the  esoteric,  there  also  is  the 


chance  for  us  to  critically  reappraise 
much  which  has  long  been  taken  for  grant- 
ed. Along  with  openness  to  new  ideas  there 
has  been  an  interest  in  states  of  con- 
sciousness,- which  are  often  achieved 
through  special  physical  techniques^  and 
which  represent  particular  physiological 
balances.  Finally,  there  is  widespread  rec- 
ognition that  relief  from  tension^  ® is  nec- 
essary in  a complex,  overcrowded  techno- 
logical culture,  partly  as  a means  of  es- 
caping stress  diseases.  These  cultural  fac- 
tors have  caused  the  resurgence  of  general 
interest  in  physical  techniques  such  as 
jogging,  yoga,  tai-chi,  kungfu,  acupunc- 
ture, and  massage.  Although  such  interest 
involves  much  faddism,  there  still  exists  a 
serious  core  of  dedicated  students  who 
pursue  these  methods  intelligently. 

A scientific  counterpart  of  the  cultural 
factors  is  found  in  the  following:  With  the 
advent  of  information  theory,  the  con- 
cepts of  Bernard  and  Cannon  have  be- 
come a firm  foundation  for  physiology  as 
homeostatic  adaptive  control  systems.® 
The  previous  erroneous  assumption  of 
autonomic  inalterability  is  no  longerten- 
able;  instead  it  is  recognized  that  auto- 
nomic patterns  are  accessible  to  change 
through  learningorconditioning.'^  Finally, 
the  recognition  of  the  powerful  concept  of 
feedback  has  resulted  in  the  new  field  of 
biofeedback®  as  a means  of  controlling 
physiological  variables. 

The  use  of  physical  means  of  treatment 
is  related  to  a number  of  fields,  currently 
neglected  outside  of  physical  medicine, 
which  contribute  to  the  understanding  of 
psychophysiological  principles.  These 
fields  of  study  include  muscle  anatomy; 
muscle  kinesiology;  muscle  tension  pat- 
terns responsible  for  physiognomy;  pos- 
ture; gesture;  kinesics;  somatotypes; 
choreographic  methods,  such  as  Laban 
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dance  notation;  and  stage  techniques, 
such  as  method  acting.  All  of  these  con- 
tribute to  the  motifs  underlyingthe  follow- 
ing discussion. 

Physiological  Principles 

Three  sound  and  uncontroversial  phy- 
siological principles  form  a practical 
foundation  upon  which  psychophysiologi- 
cal therapy  can  be  based.  There  is  consid- 
erable overlap  between  these  principles, 
but  stated  in  their  simplest  form  they  are: 

1 .  M uscle  relaxation  and  anxiety  are 
incompatible.  This  is  the  most  important 
foundation  upon  which  psychophysiologi- 
cal therapies  rest.  It  may  be  restated  in 
several  ways  to  convey  the  idea  involved 
and  its  importance:  muscle  tension,  psy- 
chophysiological arousal,  and  anxiety  tend 
to  rise  and  fall  together;  anxiety  cannot  be 
present  when  muscle  tension  is  extremely 
low  because  muscle  tension  has  an  arous- 
ing or  activating  effect,  which  is  a neces- 
sary element  of  the  aroused  physiological 
state  of  anxiety.  This  principle  has  been 
clinically  demonstrated  by  numerous  in- 
vestigators®’’- and  is  one  basis  for  using 
muscle-relaxing  drugs  in  the  treatment  of 
chronic  anxiety;  however,  the  principle  is 
not  now  routinely  utilized  clinically.  Mus- 
cle relaxation  may  be  achieved  through 
such  techniques  as  sensorimotor  training, 
massage,  muscle-stretching  exercises,  and 
biofeedback. 

2.  Sensorimotor  learning  can  be  facilitat- 
ed by  training  procedures.  Many  voluntary 
and  automatic  patterns  have  been  learned 
throughout  development.  Some  of  this 
learning  is  seemingly  haphazard — such 
as  the  encounter  with  random  experienc- 
es which  set  the  body  thermostat — and 
some  is  highly  systematized — such  as 
learning  to  play  the  piano.  A major  thrust 


of  much  recent  thinking  has  been  to  show 
that  these  myriad  physiological  patterns 
are  not  fixed,  but  are  susceptible  to  learn- 
ing in  training  procedures.  At  the  most 
dramatic  level,  this  has  been  shown  by  Mil- 
ler and  coworkers  for  the  autonomic  ner- 
vous system,  wherein  it  is  possible  to 
train  many  autonomic  variables  to  change 
in  the  desired  direction.^  Thus,  heart  rate, 
blood  pressure,  skin  temperature,  gut 
motility  and  other  autonomically  mediated 
variables  have  been  shown  to  be  con- 
trolled in  the  experimental  setting.  This 
same  control  is  now  being  utilized  clinical- 
ly in  autogenic  exercises  and  biofeedback. 
Likewise,  in  the  voluntary  realm,  Jacob- 
son’s case  reports  of  the  learning  of  mus- 
cular relaxation  show  the  potentialities  of 
a sensorimotor  learning  procedure. 

3 .  Particular  patterns  of  homeostatic 
adaptive  control  may  be  shifted  in  a desired 
direction.  When  Bernard’s  milieu  interieur 
and  Cannon’s  homeostasis  are  conceptu- 
alized as  homeostatic  adaptive  control 
systems  mediated  through  feedbacks,®  the 
possibility  of  learning  to  shift  the  homeo- 
statically  maintained  levels  of  the  involved 
variables  is  opened.  Hess”  and  Gellhorn’® 
have  especially  focused  on  particular  pat- 
terns of  autonomic  variables  as  crucial  in 
psychosomatic  disease,  and,  through  the 
work  of  Luthe’®  and  coworkers,  it  is  pos- 
sible to  see  how  an  autonomic  shift  from 
relative  sympathetic  tonus  to  relative 
parasympathetic  tonus  can  have  a gen- 
eral calming  and  relaxing  effect  with  the 
reversal  of  symptomatology.  Shift  of  home- 
ostatic adaptive  control  systems  may  be 
achieved  through  techniques  of  muscle 
stretching  (for  example,  yoga),  relaxation 
(for  example,  massage  or  relaxing  sen- 
sorimotor exercises),  and  autonomic 
training  (for  example,  autogenic 
therapy). 
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Psychophysiological  Techniques 

Although  many  other  physical  techniques 
utilize  these  principles,  we  shall  only  focus 
upon  biofeedback,  massage,  autogenic  ex- 
ercises, and  yoga.  This  is  because  there  is 
nowenough  scientific  evidence  to  justify 
utilization  of  these  methods  in  practical 
clinical  treatment.  Such  treatment  may  be 
prescribed  by  the  physician  and  carried 
out  by  trained  paramedical  personnel. 

Biofeedback 

In  the  past  ten  years,  rapid  progress  has 
been  made  usingthe  techniques  of  re- 
cordinga  physiological  variable  and  pre- 
senting a signal  derived  from  the  variable 
back  to  the  person  producing  it,  so  as  to 
enable  the  person  to  gain  voluntary  con- 
trol over  that  physiological  process.  Cur- 
rently, such  variables  as  electromyo- 
graphic activity,  electroencephalographic 
activity,  heart  rate,  blood  pressure,  skin 
temperature,  and  sphincter  pressure 
have  been  fed  back  to  enable  voluntary 
control. This  has  been  put  to  use  in 
the  successful  treatment  of  such  condi- 
tions as  tension  headache,  migraine  head- 
ache, torticollis,  cardiac  arrhythmias,  es- 
sential hypertension,  and  in  the  physical 
therapy  of  neurological  deficits  such  as 
stroke. Many  physicians  are  now  using 
these  techniques,  both  experimentally  and 
clinically.  They  are  often  efficacious  and 
their  use  is  spreading.  Special  apparatus 
and  special  training  is  required  to  use 
biofeedback;  however,  at  The  University 
of  Texas  Health  Science  Center  at  San  An- 
tonio, Department  of  Psychiatry,  these 
techniques  have  been  used  for  the  past 
four  years  within  a controlled  setting,  and 
their  further  extensive  use  is  continuing 
in  clinical  work  and  research  studies. 

Clinical  Example:  A 34-year-old  mar- 


ried woman  with  an  eight-year  history  of 
tension  headaches  was  referred  for  treat- 
ment. After  a five-week  series  of  biweekly 
sessions  training  with  alpha  electroen- 
cephalographic feedback,  her  headaches 
had  ceased.  At  one-year  followup  she  had 
no  recurrence  and  was  in  good  health. 

Massage 

Muscle  massage  has  the  effect  of  almost 
invariably  producing  relaxation  and  a 
sense  of  well  being. Although  this  is  in 
some  part  due  to  pleasurable  stimulation, 
there  is  a major  component  of  the  relaxa- 
tion which  is  due  strictly  to  the  physiologi- 
cal effect  of  massage  upon  the  muscle.  It  is 
well  known  that  many  executives  and  offi- 
cials under  chronic  stress  use  massage  as 
a routine  means  of  relievingtheirtension. 
However,  because  of  overall  cost,  this  is 
not  practical  to  most  people.  In  a program 
of  psychophysiological  therapy,  one  main 
value  of  massage  is  to  provide  a learning 
experience:  most  patients  are  unable  to 
experientially  make  the  connection  be- 
tween their  sense  of  psychological  tension 
and  the  appreciation  of  muscle  tension  per 
se,  and  a series  of  three  to  six  massages 
helps  them  appreciate  this  concordance. 

In  addition,  there  is  a chance  for  the  pa- 
tient to  learn  to  become  an  accurate  ob- 
server of  immediate  effects  of  muscle  ten- 
sion and  relaxation  upon  specific  symp- 
toms, such  as  tension  headaches.  It  may  be 
recommended  to  a patient  that,  after  the 
initial  experience,  he  try  to  schedule  mas- 
sage at  times  of  particular  stress  to  note 
both  the  effect  upon  the  symptoms  and  the 
gradual  wearing  away  of  the  effect  over 
several  hours  or  more.  A major  issue  with 
massage  is  the  fact  that  it  is  carried  out 
passively — in  other  words,  in  contrast 
with  other  techniques,  the  patient  has  to 
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do  nothingfor  himself.  This  must  be  man- 
aged differently  for  each  patient. 

Clinical  Example:  A 28-year-old  man  was 
in  psychoanalysis  for  depression  fol- 
lowing the  breakup  of  his  marriage.  He 
had  bronchial  asthma  and  eczema  since 
early  childhood;  both  were  severe  at 
times.  During  a week-long  attack  of  asth- 
ma, muscle  massage  was  prescribed 
which  completely  relieved  the  symptoms 
within  a few  hours.  Copious  mucous  casts 
were  coughed  up,  which,  in  his  case,  was  a 
sign  of  the  particular  episode  being  over. 
The  patient  was  encouraged  by  this  result 
and  began  to  use  massage  as  an  adjunctive 
method  to  control  his  symptoms. 

Autogenic  Therapy 

This  is  a method  of  learning  muscle  relax- 
ation and  autonomic  stabilization  widely 
used  in  other  countries  and  recently  the 
subject  of  growing  interest  here.  It  was 
originally  developed  by  Schultz  from 
Vogt’s  work  in  Germany.  Luthe  has  de- 
scribed the  method^'’  and  documented  its 
effects  and  physiological  basis. Although 
similar  to  Jacobson’s  progressive  relaxa- 
tion,the  method  is  broader  in  scope  and 
less  apt  to  produce  frustration  when  un- 
successful. It  can  also  be  conceived  as  the 
first  stages  of  the  mental  control  of  medi- 
tation or  as  a mild  and  circumscribed  form 
of  self-hypnosis. 

The  exercises  are  prescribed  for  the 
patient  three  times  a day  (taking  less  than 
ten  minutes  each  time).  On  each  of  the 
three  occasions,  the  patient  does  three 
rounds  of  the  exercise  while  relaxing  as 
completely  as  possible  in  a specific  pos- 
ture, either  sitting  or  prone.  He  repeats  a 
“mental  formula’’  silently  for  a short  pe- 
riod (20-180  seconds).  The  formula  re- 
fers to  the  function  of  a part  of  the  body 
(for  example,  “My  right  arm  is  heavy’’)  and 


is  accompanied  by  the  passive  focusing  of 
attention  upon  that  body  part.  When  the 
round  is  over,  he  arouses  himself  in  a pre- 
scribed manner.  New  formulae  are  added 
at  appropriate  intervals  (usually  about  a 
week)  in  12  steps.  Since  this  is  a sensori- 
motor learning  process,  almost  all  pa- 
tients who  carry  out  the  exercises  will 
gain  something  from  it  as  a result  of  this 
learning.  This  is  not  to  say  they  will  have 
complete  relief  of  symptoms  related  to 
arousal  and  sympathetic  tonus,  since  this 
depends  on  the  degree  to  which  they  learn 
to  relax  and  achieve  a parasympathetic 
shift.  Extensive  reports  have  covered 
treatment  with  autogenic  exercises  in  a 
wide  variety  of  conditions  and  results  are 
generally  quite  favorable.^® 

Clinical  Example:  Tic-like  blinkingof  the 
eyes  under  stress  was  the  main  symptom 
of  a 22-year-old  recent  college  graduate. 
This  kept  him  from  pursuing  his  chosen 
occupation  which  required  poised  ap- 
pearance before  the  public.  Because  he 
was  soon  to  leave  on  an  extended  trip,  he 
was  given  an  accelerated  course  in  auto- 
genic training.  There  was  rapid  improve- 
ment of  the  condition  after  eight  weekly 
training  sessions,  and  he  remained  symp- 
tom-free at  followup  six  months  later. 

Modified  Yoga  Exercises 

There  are  many  aspects  of  yoga,  but  most 
important  for  consideration  are  the  pos- 
tures (or  asanas). These  are  an  empiri- 
cally derived  system  for  placing  passive 
stretch  on  the  major  muscles  of  the  body. 
Stretching  of  muscles  is  one  of  the  most 
effective  ways  of  reducing  the  chronic 
tension  level  of  the  muscle.  This  can  be  un- 
derstood as  an  almost  exact  analogy  to  the 
tension  of  a coil  spring  between  two  points 
being  proportional  to  the  amount  of 
stretch  on  the  spring,  except  that  in  mus- 
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cle  there  is  the  additional  positive  feed- 
back \A/herein  a stretch  on  a muscle  intro- 
duces a stretch  reflex  which  further  in- 
creases the  tension.  Making  muscles  long- 
er by  systematic  stretching  relieves  this 
unnecessary  tension. 22  Ordinary  yoga  exer- 
cises thereby  provide  means  of  reducing 
muscletension  as  well  as  offering  further 
learning  of  body  awareness  and  the  capa- 
city to  relax  voluntarily.  In  addition,  atten- 
tion is  focused  upon  breathing  and  style  of 
movement  and  the  patient  learns  to  modi- 
fy these  in  the  direction  of  smoothness, 
grace,  and  slowness.  In  particular,  the  re- 
lation between  breathing  and  effort  is 
brought  out  by  this  focus. 

Yoga  therapy  has  been  introduced  in  In- 
dia in  the  last  decade  by  Vahia  and  asso- 
ciates23.24  who  have  based  an  entire  treat- 
ment on  principles  of  hygienic  living  de- 
rived from  Patanjali.  Although  their  re- 
ported results  are  very  good  and  quite 
comparable  to  those  achieved  with  other 
standard  treatments  in  other  countries, 
the  method  has  not  yet  been  extensively 
used  in  western  countries. 

Clinical  Example:  Several  professional 
acquaintances,  whom  I know  to  be  good 
observers,  had  been  through  satisfactory 
psychotherapy,  concluded  by  mutual 
agreement  with  the  therapist  but  with 
lingering  mild  chronic  anxiety  aftertreat- 
ment.  Upon  learning  yoga  from  a quali- 
fied teacher,  they  found  their  anxiety  had 
dissipated  and  that  they  had  a heightened 
sense  of  well  being. 

Discussion 

Patients  are  already  using  these  and 
similar  methods  without  knowledgeable 
supervision.  In  many  instances,  this  is 
done  rationally  and  with  satisfactory 
results;  in  other  cases,  this  is  not  so  and 
sometimes  harm  may  result. 2^  In  addi- 


tion, psychophysiological  methods  are 
being  used  by  nonmedical  practitioners, 
some  of  whom  are  ethical  and  competent 
and  some  of  whom  are  not.  As  of  yet,  phy- 
sicians have  not  used  these  methods 
routinely  in  ordinary  practice. 

Further  evaluation  in  medical  treat- 
ment programs  requires  that  ways  be 
found  of  applyingthetreatment,  that  spe- 
cific indications  and  contraindications  be 
studied,  that  the  relationship  of  these 
methods  to  psychotherapy,  suggestion  and 
the  psychological  management  of  the 
patient  be  examined,  that  the  effect  of 
combining  these  methods  with  conven- 
tional methods  be  determined,  and  that 
ways  of  reducing  the  cost  of  treatment  by 
using  paramedical  personnel  be  ex- 
plored. The  treatments  usually  can  be 
best  applied  by  trained  paramedical 
personnel  under  the  supervision  of  the 
physician,  although  in  pilot  studies,  pa- 
tient referral  to  competent  outside 
sources  may  be  necessary. 
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The  patient  as  person: 
An  empty  phrase? 


H.  Tristram  Engelhardt,  Jr.,  PhD,  MD 

Medicine  makes  many  subtle  presupposi- 
tions concerning  human  nature.  One  such 
is  made  by  the  maxim  “to  treat  patients  as 
persons.’’  The  presupposition  is  that  one 
knows  what  persons  are  and  what  is  their 
due.  This  essay  examines  the  complexity 
and  ambiguity  of  this  maxim  in  four  ethi- 
cal problem  areas:  the  definition  of  death, 
abortion,  euthanasia,  and  suicide. 

Introduction 

Since  medicine  sees  men  in  all  the  stages 
of  human  life  and  under  all  the  exigencies 
of  disease  and  death,  medicine  comes  to 
possess  a rich,  if  not  unequalled,  store  of 
knowledge  about  human  nature.  This 
knowledge  is  potentially  instructive  for 
philosophy,  as  well  as  in  need  of  philo- 
sophical clarification.  That  is,  if  the  prop- 
er study  of  man  is  man,  both  philosophy 
and  medicine  share  a domain  of  common 
concern.  The  issue  of  the  nature  and 
rights  of  persons  is  central  to  that 
domain. 

In  1970  the  theologian,  Paul  Ramsey, 
published  a book  with  the  title.  The  Patient 
as  Person,^'  and  captured  in  that  maxim  a 
basic  intuition  of  medical  care — that  pa- 
tients are  not  just  subjects  of  health  care, 
but  possess  the  dignity  we  attribute  to 
persons.  Since  then,  that  book  and  its  title 
have  provided  a focus  for  gathering  to- 
gether a constellation  of  issues  that  fall 
roughly  underthe  rubric,  “medical  eth- 
ics.’’ The  National  Endowment  for  the  Hu- 
manities, for  example,  in  1974  sponsored 
three  one-month  seminars  in  the  human- 
ities for  medical  practitioners  (five  were 
planned  for  1975),  one  of  which  was  held 
through  the  Institute  for  the  Medical  Hu- 
manities at  The  University  of  Texas  Medi- 
cal Branch  with  the  title,  “The  Patient  as 


Person — Philosophical  and  Ethical  Is- 
sues.’’ A similar  seminar  is  to  be  held  Sept 
8-Oct  3,  1975,  in  Galveston.  In  short,  the 
maxim  seems  to  be  attractive,  but  also  in 
need  of  examination.  After  all,  to  under- 
stand what  it  means  to  treat  a patient  as  a 
person  requires  knowing  what  a person 
is,  and  knowing  how  to  treat  a person 
when  one  is  located. 

Identifying  Persons 

An  easy  response  to  a puzzle  concerning 
how  to  treat  patients  as  persons  might  be 
that  anyone  who  is  sensible  knows  howto 
identify  persons,  and  that  anyone  who  is 
decent  knows  how  to  treat  them  as  they  de- 
serve. That  is,  one  might  simply  hold  that 
the  issue  is  a pseudo-problem.  On  the  con- 
trary, I argue  that  the  issue  of  treatingthe 
patient  as  a person  is  a concept  that  is  dif- 
ficult to  explain.  In  fact,  I argue  that  in  ap- 
pealingto  that  phrase  medicine  raises  is- 
sues not  only  of  ethics,  but  of  ontology 
(philosophical  study  of  the  meaning  of 
being)  as  well.  In  fact,  I believe  that  med- 
icine is  having  an  impact  on  our  under- 
standing of  the  nature  of  man,  and  that 
medicine  has  as  much  to  offer  philosophy 
as  philosophy  has  to  offer  medicine.  To 
illustrate  this,  let  us  briefly  examine  the 
definition  of  death  and  the  questions  of 
abortion  and  euthanasia  in  orderto  show 
how  basic  philosophical  issues,  in  particu- 
larconcerningthe  nature  of  persons,  un- 
derlie them  all. 

The  recent  attempt  to  develop  a brain- 
oriented  concept  of  death  is  an  attempt  to 
develop  a better  concept  of  what  counts  as 
a person. The  movement  to  redefine 
death  was  tied  in  part  to  the  growing  abil- 
ity to  transplant  vital  organs.  Kansas, 
which  was  the  first  state  to  redefine  death 
by  statute,®  two  years  earlier  was  the  first 
state  to  adopt  The  Uniform  Act  for  the 
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Donation  of  Organs. The  particular  is- 
sue in  transplantation  concerned  the  time 
at  which  a person  ceased  existing  so  that 
his  organs  could  be  harvested  to  support 
the  life  of  other  persons.  One  wanted  to  be 
clearthat  the  entity  from  which  one  trans- 
planted a heart  was  no  longer  a person  so 
that  one  could  be  sure  that  the  surgeon 
was  not  a murderer  stealing  organs  from 
a living  man.^The  definition  of  death  is  an 
attempt  to  determine  when  persons  cease 
to  exist  (or  are  no  longer  in  this  world). 

One  might  conceive  of  this  argument  as 
merely  a legal  one.  But  it  is  surely  more 
than  that,  for  the  issue  involves  more  than 
deciding  simply  whether  or  not  someone, 
perhaps  a slave,  is  a person  before  the 
law.  The  issue  is  philosophical;  to  wit,  it  is 
an  issue  of  what  counts  as  being  a person 
in  this  world,  a living  person.  These  ques- 
tions are  old  and  scholastic,  but  nowtheir 
answers  have  immediate  practical  impli- 
cations. To  use  archaic  language,  one  is 
asking  when  the  soul  leaves  the  body, 
whether  it  is  tied  to  one  part  of  the  body 
more  than  others,  and,  if  so,  to  what  part. 
To  employ  more  modern  language,  one  is 
raising  questions  concerningthe  mind- 
body  problem.  I contend  that  the  Ad  Hoc 
Committee  of  the  Harvard  Medical  School 
to  Examine  the  Definition  of  Brain  Death, 
and  the  Ad  Hoc  Committee  of  the  Ameri- 
can Electroencephalographic  Society  for 
Determination  of  Brain  Death^®  were  en- 
gaged in  doing  ontology  (the  study  of  the 
basic  concepts  of  reality  or  being),  be- 
cause they  were  attempting  to  better 
understand  what  it  is  to  be  a person. 

Operational  and  Conceptual  Definitions  of 
Death 

To  appreciate  this  point,  one  has  to  distin- 
guish between  operational  and  conceptual 


definitions. Put  briefly,  an  operational 
definition  is  a definition  of  how  one  mea- 
sures something,  and  a conceptual  def- 
inition is  the  definition  of  that  something. 
Operational  definitions  are  those  used 
explicitly  in  science,  where  a “concept  is 
synonymous  with  the  corresponding  set  of 
operations.”*  Yet,  there  are  also  basic  con- 
ceptual definitions  by  which  we  judge  some 
operational  definitions  to  be  more  or  less 
successful.  Thus,  one  can  see  both  the 
Black’s  Law  Dictionary  definition  of  death 
and  the  Kansas  statute  definingthe  same 
thing,  each  using  different  operational 
definitions.  On  the  one  hand.  Black’s  Law 
Dictionary  defines  death  as  “. . . a total 
stoppage  of  the  circulation  of  the  blood, 
and  a cessation  of  the  animal  and  vital 
functions  consequent  thereon,  such  as 
respiration,  pulsation,  etc. ”3  On  the  other 
hand,  the  Kansas  statute  accepts  the 
Black’s  definition  and  adds  an  alternative: 

A person  will  be  considered  medi- 
callyand  legally  dead  if,  in  the  opinion 
of  a physician,  based  on  ordinary  stan- 
dards of  medical  practice,  there  is  the 
absence  of  spontaneous  brain  function; 
and  if  based  on  ordinary  standards  of 
medical  practice,  during  reasonable  at- 
tempts to  either  maintain  or  restore 
spontaneous  circulatory  or  respira- 
tory function  in  the  absence  of  afore- 
said brain  function,  it  appears  that 
further  attempts  at  resuscitation  or 
supportive  maintenance  will  not  suc- 
ceed, death  will  have  occurred  at  the 
time  when  these  conditions  first  coin- 
cide. Death  is  to  be  pronounced  before 
artificial  means  of  supporting  respira- 
tory and  circulatory  functions  are  ter- 
minated and  before  any  vital  organ  is 
removed  for  purposes  of  transplan- 
tation.** 

The  new  definition  focuses  on  new,  brain- 
oriented  indices  or  criteria. 
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Given  the  distinction  between  oper- 
ational and  conceptual  definitions,  one 
sees  that  these  “alternative  definitions” 
(the  traditional  and  the  brain-oriented) 
are  two  operational  definitions  of  the 
same  thing.  Each,  though,  has  the  same 
conceptual  focus  to  measure  when  per- 
sons die.  It  is  just  that  the  brain-oriented 
definition  is  usually  more  precise  in  the 
sense  that  it  can  discover  persons  to  be 
dead,  whereas  the  older  definition  can- 
not. One’s  choice  of  definitions  depends 
then  upon  how  precise  one  has  to  be. 

Moreover,  by  being  more  precise,  the 
brain-oriented  definition  of  death  makes 
clearer  presuppositions  about  what  it 
means  to  be  dead.  The  brain-oriented  con- 
cept distinguishes  implicitly  between  hu- 
man biological  life  (for  example,  the  mere 
presence  of  vital  functions  such  as  heart- 
beat and  pulse),  and  human  personal  life 
(which  is  taken  to  involve  at  least  a mini- 
mal level  of  sentience).  That  is,  the  brain- 
oriented  definition  presupposes  that  be- 
ing a person  involves  having,  in  at  least 
some  minimal  sense,  a mind.  It  further 
presupposes  that  minds  are  located  more 
in  one  part  of  the  body  than  in  others,  and 
that  that  part  must  be  an  organ  capable 
of  complex  sensory-motor  integration.  In 
short,  the  brain-oriented  concept  of  death 
presupposes  that  being  a person  involves 
having  a mind,  and  that  minds  are  fairly 
precisely  embodied,  namely,  in  brains. 

Such  a way  of  viewing  persons  and  the 
mind-body  relationship  is  a somewhat  re- 
cent development.  Until  the  advent  of  mod- 
ern neurophysiology  and  neurology  much 
of  what  is  cleartoday  was  obscure.  Galen, 
for  example,  in  h\s  De  usu  partium,  report- 
ed “Some  say  the  governance  of  the  soul 
resides  in  the  heart,  others  say  in  the 
meninges,  and  still  others  say  in  the  en- 
cephalon.Galen  himself  seemed  to 


have  favored  the  platonic  doctrine  of 
three  souls,  the  rational,  the  irascible, 
and  the  concupiscible,  located  in  the 
brain,  heart,  and  liver  respectively. i'’  In 
the  Methodus  medendi,  Galen  stated: 

I have  shown  clearly  that  the  brain  is 
the  fount,  so  to  speak,  of  the  psychic 
pneuma,  which  is  refreshed  and  nour- 
ished by  inspiration  and  by  what  is  sup- 
plied from  the  retiform  plexus  (the  rete 
mirabile).  The  demonstration  of  the  vital 
pneuma  is  not  so  clear,  but  it  seems 
nevertheless  not  unlikely  that  it  is  con- 
tained in  the  heart  and  arteries  and 
nourished  most  particularly  by  respi- 
ration and  also  by  blood.  And  if  there  is 
a natural  pneuma,  it  would  be  contained 
in  the  liver  and  veins. “ 

On  the  other  hand,  some  philosophers, 
Kant  among  them,  seemed  at  times  to  be 
inclined  to  hold  that  the  soul  was  not  locat- 
ed in  any  specific  part  of  the  body.^-* 

The  present  consensus  with  regard  to 
the  brain  is  the  result  of  the  neurophysi- 
ology of  Fritsch  and  Hitzig,^  the  neurology 
of  Hughlings  Jackson, and  the  pervasive 
philosophical  impact  of  such  philosophers 
as  Descartes^  and  Herbert  Spencer.-®  It 
also  represents  the  development  of  basic 
theory  of  persons  and  the  mind-body  rela- 
tion; it  involves  medicine  in  becoming 
clearer  about  what  counts  as  being  a 
person. 

Abortion:  Biological  vs.  Personal  Life 

Not  only  has  medicine  come  to  a distinc- 
tion between  human  biological  and  human 
personal  life  in  the  case  of  brain  death,  it 
appears  to  have  done  the  same  with  re- 
gard to  abortion.  Abortion,  experimenta- 
tion with  fetuses,  and  work  with  in  vitro 
gestation  of  human  embryos  represent  a 
set  of  issues  similarto  that  of  those  asso- 
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ciated  with  the  definition  of  brain  death 
but  at  the  beginning  of  human  ontogeny. 
One  is  faced  with  deciding  when  persons 
begin.  In  abortion  on  request,  the  fetus  is 
treated  at  least  implicitly  not  as  human 
personal  life,  but  as  human  biological 
life.®  In  such  a case,  one  is  deciding  that 
the  pregnant  woman  is  the  only  patient 
who  is  a person,  and  that  the  fetus  is  an  in- 
stance of  nonpersonal  human  biological 
life. 

This  is  a distinction  with  a considerable 
tradition.  St.  Thomas  Aquinas  argued,  for 
example,  that  the  intellectual  personal 
soul  enters  only  somewhat  late  in  gesta- 
tion, that  “the  soul  is  in  the  embryo:  the 
nutritive  soul  from  the  beginning,  then  the 
sensitive,  lastly  the  intellectual  soul . . . 
the  intellectual  soul  is  created  by  God  at 
the  end  of  human  gestation. ”24  |n  short,  St. 
Thomas  held  that  the  fetus,  at  least  in  the 
early  period  of  gestation,  was  not  a per- 
son. He  appears  to  have  accepted^®  Aris- 
totle’s opinion  that  the  intellectual  soul  did 
not  enter  the  fetus  (or  embryo)  until  at 
least  40  days’  gestation  for  males,  and  90 
days  forfemales,2and  held  that  the  evil  as- 
sociated with  early  abortion  was  not  that 
of  murdering  a person,  but  was  closer  to 
that  of  contraception. 22 

There  is  much  of  interest  in  these  com- 
plex issues.  However,  the  relevant  point  is 
that  both  the  definition  of  death  and  the 
question  of  abortion  involve  issues  of 
when  human  persons  begin  and  when  they 
end.  Both  imply  a distinction  between  hu- 
man biological  life  and  human  personal 
life.  The  brain-dead  but  otherwise  living 
body  used  as  a source  of  organs  for 
transplantation  is  not  a person.  The  fetus 
aborted  and  the  zygote  formed  through 
in  vitro  fertilization  are  as  well  not  per- 
sons. Moreover,  in  making  such  distinc- 
tions one  is  also  making  basic  ethical  dis- 
tinctions between  what  can  be  used  as  a 


means  for  persons  and  what  must  be  re- 
spected as  having  the  integrity  of  being  a 
person,  in  other  words,  between  what  has 
value  and  what  has  dignity. 

Scope  of  Freedom  and  Euthanasia 

The  point  is  that  different  things  (for  ex- 
ample, different  stages  in  the  human  life 
cycle)  have  different  significances  and 
that  human  life  is  a process.  If  one  decides 
that  fetuses  and  brain-dead  humans  are 
not  persons,  that  is  an  ethical  decision 
with  immediate  ethical  significance:  per- 
sons are  the  objects  of  ethical  respect.  To 
say  that  something  is  not  a person  is  to  say 
that  it  is  open  to  be  used  by  persons  in 
ways  that  persons  are  not.  On  the  other 
hand,  to  say  that  what  one  respects  in  per- 
sons is  their  freedom  or  moral  integrity 
is  as  well  to  open  a Pandora’s  box  of  ques- 
tions. If  one  agrees  that  normal  adult  hu- 
mans are  persons,  and  that  they  are  to  be 
respected  as  free  beings,  one  is  faced  with 
a series  of  new  quandaries:  for  example, 
if  one  accepts  that  the  characterizing 
property  of  persons  is  their  free  moral 
agency,  one  must  ask  the  question,  how 
far  does  such  freedom  extend?  Issues  of 
informed  and  voluntary  consent  are  only 
two  of  many  concerning  the  treatment  of 
patients  as  persons.  Does  such  treatment, 
for  example,  entail  that  patients  possess  a 
prima  facie  right  always  to  know  their  diag- 
nosis and  prognosis,  to  have  access  to 
their  own  charts,  and  to  have  the  right  to 
use  so-called  living  wills?  The  American 
Hospital  Association’s  Patient’s  Bill  of 
Rights  touches  but  a part  of  a wide-rang- 
ing set  of  issues  concerning  the  scope  of 
the  freedom  of  patients.^  One  of  these 
rights  is  that  a patient  may  refuse  to  enter 
into  therapy.  Does  this  include  all  ther- 
apy? That  is,  under  what  circumstances 
may  a patient  stop  life-prolonging  ther- 


TEXAS  MEDICINE 


apy?  Moreover,  may  a patient  in  the  immi- 
nence of  death  ever  request  help  in  ending 
his  life? 

My  point  is  that  the  issue  of  euthanasia 
arises  by  virtue  of  seeing  the  scope  of  the 
quandaries  of  an  ethical  nature  involved 
in  treating  a patient  as  a person.  For  ex- 
ample, Seneca  argued  that  a rational  man 
never  need  fear  a painful  death  because 
such  a man  would  first  avail  himself  of  sui- 
cide.2i  To  take  a more  current  example, 
Sigmund  Freud,  in  the  terminal  illness  of 
cancer,  was  helped  to  die  by  his  physi- 
cian.^^ Thus,  one  can  see  considerable  tra- 
dition to  the  position  that  in  extremis  the 
freedom  of  a person  extends  to  the  free- 
dom to  take  one’s  own  life,  that  in  the  immi- 
nence of  death  society  has  no  interest  in 
preventing  one  from  committing  suicide 
or  in  soliciting  help  to  commit  suicide. 

Society  and  Suicide 

Further,  society  itself  has  not  been  clear 
on  this  issue.  Although  English  law  has  for 
the  most  part  disapproved  suicide  and  as- 
sisted suicide,  it  is  of  interest  that  until 
January  1974  and  the  adoption  of  the  new 
penal  code,  Texas  not  only  had  no  law 
against  suicide,  but  had  none  against  as- 
sisted suicide.  The  old  Texas  position  can 
be  seen  as  a libertarian  one  which  extend- 
ed personal  liberty  to  the  right  of  taking 
one’s  own  life.  A quote  from  the  decisive 
1908  case  of  Sanders  v.  State  is  illustrative; 

It  is  not  and  has  not  been  a violation 
of  law  in  Texas  for  a person  to  take  his 
or  her  own  life. 

Whatever  may  have  been  the  law  in 
England,  or  whateverthe  law  may  be 
there  now  with  reference  to  suicide,  or 
in  any  of  the  states  of  the  federal  Union, 
where  they  have  so  provided  by  stat- 
ute with  reference  to  suicide,  the  pun- 
ishment of  persons  connected  with  the 


suicide,  by  furnishing  means  or  agen- 
cies or  affording  an  opportunity  to  the 
suicide  to  take  his  or  her  life,  has  not 
obtained  and  does  not  obtain  in  Texas. 
So  far  as  our  law  is  concerned,  the 
suicide  is  innocent  of  any  criminality. 
Therefore  the  party  who  furnishes  the 
means  to  the  suicide  is  also  innocent  of 
violating  the  law.  It  may  be  a violation  of 
morals  and  ethics,  and  reprehensible, 
that  a party  may  furnish  another  poi- 
son, or  pistols,  or  guns,  or  any  other 
means  or  agency  for  the  pu  rpose  of  the 
suicide  to  take  his  own  life,  yet  our  law 
has  not  seen  proper  to  punish  such 
persons  or  such  acts.  A party  may  fur- 
nish anotherwith  a pistol,  knowingsuch 
a party  intends  to  take  his  own  life,  yet 
neither  would  be  guilty  of  violating  any 
statute  of  Texas.  So  it  may  be  said  of 
furnishing  poison  to  the  suicide.^** 

In  short,  underthe  old  Texas  lawa  physi- 
cian could  have  legally  furnished  a dying 
patient  with  enough  of  a substance  to  kill 
himself  and  be  guiltless  of  any  criminal 
act  as  long  as  the  physician  did  not  place 
the  substance  in  the  patient’s  mouth.  As 
the  Court  of  Criminal  Appeals  added: 

However,  a party  would  not  be  justi- 
fied in  takingthe  life  of  the  party  who 
desires  to  forfeit  his  life  by  shooting  the 
would-be  destroyer  at  his  request,  for 
in  that  case  it  would  be  the  direct  act  of 
the  accused,  and  he  would  be  guilty  of 
homicide,  although  he  fired  a shot  at 
the  request  of  the  would-be  suicide.  So 
it  would  be  with  reference  to  poison.  If 
the  suicide  obtains  the  poison  through 
the  agency  of  another,  that  other  know- 
ing the  purpose  of  the  suicide  to  take 
his  own  life,  the  party  furnishing  it 
would  not  be  guilty,  yet  if  the  party  fur- 
nishing it  know  the  purpose  of  the  sui- 
cide, and  he  himself  gives  the  medicine 
or  poison  by  placing  it  in  the  mouth  or 
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Other  portions  of  the  body,  which  would 
lead  to  the  destruction  of  life,  then  it 
would  be  the  act  of  the  party  giving,  and 
he  would  not  be  permitted  to  defend 
against  the  result  of  such  act.“° 

The  old  Texas  law  was  clearly  a well-bal- 
anced libertarian  view  of  one’s  rights  over 
oneself. 

The  new  law,  though,  makes  aiding  and 
abetting  suicide  a crime. 2®  The  question 
can  then  be  raised:  Will  simply  terminat- 
ingtreatment  count  as  assisting  suicide? 
What  is  the  extent  of  a patient's  rights 
and  obligations,  and  those  of  his  physi- 
cian? If  medicine  can  now  prolong  the 
death  of  patients,  should  it  always  be  em- 
ployed to  do  so?  Moreover,  may  physi- 
cians in  certain  circumstances  even  ease 
and  expedite  death?  And  if  so,  under  what 
circumstances? 

Summary 

The  range  and  nature  of  the  questions 
about  the  patient  as  person  indicate  the 
scope  and  the  significance  of  the  philo- 
sophical and  ethical  issues  ingredient  in 
health  care.  They  demonstrate  the  need 
for  careful,  in  fact  scholarly,  examination 
of  the  network  of  issues  and  values  tied  to 
such  seemingly  unproblematic  maxims  as 
treating  patients  as  persons.  The  philo- 
sophical questions  are  of  genuine  impor- 
tance for  medicine.  The  answers  can  tell 
us  what  counts  as  persons,  and  how  we 
should  treat  persons.  In  short,  answering 
these  questions  will  lead  us  to  giving  con- 
tent to  the  maxim  to  treat  patients  as  per- 
sons. Makingthat  maxim  more  than  an 
empty  phrase  has  been  and  is  part  of  med- 
icine and  thus  medicine  is  enmeshed  in 
philosophical  and  ethical  issues.  Further- 
more, these  questions  have  a history,  and 
knowledge  of  that  history  may  aid  us  in 
coming  to  a grip  with  them.  It  may,  for  ex- 


ample, lend  perspective  if  one  discovers 
that  St.  Thomas  did  not  consider  early 
abortion  the  taking  of  the  life  of  a person. 
That  is,  the  history  and  philosophy  of  med- 
icine can  be  helpful  to  us  simply  by  placing 
the  concerns  of  medicine  in  terms  of 
broader  cultural  concerns.  This  is,  after 
all,  the  purpose  of  the  humanities — to 
place  the  power  of  man  in  the  context  of 
human  values,  human  goals,  and  the 
broadest  human  insights.  If  the  maxim  to 
treat  patients  as  persons  is  to  be  more 
than  an  empty  phrase,  the  maxim  must  be 
examined  in  terms  of  the  issues  and 
values  which  make  it  significant.  Only  if  we 
face  its  complexity  will  it  be  more  than  an 
empty  phrase. 
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Insanity  as  a defense 

and  the  Texas  Penal  Code  of  1 974 


T.  C.  McCormick,  Jr.,  MD 

The  Texas  Penal  Code  of  1974  departs 
from  prior  Texas  law  in  regard  to  the  use 
of  insanity  as  a general  defense  to  criminal 
responsibility.  The  McNaughton  Rule  used 
for  so  many  years  has  been  abandoned, 
and  some  new  and  different  elements  have 
been  introduced.  Although  in  many  ways 
the  new  code  is  much  the  same,  physi- 
cians, especially  psychiatrists,  must  be 
familiar  with  it. 

The  Texas  Penal  Code  of  1974,  which  be- 
came law  on  January  1,  1974,  presents 
new  criteria  for  the  plea  of  insanity  as  a 
general  defense  to  criminal  responsibility. 
These  criteria  differ  from  the  McNaughton 
Rule  which  has  been  used  in  the  state 
courts  of  Texas  for  many  years.  Branch’s 
Annotated  Penal  Code,  Interim  Pamphlet, 
covering  the  1974  Texas  Penal  Code, 
states:  “Perhaps  there  is  no  more  dramatic 
departurefrom  priorTexas  lawthan  the  de- 
parture to  be  found  in  this  section.”  A 
careful  study  of  new  provisions  is  manda- 
tory for  physicians,  especially  psychia- 
trists, involved  in  forensic  medicine. 

The  following  is  quoted  from  chapter  8 
of  the  Code,  entitled  “General  Defenses  to 
Criminal  Responsibility”: 

Sec.  8.01.  Insanity,  (a)  It  is  an  af- 
firmative defense  to  prosecution  that,  at 
the  time  of  the  conduct  charged,  the 
actor,  as  a result  of  mental  disease  or 
defect,  either  did  not  know  that  his  con- 
duct was  wrong  or  was  incapable  of 
conforming  his  conduct  to  the  require- 
ments of  the  law  he  allegedly  violated. 

(b)  The  term  “mental  disease  or  de- 
fect” does  not  include  an  abnormality 
manifested  only  by  repeated  criminal 
or  otherwise  antisocial  conduct. 

From  a psychiatric  standpoint  not  too 
much  difference  is  to  be  found  in  the  new 
Code.  The  expert  medical  or  psychiatric 
witness  must  still  deal  with  the  terms 
“mental  disease”  and  “knowledge  that  his 
conduct  was  wrong.”  Additionally,  “mental 
defect”  may  now  be  more  meaningful. 


Capability  “of  conforming  his  conduct  to 
the  requirements  of  the  law”  will  most 
likely  become  the  main  element  at  issue. 
Section  (b)  was  apparently  placed  in  the 
new  Code  to  prohibit  using  either  anti- 
social personality  disorder,  dyssocial  be- 
havior, sociopathic  personality,  or  psycho- 
pathic personality  as  a “mental  disease  or 
defect.” 

Insanity  as  a defense  is  classified  as  “an 
affirmative  defense  to  prosecution.”  This 
means  the  question  of  insanity  must  be 
raised  by  the  defense,  and  supportive  evi- 
dence must  be  submitted  in  the  trial.  The 
prosecution  is  not  required  to  negate  the 
existence  of  the  affirmative  defense,  but 
the  court  shall  charge  the  jury  thatthe  de- 
fendant must  prove  the  affirmative  defense 
(in  this  case,  insanity)  by  a preponderance 
of  evidence.  Thus,  when  the  prosecution 
questions  or  disagrees  with  this  defense, 
examination  by  a psychiatrist  for  the  prose- 
cution is  usually  requested.  In  no  area  do 
psychiatrists  disagree  more  than  in  inter- 
pretation of  laws  relating  to  criminal  re- 
sponsibility, and  forthis  reason,  morethan 
any  other,  insanity  as  an  affirmative  de- 
fense is  used. 

Expert  psychiatric  opinion  may  be  de- 
rived from  either  or  both  of  the  following: 
(1)  a psychiatric  examination  of  the 
“actor,”  and  (2)  a hypothetical  case  pre- 
sented by  an  attorney  in  the  trial.  A psy- 
chiatric examination  should  follow  ac- 
cepted methods  of  good  psychiatric  prac- 
tice. It  should  include  presenting  prob- 
lem(s),  history  of  such  problem(s),  detailed 
personal  history,  family  history,  mental 
status  examinations,  and,  when  indicated, 
special  physical,  neurological,  laboratory, 
psychological,  and  psychometric  examina- 
tions. In  psychiatric  practice,  presenting 
problem(s)  and  the  history  of  such  prob- 
lem(s)  are  often  derived  from  or  verified 
by  reliable  informants.  This  is  accepted, 
good  medical  practice,  but  usually  leads 
to  courtroom  objections  and  counter- 
objections because  of  the  legal  aspect  of 
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“hearsay”  evidence.  This  problem  can 
often  be  overcome  by  the  skilled  attorney 
who  can  draw  from  sworn  witnesses  facts 
pertinent  to  the  accused's  mental  status  at 
the  time  of  the  “conduct  charged.”  The 
same  facts  can  then  be  submitted  to  the 
psychiatric  witness  in  the  form  of  a hy- 
pothetical case,  and  be  used  by  him  in 
formulation  of  an  expert  opinion.  Rarely 
do  all  the  details  of  the  psychiatric  ex- 
amination get  brought  out  in  court,  but 
these  details  are  necessary  for  a definitive 
opinion  and  proper  preparation  for  cross 
examination. 

When  the  defendant  pleads  insanity  he 
usually  will  have  been  examined  by  his 
psychiatrists  as  soon  as  possible  after  the 
“conduct  charged,”  and  often  will  have 
been  followed  in  “treatment”  up  to  the 
time  of  trial.  The  psychiatrist  for  the  prose- 
cution may  not  have  the  opportunity  to 
examine  the  accused  until  months  or  even 
a year  or  more  after  the  “conduct 
charged.”  This  delay  presents  certain 
advantages  to  the  defendant  and  is  some- 
times aided  and  abetted  by  his  attorneys. 
However,  this  informational  time  lag  may 
be  overcome  by  subpoena  of  all  pertinent 
medical,  psychiatric,  and  hospital  records. 
Review  of  such  material  by  the  prosecu- 
tion's psychiatrist  should  make  his  ex- 
amination just  as  valid. 

Whether  testifying  for  the  defense  or 
prosecution,  the  expert  witness  must  give 
an  opinion  on  the  elements  stated  in  the 
new  Code.  The  psychiatrist  must  state 
whether  or  not  “mental  disease  or  defect” 
existed  at  the  “time  of  conduct  charged,” 
and,  if  so,  the  accused  “did  not  know  that 
his  conduct  was  wrong”  orwas  “incapable 
of  conforming  his  conduct  to  the  require- 
ment of  the  law  he  allegedly  violated.” 
When  the  psychiatric  opinion  is  that  a 
mental  disease  or  defect  existed,  then  a 
diagnosis  from  the  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders,  Second  Edition, 
American  Psychiatric  Association  (usually 
referred  to  as  DSM II)  should  be  made. 
Attorneys  invariably  ask  for  the  psychia- 
trist’s diagnosis,  and  the  terminology  of 
DSM  II  is  the  most  generally  accepted, 
even  though  its  descriptive  nosology  is 
subjectto  conflicting  opinions  in  psychia- 
tric discussions  and  literature.  If  such  ac- 
cepted diagnostic  terminology  is  not  used, 
the  witness  may  be  hard  put  to  explain 
why  his  diagnosis  is  not  in  this  usually  ac- 


cepted book.  The  element  of  knowledge 
“that  his  conduct  was  wrong”  is  not  new; 
it  was  one  element  in  the  McNaughton 
Rule.  However,  supporting  a psychiatric 
opinion  that  the  accused  was  “incapable 
of  conforming  his  conduct  to  the  require- 
ment of  the  law”  is  new  in  Texas  court- 
rooms and  will  require  energetic  pretrial 
preparation  by  attorneys  and  psychiatrists. 

The  new  Code  does  not  go  into  the  sub- 
ject of  mental  competency  to  stand  trial, 
or  what  tests  will  be  applied  to  determine 
incompetency  at  the  time  of  trial.  Howev- 
er, Texas  Senate  Bill  901  (1975),  which 
recently  became  law,  defines  “Incompeten- 
cy to  Stand  Trial”  as  lack  of  either  “(1) 
sufficient  present  ability  to  consult  with 
his  lawyer  with  a reasonable  degree  of  ra- 
tional understanding;  or  (2)  a rational  as 
well  as  factual  understanding  of  the  pro- 
ceedings against  him.” 

Section  8.04  of  the  new  Code  deals  with 
intoxication  (“disturbance  of  mental  or 
physical  capacity  from  the  introduction  of 
any  substance  into  the  body”).  This  section 
restates  prior  law,  which  held  that  “volun- 
tary intoxication  does  not  constitute  a de- 
fense to  commission  of  crime”  but  “evi- 
dence of  temporary  insanity  caused  by  in- 
toxication may  be  introduced  by  the  actor 
in  mitigation  of  the  penalty  attached  to  the 
offense  for  which  he  is  beingtried.” 

Judicial  interpretation  of  the  Texas  Pe- 
nal Code  of  1974  must  be  awaited  before 
we  can  be  sure  exactly  what  the  law  will  be. 
So  long  as  insanity  continues  as  an  affirm- 
ative defense,  and  so  long  as  psychiatry 
remains  more  of  an  art  than  a science,  the 
legal,  social,  moral  and  ethical  questions 
of  criminal  responsibility  will  remain  un- 
resolved. Determination  of  culpability  re- 
gardless of  mental  state  would  be  simpler. 
Then  decisions  regarding  punishment,  re- 
habilitation, protective  care,  psychiatric 
treatment,  or  other  disposition  might  be 
made  by  a jury,  based  on  evidence  and 
recommendations  of  professional  per- 
sons from  the  several  fields  of  social  sci- 
ence and  law. 
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Rain  Phone 

When  a telephone  prescription 
for  pain  relief  is  necessary  or 
convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with 
Codeine  in  45  of  the  50  statest 
That  includes  No,  4,  which  provides 
a full  grain  of  codeine  for  more- 
intense,  acute  pain. 


tjhe  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia 


Wellcome 


[ Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


EMPIRIir 

COMPOUMD 

cCODEINE 

No.  4 codeine  phosphate* 
(64,8  mg]gr  1 

No.  3 codeine  phosphate* 
(32.4  mg)gr  1/2 

Each  tablet  also  contains  aspirin 
gr  3'/2,  phenacetin  gr  2'/2. 
caffeine  gr  '/2, 

♦Warning-may  be  habit-forming 


Rondomycin 

(methacycline  HCI) 


i-un  I nHinuiuH  I IUN»:  hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamet  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  ellecllve  or  are  contraindicated 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.i 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  In  newborns,  Inlanls,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.)  i. 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone- forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  lunction,  in  patients  with  signiticantly  impaired  function 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis.’ 

Hhotosensltivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
DDcr«T°  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  It  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease.,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  (or  syphilis  monthly  for  at  least  four  months 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagul^t  dosage 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood 
renal,  hepatic). 

Treat  all  Group  A beta- hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin  avoid 
giving  tetracycline  with  penicillin. 


ADVERSE  REACTIONS:  Gastroinleslinal  (oral  and  parenteral  forms):  anorexia,  nausea 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
lal  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon)  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults— 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  Infections;  an  Initial  dose  of  300  ftiq  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  Including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  (or  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  forat  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 


Before  prescribing,  consult  package  circutar  or  latest  PDR  information. 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

300 mg 

Capsules 


Delivers  from  the  very  first  dose: 

udies  show  that  after  the  first  dose  serum  levels  ^pjdjy  rise  above 
minimum  in  vitro  inhibitory  concentrations 


Rondomycin 

[metihacvciine  HCI] 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended 


Solar  keratosis  is  not  an  uncommon 
medical  problem. 

Of  course,  the  prevalence  of  keratotic  lesions  is  greater  in 
locations  south  of  the  38th  parallel-the  so-called  “Solar  Keratosis 
Belt”— receiving  the  greatest  amounts  of  solar  radiation.  However, 
solar  keratosis  can  occur  among  any  light-skinned  population, 
usually  in  persons  over  40,  wherever  people  are  subject  to  extended 
exposure  to  the  sun. 

Solar  keratoses  are  generally  not  difficult 

to  identify. 

These  skin  lesions  are  usually  multiple,  flat  or  slightly  elevated, 
brownish  or  red  in  color,  papular,  dry,  rough,  adherent  and  sharply 
defined.  They  are  found  on  areas  of  the  skin  having  extensive  exposure 
to  sunlight.  Clinical  characteristics  of  the  lesions,  their  predominant 
location  on  exposed  surfaces,  the  age  of  the  patient  and  his  skin  type 
are  important  considerations  in  the  diagnosis. 

Solar  keratoses  can,  and  should,  be  treated 
because  they  are  potentially  premalignant. 

Chronic  exposure  to  sunlight  frequently  leads  to  degenerative 
changes  in  the  skin.  This  can  often  result  in  the  development  of 
multiple,  potentially  premalignant  keratotic  lesions.  Therefore,  early 
detection  and  treatment  is  advisable. 

Treatment  with  Efudex  (fluorouracil)  provides  a high  degree  of 
effectiveness  with  a low  recurrence  rate,  ease  and  convenience  of 
therapy,  low  incidence  of  scarring,  excellent  cosmetic  results  in  most 
cases,  and  a high  level  of  patient  acceptability. 

Efudex*  5%  Cream 

fluorouracil  / Roche* 

Because  there  may  be  more  than  meets  the  eye. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar  kera- 
toses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 
Warnings:  If  occlusive  dressing  used,  may 
increase  inflammatory  reactions  in  adjacent 
normal  skin.  Avoid  prolonged  exposure  to 
ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near 
eyes,  nose  and  mouth.  Lesions  failing  to 

Case  history  for  patient  photographed  at  left  on  file. 


respond  or  recurring  should  be  biopsied. 
Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  appli- 
cation site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppura- 
tion. scaling,  swelling,  irritability,  medicinal 
taste,  photosensitivity,  lacrimation,  leuko- 
cytosis, thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  suffi- 
cient quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 
How  Supplied:  Solution.  10-ml  drop  dis- 

Hoffmann-La  Roche  Inc..  Nutley.  New  Jersey. 


pensers— containing  2%  or  5%  fluoroura- 
cil on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris  (hydroxymethyl) 
aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium 
edetate. 

Cream,  25-Gm  tubes— containing  5% 
fluorouracil  in  a vanishing  cream  base  con- 
sisting of  white  petrolatum,  stearyl  alcohol, 
propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 
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Diagnosis  and  management 
of  urinary  tract  infections 


Marvin  Forland,  MD 

The  practicing  physician,  no  matter  what 
his  specialty,  need  not  be  presented  with 
an  array  of  prevalence  studies  to  appreci- 
ate the  clinical  frequency  of  urinary  tract 
infections.  The  patient’s  complaint  of 
symptomatic  infection  and  the  physician’s 
concern  regarding  the  finding  of  asymp- 
tomatic bacteriuria  each  represent  one  of 
the  most  common  infectious  problems 
arising  in  medical  practice.  This  article 
provides  some  guidelines  concerning  the 
evaluation  and  treatment  of  infections  of 
the  urinary  tract. 

The  Urine  Culture 

Confirming  a diagnosis  of  urinary  tract  in- 
fection depends  upon  growth  of  a signifi- 
cant number  of  organisms  from  a properly 
collected  urine  specimen.  Significant  num- 
ber and  properly  collected  are,  of  course,  the 
phrases  which  can  still  elicit  controversy 
among  workers  in  the  field. 

The  studies  by  Kass  and  associates  in 
the  mid-1950s  were  a major  contribution 
in  solvingthe  problem  of  contamination 
versus  infection  and  providing  commonly 
accepted  diagnostic  criteria  through 
quantitative  microbiology.^  ^ Employing 
voided,  clean-catch,  midstream  speci- 
mens they  found  more  than  95  % of  pa- 
tients with  clinical  acute  pyelonephritis 
had  urinary  bacterial  counts  of  100,000 
colonies/ml  or  greater.  In  survey  studies, 
urine  specimens  with  bacterial  counts  be- 
low 100,000/ml  usually  contain  sapro- 
phytic organisms  and  were  from  patients 
without  histories  of  urinary  tract  infec- 
tions. A second  culture  rarely  grew  the 
same  organism.  In  contrast,  when  bac- 
terial counts  were  100,000  or  more  colo- 
nies/ml, the  organism  was  usually  a 
pathogen,  the  majority  of  patients  had  a 
history  of  urinary  symptoms,  and  results 
were  reproducible  on  repeated  culture. 


The  reproducibility  of  a clean-catch, 
midstream  specimen  is  approximately 
85%.  Finding  the  same  organism  on  two 
consecutive  specimens  yields  approxi- 
mately 95%  reproducibility.  Consequent- 
ly, the  clean-catch,  midstream  specimen  is 
our  collection  method  of  choice. ^ In  the 
symptomatic  patient  we  are  content  with 
significant  growth  from  a single  speci- 
men. For  the  asymptomatic  patient  we 
generally  seek  a second,  confirmatory 
specimen.  The  collected  urine  must  be  cul- 
tured immediately  or  refrigerated  until 
conveyed  to  the  laboratory  to  prevent 
bacterial  proliferation  and  mislead- 
ingly high  colony  counts.  The  properly 
handled  negative  culture  is  a definitive 
finding.  When  borderline  results  are  ob- 
tained or  questions  remain  concerning 
the  reliability  of  the  collection,  a catheter- 
obtained  specimen  can  resolve  the 
problem. 

The  100,000  colonies/ml  figure  is 
based  on  voided,  clean-catch,  midstream 
specimens.  Growth  of  100  or  more  colo- 
nies/ml of  pathogenic  organisms  from  a 
catheter-obtained  specimen  or  supra- 
pubic or  transvaginal  aspirate  is  also  evi- 
dence of  infection. 

Other  Laboratory  Findings 

Findings  on  urinalysis  may  strongly  sug- 
gest the  presence  of  urinary  tract  infec- 
tion. Pyuria,  greater  than  5 WBCs/hpf,  is 
an  indication  of  urinary  tract  inflamma- 
tion, and  hence  is  a nonspecific  finding.  Its 
absence  does  not  exclude  significant  infec- 
tion. When  pyuria  persists  in  the  absence 
of  positive  bacterial  cultures  or  evidence 
of  glomerulonephritis,  urine  cultures  for 
Mycobacterium  tuberculosis  are  manda- 
tory. The  presence  of  bacteria  on  micro- 
scopic examination  of  an  unspun,  clean- 
catch  specimen  using  carefully  cleansed 
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glassware  correlates  well  with  culture 
growth  of  100,000  organisms/ml,  and  is 
a useful  initial  screening  procedure.'^ 

A variety  of  chemical  tests  is  available 
commercially  to  facilitate  the  office  diag- 
nosis of  urinary  tract  infection.  These  are 
summarized  in  Fig  1 . None  are  ideal  and 
our  preference  remains  with  microscopic 
examination  and  culture  methods.  A num- 
ber of  simplified  culture  techniques,  com- 
mercially produced,  make  adequate  bac- 
terial quantitation  available  conveniently 
and  at  reasonable  cost  for  office  use.  Dip 
slide  techniques,^  using  a glass  slide  coat- 
ed with  agar  medium,  and  the  filter  paper 
method®  are  easily  performed  and  inter- 
preted with  the  help  of  a small  incubator. 
Details  of  these  methods  are  available  in 
Kunin’s  useful  manual  on  urinary  tract  in- 
fection.’^ 

Acute,  Uncomplicated  Infection 

When  a patient  presents  with  an  initial  epi 
sodeof  lower  urinary  tract  symptoms — 
urgency,  frequency,  dysuria  and  stran- 
guria— without  fever  or  flank  pain,  E coU 
is  almost  invariably  the  responsible  or- 
ganism if  the  culture  is  positive.  Experts 


differ  as  to  whether  a urine  culture  and 
sensitivity  testing  are  necessary  for  the 
evaluation  of  such  a patient.  If  the  organ- 
ism was  not  acquired  in  the  hospital  or  did 
not  follow  instrumentation,  it  usually  will 
respond  promptly  to  therapy  with  a sul- 
fonamide. My  preference  is  to  obtain  a 
culture  for  confirmation  before  establish- 
ing a diagnosis  of  urinary  tract  infection 
in  such  a patient.  Several  recent  studies 
have  demonstrated  the  presence  of  signif- 
icant bacterial  growth  in  only  half  of  wo- 
men presenting  with  such  complaints,  and 
the  “urethral”  or  “frequency  and  dysuria 
syndrome”  may  require  other  consider- 
ations which  will  be  discussed  herein.®  ® 

However,  when  the  patient  is  sympto- 
matic, therapy  can  be  initiated  before  the 
return  of  the  culture  report.  Sulfona- 
mide therapy  has  the  advantages  of  gen- 
eral efficacy  at  both  minimal  cost  and 
risk  of  side  effects. 

Most  authorities  agree  that  a well-docu- 
mented initial  lower-tract  infection  in  a 
male  should  be  followed  up  with  additional 
studies.  Urinary  tract  infections  in 
males  are  frequently  accompanied  by 
underlying  anatomic  abnormalities  in  the 
child  or  young  man  and  prostatic  hyper- 


1.  Chemical  tests  to  screen  for  urinary  bacteria. 


Test 

Principle 

First  a m.  urine 
required 

False 

Positives 

False 

Negatives 

Catalase^® 

The  enzyme  catalase  present  in  urinary  bacteria 
releases  bubbles  of  oxygen  when  mixed  with 
hydrogen  peroxide 

No 

Yes 

Yes 

Nitrite  reduction^' 

(Griess  test) 

Urinary  bacteria  reduce  nitrate  to  nitrite  which 
can  be  measured  colorimetrically 

Yes 

No 

Yes 

Tetrazolium  reduction’^ 

Triphenyl  tetrazolium  is  reduced  by  urinary  bac- 
teria to  bright  red  colored  triphenyl  formzan 

No 

Few 

Yes 

Urinary  glucose^’ 
concentration 

Urinary  bacteria  metabolize  the  small  amount 
of  glucose  normally  present  in  urine 

Yes 

Yes 

No 
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trophy  with  obstruction  or  calculi  in  older 
men.  A carefully  performed  intravenous 
pyelogram  with  both  a voiding  and  post- 
voiding  film  may  pinpoint  a correctable 
lesion.  Abnormalities  on  this  screening 
study  may  prompt  urologic  consultation 
for  cystoscopy  and/or  a voiding  cysto- 
urethrogram. 

A careful  pelvic  examination  should  be 
part  of  the  evaluation  of  every  woman  with 
urinary  tract  symptoms.  A number  of 
common  conditions  may  either  mimic  or 
predispose  to  urinary  tract  infection  and 
necessitate  a different  therapeutic  ap- 
proach. Gonorrheal  infection  requires  a 
high  index  of  suspicion  and  the  obtaining 
of  vaginal  secretions  for  culture  on  choco- 
late agarorThayer-Martin  media.  Tri- 
chomonal  or  monilial  infection  will  be  sus- 
pected from  the  appearance  of  the  vaginal 
discharge  and  confirmed  by  microscopic 
examination  of  a fresh,  unstained  drop  of 
vaginal  secretion.  In  addition  to  checking 
for  vaginal  discharge,  the  Bartholin’s  and 
Skene’s  glands  should  be  inspected  forthe 
presence  of  pus  and  the  urethral  meatus 
examined  to  exclude  a urethral  caruncle 
at  the  external  meatus  or  meatal  stenosis. 
The  characteristic  thin,  moderately  rigid, 
and  variably  pale  and  inflamed  vaginal  epi- 
thelium of  atrophic  vaginitis  in  the  post- 
menopausal patient  may  in  itself  be  symp- 
tomatic. Prompt  relief  usually  follows 
initiation  of  topical  or  systemic  estrogen 
therapy. 

Follow-up  cultures  are  mandatory  to  in- 
sure adequacy  of  therapy.  A culture  ob- 
tained after  three  days  of  treatment 
should  be  sterile  if  the  drug  prescribed  is 
effective;  this  is  a useful  form  of  in  vivo 
sensitivity  testing.  We  usually  recommend 
subsequent  follow-up  cultures  at  two 
weeks,  six  weeks,  and  six  months  after 
completion  of  therapy  to  detect  asympto- 
matic relapse  or  reinfection. 


Recurrent  Infection 

When  a patient  returns  with  a second  epi- 
sode, culture  and  sensitivity  studies  are 
always  indicated.  Some  investigators 
have  suggested  the  usefulness  of  classify- 
ing recurrent  infection  as  either 
or  reinfection}^  A relapse  results  from  the 
same  serotype  Eco//  or  species  of  organ- 
isms, and  usually  occurs  soon  after  ther- 
apy is  discontinued.  A relapse  is  consid- 
ered by  some  to  suggest  a renal  nidus  of 
infection  which  had  not  been  completely 
eradicated, but  this  concept  has  been  re- 
cently challenged. A reinfection  is  associ- 
ated with  a different  E coU  serotype  or 
species  of  organism.  It  often  occurs  many 
weeks  to  months  after  cessation  of  ther- 
apy and  suggests  to  some  a lower  tract 
site  of  infection.  Intravenous  pyelography 
is  again  an  initial  screening  step.  Also, 
with  recurrence,  sensitivity  testing  be- 
comes more  important  in  regard  to  se- 
lecting an  efficacious  agent.  With  multiple 
recurrences  of  infection,  more  resistant 
species  of  gram-negative  organisms 
emerge  as  the  infective  agents.  Klebsiella- 
Enterohacter,  Proteus,  and  Pseudomonas  be- 
come more  common  and  more  difficult  to 
eradicate.  When  a recurrence  has  been 
demonstrated  to  be  a relapse,  it  has  been 
suggested  that  more  prolonged  therapy  of 
up  to  six  weeks’  duration  may  be  more 
likely  to  eradicate  the  infection,  but  well- 
controlled  studies  to  confirm  this  thesis 
are  not  available.^"  Ten- to  14-day  treat- 
ment of  reinfection  is  suggested,  with  initia- 
tion of  prophylactic  therapy  if  the  attacks 
become  unduly  frequent. 

Acute  Pyelonephritis 

Forthe  patient  presenting  with  evidence 
of  acute  pyelonephritis,  characterized  by 
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fever,  chills  and  flank  pain  with  or  without 
the  lower  urinary  tract  symptoms,  a bac- 
tericidal agent  which  achieves  significant 
renal  and  urinary  concentrations  is  pre- 
ferred. Oral  ampicillin  is  effective  against 
most  of  the  common  gram-negative  patho- 
gens and  is  a reasonable  initial  choice  for 
the  patient  with  an  apparently  uncompli- 
cated infection.  Cephalexin  has  been  sug- 
gested as  a useful  alternative  if  there  is  a 
history  of  penicillin  allergy,  since  signifi- 
cant clinical  cross-reactivity  between 
penicillin  and  the  cephalosporins  is  rare.'^ 
However,  cephalosporins  should  not  be 
used  if  the  penicillin  reaction  was  of  the 
anaphylactoid  type. 

For  the  patient  who  develops  acute  pye- 
lonephritis while  in  the  hospital  orwho 
has  underlyingfunctional  or  structural 
urinary  tract  abnormalities  or  evidence 
of  possible  gram-negative  shock  with  ex- 
tremely high  fever,  unstable  blood  pres- 
sure, or  decreasing  renal  function,  par- 
enteral medication  is  necessary.  The  in- 
travenous or  intramuscular  route  helps 
rapidly  to  achieve  high  blood  levels  of  anti- 
biotics. Blood  cultures  should  always  be 
obtained  prior  to  the  initiation  of  the 
treatment  to  help  insure  adequate  bac- 
terial identification. 

Gentamicin  intramuscularly  is  gener- 
ally considered  the  drug  of  choice  in  this 
situation  because  of  its  broad  bactericidal 
spectrum  against  gram-negative  organ- 
isms, \r\c\ud\ng  Psei4do?7ionas,  and  its  less- 
er, though  still  present,  degree  of  oto- 
toxicity and  nephrotoxicity  as  compared 
to  kanamycin.  Ampicillin  may  be  given  as 
a second  drug  to  ensure  coverage  against 
Enterococci.  If  the  clinical  response  is 
prompt  and  cultures  indicate  the  organ- 
ism is  sensitive  to  ampicillin,  the  latter 
may  be  continued  for  the  10-14-day 
course  and  gentamicin  discontinued. 


Recurrent  Cystitis 

An  occasional  patient  is  seen  whose  fre- 
quent recurrences  of  infection  accom- 
panied by  lower  tract  symptoms  become 
extremely  bothersome,  or  at  times, 
nearly  incapacitating.  Although  evaluation 
may  reveal  no  anatomic  or  functional  le- 
sion, or  association  with  intercourse,  cul- 
tures are  usually  positive  with  varying 
serotypes  of  E coli  or  species  of  gram- 
negative organisms. 

Several  approaches  may  be  helpful  in 
such  patients.  Altered  perineal  defenses, 
as  postulated  by  Stamey,  may  be  playing  a 
role.i^  Introital  cultures  may  grow  patho- 
gens similar  to  those  found  in  the  urine;  in 
women  with  recurrent  urinary  tract  in- 
fections followed  over  periods  of  time,  in- 
troital colonization  with  gram-negative 
pathogens  frequently  preceded  symp- 
tomatic urinary  tract  infection.  The  na- 
ture of  the  altered  local  resistance  is  yet 
unknown,  and  refractoriness  of  the  peri- 
neal colonization  with  frequent  recur- 
rence of  symptomatic  infection  may  ne- 
cessitate prophylactic  therapy  and  regu- 
lar perineal  cleansing  with  antibacterial- 
treated  swabs. 

Prophylactic  therapy  as  first  described 
consisted  of  the  long-term  use  of  meth- 
amine  mandelate  (Mandelamine)  in  dos- 
age of  at  least  1 gm  four  times  daily,  or 
methenamine  hippurate,  1 gm  twice  daily, 
combined  with  an  acidifying  agent  such  as 
ascorbic  acid,  0.5  to  1.0  gm  four  times 
daily.”  Urinary  pH  is  monitored  with  pa- 
per indicators  to  maintain  pH  of  5.5  or 
lower.  This  approach  has  the  advantages 
of  not  promoting  the  emergence  of  resist- 
ant strains  of  organisms  or  altering 
bowel  flora.  Bailey  and  associates  have 
described  an  alternate  means  of  long- 
term suppression  or  prophylaxis  which  we 
have  employed  with  considerable  suc- 
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cess.^^  Nitrofurantoin,  50-100  mg,  is  giv- 
en as  a single  bedtime  dose.  This  is  a pro- 
gram that  makes  minimal  demands  for  pa- 
tient compliance  and  consequently  is  well 
followed  and  successful.  Neither  of  these 
approaches  should  be  initiated  until  the  in- 
fection has  been  eliminated  by  a prior 
course  of  appropriate  antibiotic  therapy. 

Nonspecific  measures  reported  as  suc- 
cessful in  occasional  patients  include 
avoidance  of  potentially  irritating  bubble 
bath  preparations,  the  regular  use  of 
showering  ratherthan  tub  baths,  and  the 
use  of  vaginal  tampons  ratherthan  sani- 
tary napkins. 

For  the  woman  who  experiences  fre- 
quent episodes  of  cystitis  symptoms  di- 
rectly associated  with  sexual  activity,  a 
number  of  relatively  simple  measures 
short  of  abstinence  are  usually  effective. 
As  discussed  earlier,  vaginitis  or  a 
urethral  lesion  must  always  be  excluded. 
Voiding  regularly  following  intercourse 
and  then  rinsingthe  urethral  area  with  a 
soap  solution  is  often  effective  in  elimi- 
nating potentially  ascending  organisms 
before  they  gain  a foothold. 

If  this  measure  is  not  effective  alone,  it 
can  be  combined  with  the  postcoital  use  of 
a single  dose  of  sulfonamide,  ampicillin, 
or  nitrofurantoin.  Rarely  recurrences 
are  of  sufficient  frequency  and  severity  to 
necessitate  long-term  prophylactic 
therapy. 

The  Urethral  Syndrome 

The  “urethral  syndrome”  or  “frequency 
and  dysuria  syndrome”  are  terms  that 
have  been  used  to  describe  the  approxi- 
mately 50%  of  women  who  present  with 
these  latter  complaints  but  upon  repeated 
urine  cultures  have  either  no  growth  or 
colony  counts  below  the  100,000  colo- 


nies/ml considered  significant  by  Kass’s 
criteria. 

While  some  have  attributed  this  to 
intermittency  of  bacteriuria,^®  groups  of 
such  patients  have  been  carefully  studied 
by  a number  of  investigators.  There  have 
been  somewhat  differing  conclusions. 
Brooks  and  associates  found  66%  of  such 
women  had  bacteriuria,  albeit  an  insignifi- 
cant number,  as  compared  to  only  9% 
of  a control  group.®  Significant  bac- 
teriuric  infection  developed  in  26%  of 
these  women  within  three  months  of  fol- 
low-up, and  20%  associated  symptoms 
with  sexual  intercourse.  He  suggested 
the  symptoms  relate  to  factors  altering 
urethral  defense  mechanisms,  such  as 
sexual  intercourse,  menstruation, 
menopause,  catheterization,  emotional 
stress,  allergy,  or  cold  weather,  which 
permit  colonization  by  urinary  pathogens. 
These  organisms  may  subsequently 
become  established,  leading  to  cystitis 
and  significant  bacterial  counts,  or  may 
resolve  without  therapy.  Such  a postula- 
tion would  suggest  the  efficacy  of  anti- 
biotic therapy  and  attention  to  alleviation 
of  traumatizing  factors. 

Cattell  and  his  associates  at  St.  Bar- 
tholomew’s Hospital,  London,  have  also 
reported  extensive  experience  with  such 
patients.^®  They  define  their  population 
by  the  presence  of  sterile  urine  and  hence 
are  dealing  with  a subpopulation  of  the 
group  studied  by  Brooks.  They  have 
reported  a lack  of  correlation  between 
symptoms  and  the  results  of  cultures 
and  white  blood  cell  counts  on  the  initial 
5-ml  voided  urine  specimens  (urethral 
wash-out  specimen),  introital  bacteria, 
findings  of  urethral  inflammation,  and 
functional  urethral  pressure.  Response 
to  high  fluid  intake,  frequent  micturition, 
and  antibacterial  therapy,  measures 
successful  for  their  bacteriuric  patients. 
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were  unsuccessful  in  this  group.  Fre- 
quency rather  than  dysuria  was  also 
found  to  be  more  prevalent  in  this  popula- 
tion than  in  the  bacteriuric  patients.  At 
a recent  symposium  Cattell  reported 
diazepam  (Valium)  to  be  the  most  effective 
agent  he  has  found  for  the  symptomatic 
abacteriuric  patient.  He  suggested  its  ef- 
fectiveness could  equally  well  be  operative 
through  a bladder  mechanism  as  through 
its  better  described  psychopharmaco- 
logic  activity.!" 

Asymptomatic  Bacteriuria 

The  finding  of  a reproducibly  positive 
urine  culture  during  a screening  study 
or  in  the  course  of  evaluating  a patient 
with  nonrenal  complaints  who  denies  all 
signs  or  symptoms  of  urinary  tract 
infection  is  not  unusual.  The  incidence 
of  such  findings  is  considerably  higher 
amongwomen  than  men.  The  prevalence 
increases  with  advancing  age  in  both  and 
has  been  reported  as  high  as  10-12%  of 
women  over  age  60.  This  finding  is  fre- 
quently associated  with  gynecologic 
abnormalities  in  the  older  women  and 
prostatic  hypertrophy  in  the  men. 

The  significance  of  asymptomatic 
bacteriuria  is  related  to  the  age  and  cir- 
cumstances of  the  patient  with  this  find- 
ing. Kunin  found  a 1.2%  prevalence  of 
bacteriuria  among  schoolgirls,  as  con- 
trasted to  0.04%  among  similarly 
screened  boys.!®  Of  this  group  with  posi- 
tive cultures,  22%  had  abnormal  uro- 
grams and  23  % gave  evidence  of  reflux 
on  cystourethrograms.  While  the  rate  of 
recurrence  after  the  initial  course  of 
therapy  was  80%,  about  20%  went  into 
long-term  remission  after  each  course. 
Careful  follow-up  and  repeated  therapy  to 
accomplish  what  Kunin  has  termed 
successful  “fractional  extraction’’  of  a 


proportion  of  patients  with  each  course  is 
a desirable  goal  in  this  age  group. 

An  important  characteristic  of 
asymptomatic  bacteriuria  is  the  tendency 
to  develop  symptomatic  renal  infection. 
This  is  well  demonstrated  in  the  asympto- 
matic bacteriuria  of  pregnancy.  Approxi- 
mately 4-10%  of  pregnant  women  will 
have  significant  bacteriuria  if  screened 
before  term;  25-40%  of  these  will  develop 
clinical  urinary  tract  infection  if  un- 
treated. Well-controlled  studies  have 
demonstrated  lower  birth  weights  and  a 
higher  incidence  of  prematurity  in 
untreated  bacteriuric  women,!®  as  well 
as  a higher  incidence  of  maternal 
anemia. These  possible  threats  to  the 
fetus  of  bacteriuric  mothers  have  pro- 
vided support  for  the  concept  of  urine 
culture  screening  as  part  of  the  antenatal 
evaluation. 

Several  studies  have  demonstrated 
evidence  of  renal  parenchymal  invasion 
in  a significant  proportion  of  patients 
with  asymptomatic  bacteriuria.  This 
includes  impairment  of  urinary  concen- 
trating ability,  development  of  circulating 
antibodies  to  bacterial  components,  and 
the  still  disputed  finding  of  higher  mean 
arterial  blood  pressure  and  increased 
incidence  of  hypertension. 2!  Our  ap- 
proach has  been  to  treat  patients  with 
asymptomatic  bacteriuria  with  10  to  14- 
day  courses  of  antibiotics  selected  by 
sensitivity  testing  and  to  pursue  a diag- 
nostic evaluation  in  a manner  similar  to 
the  patient  with  recurrent  urinary  tract 
infections. 

The  use  of  antibody  coating  of  urinary 
bacteria  as  an  indication  of  parenchymal 
invasion  should  provide  us  with  a simple, 
noninvasive  and  repeatable  study  to 
better  understand  the  significance  and 
functional  consequences  of  asymptomatic 
bacteriuria.®® 
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Chronic  Bacteriuria 

There  is  a point,  we  believe,  at  which  a 
patient  can  be  considered  to  have  chronic 
bacteriuria  and  no  longer  be  a candidate 
for  repeated  courses  of  therapy  or 
long-term  efforts  at  suppression.  Patients 
who  fail  to  respond  to  conventional 
approaches  usually  have  well-defined 
anatomic  orfunctional  abnormalities  of 
the  urinary  tract — cystocele  in  the  elder- 
ly female,  a form  of  urinary  diversion, 
renal  or  bladder  calculi,  or  protracted 
use  of  an  indwelling  catheter.  If  the 
underlying  abnormality  in  such  patients 
cannot  be  remedied,  the  potent  and 
potentially  toxic  antibiotics  should  be 
reserved  for  symptomatic  episodes  which 
may  go  on  to  life-threatening  sepsis. 

The  Indwelling  Catheter 

Antibiotic  therapy  is  not  recommended 
for  routine  use  in  the  patient  with  an 
indwelling  catheter.  Such  treatment 
usually  results  in  the  emergence  of 

2.  Characteristic  antimicrobial  sensitivities  of 
common  urinary  pathogens. 
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organisms  resistant  to  the  agent  being 
given.  Antibiotics  should  be  reserved 
forthe  appearance  of  urinary  symptoms 
or  other  evidence  of  sepsis  arising  from 
the  bladder  focus. 

A number  of  steps  can  be  employed  to 
minimize  the  septic  risks  of  long-term 
catheterization:  1.  A sterile  closed  drain- 
age system  should  be  employed  for  the 
bedridden  patient.  The  collection  bag 
should  always  be  positioned  below  the 
level  of  the  bladder.  A system  with  a drain 
at  the  bottom  of  the  bag  is  best  for  mini- 
mizing post-emptying  residual  and  the 
possibility  of  backflow.  2.  Washing  of  the 
urethral  meatus  and  perineal  area  twice 
daily  with  soap  and  water  can  help  mini- 
mize bacterial  colonization  and  ascending 
infection.  3.  When  urine  cultures  are 
necessary  sampling  should  be  accom- 
plished by  aspiration  of  freshly  flowing 
urine  from  the  distal  end  of  the  catheter 
with  a number  21  needle  after  thorough 
cleansing  of  the  catheter  segment  with  an 
alcohol  sponge.  4.  Intermittent  irrigation 
with  saline  or  antibiotic  solutions  is  of 
little  value  in  the  prevention  or  treatment 
of  urinary  tract  infection.  5.  Continuous 
bladder  irrigation  with  a three-way 
catheter  system  using  neomycin- 
polymyxin  solutions  appears  to  be  a useful 
adjunct  to  a closed  drainage  system  and 
may  be  a helpful  preventative  in  selected 
patients. 

Antibiotic  Therapy 

Suggestions  concerning  antibiotic  agents 
are  included  in  the  subsections  of  this  dis- 
cussion. The  physician  must  be  aware  of 
local  variations  in  antibiotic  sensitivities  of 
bacterial  species,  particularly  in  hospitals, 
and  that  the  patterns  of  sensitivity  are 
subject  to  change  with  time,  related  to  the 
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practices  of  antibiotic  use.  Fig  2 is  a sum- 
mary of  characteristic  patterns  of  antibi- 
otic sensitivities  gathered  from  both  the 
literature  and  our  personal  experience. 
Because  of  regional  and  individual  varia- 
tions, sensitivity  testing  of  the  infecting  or- 
ganism becomes  mandatory  with  recur- 
rent infections  or  in  the  acutely  ill  patient. 

The  importance  of  the  renal  excretory 
route  becomes  a major  consideration  in 
selecting  antibiotic  agents  in  the  patient 
with  urinary  tract  infection  and  renal  in- 
sufficiency. Such  consideration  is  neces- 
sary both  to  select  an  agent  that  achieves 
effective  renal  and  urinary  concentra- 
tions as  well  as  to  avoid  potentially  serious 
side  effects.  A number  of  drugs  appear  to 
achieve  reasonable  urinary  concentra- 
tions without  the  hazards  of  potentially 
toxic  blood  levels  in  patients  with  signifi- 
cant renal  impairment;  these  include  na- 
lixic  acid  and  the  sulfas,  sulfamethizole 
and  sulfadimidine.  A number  of  agents  re- 
quire only  modest  decrease  in  dosage  as 
compared  to  usual;  these  include  ampicil- 
lin  and  the  cephalosporins,  with  the  excep- 
tion of  cephaloridine  which  is  contraindi- 
cated in  the  presence  of  renal 
impairment. 

Nitrofurantoin  is  rapidly  metabolized 
by  the  liver  and  is  excreted  in  inadequate 
amounts  in  patients  whose  renal  impair- 
ment results  in  creatinine  clearances  be- 
low 40-50  ml  per  minute.  When  used  in  pa- 
tients with  renal  impairment,  the  amino- 
glycoside antibiotics  require  great  cau- 
tion because  of  their  potential  for  accum- 
ulation which  results  in  neurotoxicity  and 
nephrotoxicity.  Simple  formulae  for  the 
use  of  gentamicin  and  kanamycin  have 
been  developed  based  upon  ideal  thera- 
peutic blood  levels  and  prolongation  of 
their  circulating  half-life  with  renal  im- 
pairment. A standard  loading  dose  of  gen- 


tamicin based  on  the  patient’s  weight 
should  be  administered  and  then  repeated 
at  an  interval  in  hours  of  eight  times  the 
serum  creatinine  level. A similar  ap- 
proach is  taken  with  kanamycin  except 
that  the  loading  dose  is  repeated  at  an  in- 
terval of  nine  hours  times  the  serum  cre- 
atinine level. 25  For  example,  a 70-kg  man 
with  a serum  creatinine  level  of  4 mg/100 
ml  would  receive  80  mg  of  gentamicin  in- 
tramuscularly at  32-hour  intervals.  Care- 
fully updated  guides  to  drug  therapy  in  re- 
nal failure,  including  antimicrobial 
agents,  appear  regularly  in  the  Journal  of 
the  American  Medical  Association.^^ 

Ancillary  Therapeutic  Measures 

Analgesia:  Phenazopyridine  hydrochlo- 
ride (Pyridium)  is  a useful  oral  urinary 
analgesic  forthe  patient  with  significant 
urinary  tract  pain,  it  was  originally  used 
as  an  oral  urinary  antiseptic,  but  is  of  lit- 
tle value  in  this  regard.  Its  only  usefulness 
is  symptomatic  relief  of  dysuria,  frequen- 
cy, and  urgency.  It  colors  the  urine  a vivid 
red  or  orange  and  staining  of  clothing  is 
difficult  to  remove.  It  is  frequently  pre- 
scribed in  subeffective  doses;  the  recom- 
mended dosage  is  200  mg  three  times  a 
day.  Its  use  is  contraindicated  in  patients 
with  renal  or  hepatic  failure. 

Force  Fluids:  Increased  fluid  intake  is  a 
time-honored  measure  in  the  treatment 
of  urinary  tract  infection.  More  frequent 
voidings  to  minimize  bladder  dwell-time 
and  hence  concentration  of  organisms 
may  facilitate  intrinsic  bladder  defenses. 
In  renal  parenchymal  infection,  the  bac- 
teria are  often  described  as  getting  their 
foothold  in  the  renal  medullary  area,  a 
region  characterized  by  a relatively  low 
blood  flow  and  high  osmolality.  Both  the 
migration  of  leukocytes  into  this  area  and 
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their  phagocytic  activity  is  hampered  by 
the  hypertonic  envionment.  Complement 
activity  may  also  be  inhibited  by  both  the 
hypertonicity  and  high  concentration  of 
ammonia  inthe  medulla.  By  forcingfluids 
and  creating  a water  diuresis  we  lower 
the  tonicity  and  perhaps  improved  the 
natural  defenses  in  the  medullary  area. 

Urinary  pH  Alteration:  The  effective- 
ness of  some  antibacterial  agents  can  be 
increased  by  altering  urinary  pH.  Acidifi- 
cation is  mandatory  for  the  effectiveness 
of  methenamine  salts  which  act  by  the 
release  of  formaldehyde  into  the  urine  at 
low  pH.  Mandelic  and  hippuric  acid  are 
also  most  inhibitory  of  bacterial  growth  in 
an  acid  urine.  The  effectiveness  of  tetra- 
cycline and  nitrofurantoin  are  increased 
by  urinary  acidification.  Ascorbic  acid, 

500  mgfourtimes  a day,  or  methionine  in 
divided  dosage  of  2 to  12  gm  daily  are 
effective  and  usually  well-tolerated  acidify- 
ing agents.  Because  of  marked  variation 
in  response  to  either  acidifying  or  alka- 
linizing  agents,  the  patient  should  be 
instructed  in  the  daily  use  of  pH-sensitive 
paper. 

The  effectiveness  of  the  aminoglyco- 
side antibiotics,  streptomycin,  kanamycin 
and  gentamicin  are  promoted  by  urinary 
alkalinization.  The  antibacterial  spectrum 
of  erythromycin  can  be  broadened  to 
include  most  of  enteric  bacteria  associ- 
ated with  urinary  tract  infection  by 
maintaining  an  alkaline  urine.^'^  Sodium 
bicarbonate  tablets  in  divided  dosage  of  4 
to  12  gm  each  day  can  achieve  this. 

While  such  manipulation  is  not  neces- 
sary in  all  patients,  in  the  refractory 
therapeutic  situation  it  may  be  helpful.  A 
group  of  English  workers  reported 
increasing  their  success  rate  from  67% 
to  87  % when  attention  was  paid  to  man- 
aging urinary  pH.^s 


Chronic  Pyelonephritis 

A pertinent  question  in  considering  the 
problem  of  treatment  of  urinary  tract 
infection,  particularly  recurrent  infec- 
tions, is  that  of  the  long-term  risk  to  the 
patient.  How  often  does  such  a patient  go 
on  to  develop  significant  impairment  in 
renal  function  and  even  end-stage  renal 
disease?  An  answer  to  this  seemingly 
straightforward  question  remains  diffi- 
cult to  provide.  In  the  patient  with  a well- 
defined  anatomic  defect,  usually  resulting 
from  partial  obstruction  or  reflux,  the 
presence  of  infection  contributes  to  the 
inflammatory,  fibrosing  interstitial  re- 
action we  term  chronic  pyelonephritis. 
However,  in  the  absence  of  an  anatomic 
abnormality,  the  role  of  recurrent  infec- 
tion in  the  development  of  the  pathologic 
picture  of  interstitial  nephritis  remains 
doubtful.  Pathologists  have  become  in- 
creasingly aware  that  the  picture  fre- 
quently termed  chronic  pyelonephritis 
need  not  be  a result  of  bacterial  prolifera- 
tion.2®  Chronic  pyelonephritis  is  an  etio- 
logically  specific  form  of  interstitial 
nephritis  and  the  latter  can  result  as  well 
from  occlusive  vascular  disease, 
phenacetin  abuse,  hypersensitivity  reac- 
tions, irradiation,  and  a variety  of  other 
factors.  The  lack  of  preponderance  of 
women  presenting  with  chronic  inter- 
stitial nephritis,  while  urinary  tract  infec- 
tion is  10  to  12  times  more  common  in 
women  than  men,  is  another  factor  weigh- 
ing against  the  importance  of  uncompli- 
cated infection  in  the  pathogenesis  of 
end-stage  renal  disease. 

While  the  physician  must  reserve 
judgment  concerning  the  importance  of 
recurrent  nonobstructive  urinary  tract 
infections  in  the  pathogenesis  of  chronic 
pyelonephritis,  urinary  tract  infections 
remain  as  one  of  the  most  important 
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causes  of  lost  working  hours  among 
women.  With  the  guidelines  described, 
effective  therapy  should  be  possible  in 
virtually  all  patients.  However,  proper 
management  of  this  common  clinical  prob- 
lem must  include  evaluation  for  under- 
lying causes  or  obstructing  lesions  in  each 
patient  with  recurrent  episodes. 
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Personal  finance  for 

the  self-employed  professional: 

Building  a portfolio 


Harold  A.  Wolf,  PhD 

The  self-employed  professional  should 
start  to  build  his  portfolio  as  soon  as  pos- 
ible  after  setting  up  practice.  Assuming 
that  he  (or  she)  is  practically  flat  broke 
but  not  too  deeply  in  debt  when  he  sets  up 
practice,  he  may  not  be  able  to  buy  much 
more  than  some  life  insurance  at  first. 

Life  insurance  should  be  a first  priority. 

As  suggested  in  the  first  article  of  this  se- 
ries, the  first  insurance  policies  pur- 
chased should  probably  be  term  or  modi- 
fied three-year  or  modified  five-year 
plans.  These  modified  plans  are  special 
policies  that  automatically  convert  from 
term  to  permanent  insurance  after  three 
or  five  years  have  elapsed.  Next,  the 
young  professional  should  open  a savings 
deposit  in  a bank  or  savings  and  loan  as- 
sociation for  emergency  purposes  and  for 
building  up  a fund  with  which  to  purchase 
a house,  also  a high  priority  item.  It  is  im- 
portant for  the  person  to  make  regular 
monthly  or  weekly  deposits  into  the  sav- 
ings account.  The  key  word  is  regular; 
make  this  a habit  because  it  may  not  get 
done  otherwise. 

Home  Ownership 

The  early  acquisition  of  a home  is  impor- 
tant because  it  is  one  of  the  best  invest- 
ments an  individual  can  make.  Homes  have 
proven  to  be  good  inflationary  hedges  and 
also  provide  tax  advantages.  It  is  impor- 
tant not  to  wait  until  the  necessary  down 
payment  is  acquired  for  your  dream 
home;  this  will  take  too  long.  It  is  prefer- 
able to  buy  a cheaper  home  as  soon  as  pos- 
sible and  then  later  “trade  up.’’  In  this  way 
the  buyer  obtains  the  tax  advantage  and 
inflationary  hedge  earlier.  For  those  who 
do  not  enjoy  yard  work  or  upkeep,  a con- 
dominium should  be  considered;  it  will 
provide  the  same  tax  benefits  and  infla- 
tionary hedge. 


The  savings  account  being  built  up  for 
emergency  purposes  should  be  used  to 
meet  the  required  down  payment  on  a 
home  as  soon  as  it  is  large  enough.  This 
will  deplete  the  account,  so  the  regular 
payments  into  it  should  continue.  These 
regular  payments  can  be  reduced  some- 
what now,  if  this  is  necessary,  because  the 
person  can  borrow  in  the  event  of  an 
emergency,  and  one  of  the  goals  of  the 
savings  account — home  ownership — has 
been  accomplished.  In  addition,  saving  out 
of  current  income  is  likelyto  decline  fora 
while  now  while  household  furniture  and 
other  durable  consumer  goods  are  ac- 
quired to  fill  the  home. 

The  Keogh  Plan 

A Keogh  plan  should  also  be  set  up  as  soon 
as  possible  because  it  allows  legal  reduc- 
tions on  federal  income  tax  payments  for 
self-employed  individuals.  If  a choice  must 
be  made  between  a home  and  a Keogh 
plan  during  the  early  years  of  practice, 
this  becomes  a matter  of  personal  taste. 

Keogh  plans  can  be  set  up  only  by  the 
self-employed  and  they  are  a means  of 
providing  the  same  tax  benefits  enjoyed  by 
salaried  employees  under  corporate  pen- 
sion plans.  The  law  was  recently  amend- 
ed to  permit  up  to  15%  of  earned  income 
per  year — but  not  to  exceed  $7,500 — to 
be  placed  into  a special  fund  and  then  de- 
ducted from  income  on  the  federal  tax 
forms.  Neither  the  income  earned  by  the 
fund  northe  capital  gain  accruingto  it  are 
taxed  while  the  fund  is  being  built  up.  In 
order  to  enjoy  the  tax  benefits  the  funds 
cannot  be  withdrawn  until  the  person  is 
591/2  years  old  (in  the  event  the  person  be- 
comes totally  disabled  he  may  withdraw 
his  funds  earlier).  If  the  funds  are  with- 
drawn before  age  591/2,  there  is  a stiff  pen- 
alty tax  and  another  Keogh  plan  cannot  be 
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set  up  for  five  years.  Consequently,  the 
money  in  a Keogh  plan  cannot  be  looked 
upon  as  an  emergency  fund. 

Not  only  must  the  individual  Keogh  plan 
qualify  as  noted,  but  each  plan  must  also 
be  approved  by  the  Internal  Revenue  Ser- 
vice. Because  of  this  most  people  have  an 
institution  manage  it  for  them.  There  are 
several  different  institutions  which  have 
developed  Keogh  plans  which  have  been 
approved  by  IRS.  Most  people  who  have  a 
Keogh  plan  have  made  an  arrangement 
with  either  the  trust  department  of  a com- 
mercial bank,  a life  insurance  company, 
or  a savings  and  loan  association. 

CollegeTrust  Fund  for  Children 

The  day  each  child  is  born  the  parents 
should  open  a passbook  savings  account  in 
the  child’s  name  in  a savings  and  loan  as- 
sociation, and  then  make  regular 
payments  into  it.  If  $20  per  week  are  de- 
posited into  such  an  account,  then  in  five 
years  the  principle  plus  interest  will 
amount  to  about  $5,800;  moreover,  these 
funds  could  be  put  into  higher  yielding 
certificates  of  deposit  periodically  as  mul- 
tiples of  $1,000  occur. 

When  each  child’s  savings  account 
grows  to  several  thousand  dollars,  the 
parents  should  consider  transferring  it 
into  an  irrevocable  trust  in  the  trust  de- 
partment of  a commercial  bank.  The  bank 
will  probably  be  able  to  obtain  a higher 
yield  than  the  savings  and  loan  associa- 
tion, and  also  there  is  a tax  benefit  in  mak- 
ing this  transfer.  The  interest  earned 
whilethe  funds  were  in  the  financial  insti- 
tution were  taxable  as  income  to  the  physi- 
cian, whereas  if  the  funds  are  in  an  irre- 
vocable trust  they  are  income  to  the  child 
and  hence  not  subject  to  tax  unless  his 
total  income  is  in  excess  of  $2,050. 

An  irrevocable  trust  is  one  in  which 


the  individual  making  the  grant  cuts  the 
string  so  he  can  never  take  the  funds 
back.  The  bank  manages  the  trust  on  be- 
half of  the  child,  and  although  the  grantor 
can  stipulate  how  the  funds  will  be  invest- 
ed, the  grantor  can  never  again  get  the 
funds.  The  trust  agreement  can  even  stip- 
ulate that  the  fund’s  first  priority  use  will 
be  for  college  expenses  and  cannot  be 
used  for  any  other  purpose  until  the  child 
reaches  a certain  age. 

Other  Possible  Investments 

Once  our  physician  has  made  his  high  pri- 
ority investments  such  as  in  life  insur- 
ance, savings  deposits,  home  ownership,  a 
Keogh  plan,  and  a college  trust  fund  for 
the  children,  he  can  seek  other  investment 
opportunities.  We  will  discuss  some  of 
them;  namely  treasury  bills,  stocks  and 
bonds,  mutual  funds,  tax-exempt  munici- 
pal bonds,  real  estate  ventures,  and  revo- 
cable trusts.  We  will  also  examine  the  pro- 
fessional corporation  as  a means  of 
achieving  certain  goals.  An  individual  will 
select  from  among  these  in  accordance 
with  his  personal  tastes,  preferences,  and 
opportunities  which  may  vary  to  some  ex- 
tent from  person  to  person.  Moreover 
one  person  will  prefer  certain  alterna- 
tives, another  person,  others.  Some  indi- 
vidual may  choose  only  one  or  two  invest- 
ment outlets;  others  will  want  more.  The 
extent  of  diversification  also  becomes  a 
personal  matter. 

Treasury  Bills 

The  person  who  wants  a high  degree  of 
liquidity  and  often  a higher  rate  of  return 
than  provided  by  a savings  and  loan  pass- 
book account  should  consider  United 
States  Treasury  Bills.  These  are  short- 
term United  States  Government  obliga- 
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tions  and  often  during  periods  of  tight 
money  they  yield  more  than  passbook  sav- 
ings. Sometimes,  ho\A^ever,  they  yield  less. 
Funds  can  be  shuttled  between  savings 
and  loan  passbook  deposits  and  T reasury 
bills  in  accordance  with  yield.  Treasury 
bills  come  in  denominations  of  $10,000, 
are  sold  below  face  value,  and  when  they 
mature  are  redeemed  at  face  value;  the 
difference  is  the  interest  income.  They 
can  be  purchased  from  commercial  banks 
who  obtain  them  directly  from  the  US 
T reasury  in  the  weekly  auction  market.  In 
this  way  the  buyer  can  avoid  paying  deal- 
ers’ commission  fees,  although  recently 
banks  have  been  charging  a modest  fee 
for  this  service — generally  $15  to  $20 
per  transaction.  T reasury  bills  come  in 
maturities  of  90  and  180  days,  and  when 
they  mature  they  generate  cash  that  can 
be  reinvested  in  new  issues.  The  bank  pro- 
vides the  entire  service;  they  buy  the  bills, 
charge  the  checking  account,  hold  the  bills 
for  safekeeping,  collect  the  funds,  and 
credit  the  checking  account  when  they  ma- 
ture, and  then  reinvest  in  new  bills  if  de- 
sired. 

Corporate  Stocks  and  Bonds 

In  the  past  few  years  the  stock  market  has 
lost  some  of  its  former  glamour  and  many 
investors  have  left  it.  The  stock  market 
has  declined  and  consequently  there  are 
now  some  very  good  buys  as  judged  by 
earlier  standards.  However,  until  greater 
confidence  is  restored,  the  market  will  re- 
main depressed.  Some  of  the  stocks  in  the 
Dow  Jones  industrial  average  have  de- 
clined to  the  point  where  they  have  a rela- 
tively high  dividend  yield.  The  Dow  Jones 
as  a whole  now  has  a relatively  low  price 
earnings  ratio.  While  common  stock  seem 
to  have  lost  their  ability  to  provide  an  in- 
flationary hedge,  they  are  beginning  to 


look  like  good  investments. 

Stock  were  historically  classified  into 
income  stock  and  growth  stock.  Income 
stock  are  those  of  companies  whose  rec- 
ord of  earnings  is  good  and  who  generally 
pay  out  a large  proportion  of  their  profits 
in  the  form  of  dividends.  Growth  stock  are 
those  of  companies  that  have  a proven 
record  of  good  growth  in  sales  and  prof- 
its, but  that  retain  most  of  their  profits 
for  expansion  purposes.  Gro\wth  stock 
were  the  prime  candidates  for  price  ap- 
preciation, and  appealed  to  younger  inves- 
tors. Income  stock,  on  the  other  hand,  ap- 
pealed to  older  investors.  This  is  still 
sound  advice,  unless  the  investor  has  lost 
all  confidence  in  the  American  economy. 

Considering  present  interest  rates, 
some  long-term  corporation  bonds  might 
be  acquired  for  the  professional’s  port- 
folio. Bond  prices  fluctuate  in  the  market 
inversely  with  fluctuations  in  the  rate  of 
interest,  hence  there  can  be  capital  gains 
or  capital  losses  if  bonds  are  sold  before 
maturity.  Because  of  this  the  professional 
person  should  buy  bonds  only  if  the  yield  is 
satisfactory,  and  with  the  intent  of  holding 
them  to  maturity. 

Mutual  Funds 

Mutual  funds  are  an  alternative  to  buying 
stock  and  bonds  directly.  Indeed  some  be- 
lieve that  in  the  future  individuals  will 
hold  most  of  their  securities  indirectly 
through  an  institution.  When  a person 
buys  mutual  funds  he  is  getting  profes- 
sional management,  diversification,  and 
constant  surveillance.  The  buyer  pays  for 
this  service  through  loading  and  manage- 
ment fees,  but  the  extra  cost  may  well  be 
worthwhile.  Moreover,  there  are  some  good 
no  load  funds  that  can  be  obtained,  and 
their  purchase  greatly  reduces  the  cost  of 
acquiring  mutual  funds. 
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Tax  Exempt  Municipal  Bonds 

These  bonds  should  have  strong  appeal  to 
the  busy  man  who  has  substantial  earn- 
ings, and  therefore  a tax  problem.  Con- 
gress has  fora  longtime  made  the  inter- 
est received  on  the  bonds  issued  by  state 
and  local  governments  and  their  political 
subdivisions  tax  exempt.  These  are  long- 
term investments  which  can  be  purchased 
from  a bond  dealerand  if  this  is  done,  the 
investor  would  get  the  actual  bonds.  Gen- 
erally, five  bonds  are  the  minimum  a deal- 
erwill  sell  and  a $5,000  investment  is  re- 
quired. However,  recently  closed  end  in- 
vestment trusts  have  been  established 
through  which  municipal  bonds  can  be 
purchased  indirectly  and  in  multiples  as 
low  as  $1,000.  The  sales  charge  on  them  is 
usually  about  3.5% . The  interest  is  gener- 
ally paid  semiannually,  although  some 
trusts  will  pay  it  monthly.  There  is  also  a 
secondary  market  in  these  trusts  certifi- 
cates so  they  need  not  be  held  until  the 
bonds  mature,  which  may  be  20  years  or 
more.  Fig  1 shows  the  after  tax  yield  for 
varying  rates  of  interest  and  tax  brack- 
ets; some  are  excellent. 


Real  Estate  Investments 

Real  estate  investment  can  be  lucrative:  it 
provides  both  a tax  benefit  and  generally  is 
an  excellent  inflationary  hedge.  In  buying 
any  residential  rental  property  two  ques- 
tions must  be  answered.  First,  will  the 
property  in  question  maintain  its  value, 
decline  in  value,  or  increase,  assuming 
proper  maintenance?  Second,  what  will  be 
the  return  on  the  investment?  The  answer 
to  the  first  question  will  be  determined  to 
a large  extent  by  the  desirability  of  the 
property’s  location  as  well  as  the  commu- 
nity’s future  pattern  of  growth  and  devel- 
opment. 

Before  a residential  rental  unit  is  pur- 
chased, the  prospective  buyer  should  de- 
termine whether  or  not  the  community  is 
overbuilt.  The  apartment  vacancy  rate 
should  be  examined  together  with  the 
number  of  houses  for  rent.  An  analysis  of 
these  two  factors  can  also  shed  light  on 
which  of  the  two  residential  alternatives  is 
likely  to  be  the  better  investment.  Apart- 
ment dwellers  and  renters  of  single  family 
homes  or  even  duplexes  are  generally  dif- 
ferent types  of  people.  However,  if  sub- 
stantial sums  are  to  be  committed,  the 


I.  After  tax  yield  for  varying  rates  of  interest  and  tax  brackets. 
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apartment  route  will  almost  certainly 
have  to  be  taken,  because  it  is  much  more 
difficultand  time  consumingto  manage 
ten  single-family  residences  than  one  10- 
or  even  20-unit  apartment  house. 

The  return  on  a residential  rental  unit  can 
be  shown  with  a hypothetical  illustration 
(Fig  2). 

Now,  however,  the  buildup  in  equity 
must  be  added  in,  and  this  would  be  about 
$250  per  year,  which  gives  a return  on 
the  investment  of  $357  ^ $2,000  or 
17.8%.  There  is  also  a depreciation  cal- 
culation to  be  made.  On  a $20,000  piece  of 
real  estate  it  is  logical  to  assume  the  house 
itself  is  worth  about  $16,000.  Depreciat- 
ing this  value  over  20  years  at  the  maxi- 
mum rate  allowed  provides  $1,000  in  de- 
preciation charges  if  it  is  an  old  house  and 
$1,200  if  it  is  a new  house  forthe  first 
year.  Of  the  two  depreciation  figures,  the 
pertinent  one  can  be  offset  against  earned 
income  tax  wise.  The  example  of  a rental 
house  (Fig  2)  is  a fairly  good  investment 
and  a tax  shelter  as  well. 

In  reality,  about  a 7 % management  fee 


2.  Hypothetical  illustration  showing  return  on 
residential  rental  unit. 


Cost  of  house 

$20,000 

Down  payment 

$ 2,000 

Mortgage  at  8% 

$18,000 

Rental  income  $225  x 11 
(Assumed  house  is  vacant 
one  month  per  year.) 

2,475 

Expenses 

Taxes 

400 

Insurance 

100 

Maintenance  & repair 

200 

Total  before  interest  and 
depreciation 

700 

700 

Mortgage  payment  at  8%  $139  x 

12 

1,668 

Cash  flow 

107 

$107  -r  $2,000  = 5.4%  return 


is  justifiable  because  it  is  bothersome  and 
time  consuming  to  own  a rental  house. 

This  fee  is  applied  to  the  total  rental  in- 
come and  in  the  cited  case  it  is  $173.25. 
This  makes  the  investment  less  attractive 
from  an  investment  point  of  view,  but  it  is 
still  a good  tax  shelter  and  inflationary 
hedge. 

This  is  precisely  why  some  people  pre- 
fer to  own  apartments.  A 10-  or  20-unit 
apartment  is  often  easier  to  manage  than 
even  two  or  three  single-family  units.  Also, 
if  the  owner’s  properties  are  large 
enough,  he  can  hire  management  services 
and  have  both  a good  investment  and  a tax 
shelter. 

Another  good  real  estate  investment 
opportunity  is  a commercial  or  office 
building.  The  previous  analysis  applies  in 
such  a case  as  well.  A larger  investment 
would  be  required  than  in  the  case  of  a 
single-family  unit,  and  someone  could  be 
hired  to  take  care  of  the  management 
problem. 

A third  investment  alternative  in  real 
estate  is  raw  land.  There  are  no  tenants  to 
complain  and  no  management  problems  to 
worry  about.  Rather,  only  taxes  need  be 
paid,  and  after  a time  one  hopes  the  land 
will  appreciate  in  value  and  there  will  be  a 
capital  gain  to  enjoy.  Picking  the  right  land 
is,  of  course,  the  problem.  The  ideal  is  to 
pick  land  not  in  a growth  area,  but  in  one 
which  is  destined  to  become  a growth 
area.  Patience  is  necessary,  but  judicious 
purchases  of  raw  land  can  provide  real 
benefits.  Will  Rogers  was  correct  in  his 
comment  on  land  when  he  said,  “They  ain’t 
making  any  of  that  anymore.’’ 

Trusts 

The  revocable  trust  is  another  investment 
alternative  which  might  fit  the  needs  of 
some  self-employed  professionals.  A re- 
vocable trust,  unlike  the  irrevocable 
trust,  is  one  over  which  complete  control 
is  retained.  The  trust  can  be  terminated 
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and  the  funds  in  it  taken  back  at  any  time. 
While  it  is  in  effect,  it  is  merely  a device 
through  which  investment  authority  is  del- 
egated to  another  party.  Generally  the 
trust  department  of  a large  commercial 
bank  will  provide  the  trustee  services.  The 
trustee  is  able  to  invest  in  corporate  se- 
curities, real  estate  ventures,  short-term 
treasury  bills,  mortgages,  and  commer- 
cial paper.  Consequently,  it  provides  flexi- 
bility as  well  as  professional  management. 
In  addition,  it  will  probably  earn  a higher 
rate  of  return  than  the  individual  investor 
will  be  able  to  achieve. 

Atrust  is  also  a device  which  can  be 
used  to  reduce  the  federal  estate  tax. 

Such  a trust  is  a “testamentary  trust” 
which  is  set  up  in  accordance  with  the  pro- 
visions of  a will  upon  the  death  of  the  crea- 
tor. Such  a trust,  however,  is  too  complex 
to  discuss  in  this  short  article. 

The  Professional  Corporation  as  a Vehicle 
for  Investments 

The  professional  corporation  provides 
many  of  the  same  benefits  as  the  Keogh 
plan,  except  that  it  is  even  more  flexible 
and  there  is  no  limit  like  the  15%  which 
applies  to  Keogh  plans.  The  professional 
corporation  can  be  used  to  defer  taxes, 
but  only  by  physicians,  attorneys,  den- 
tists, CPAs,  architects,  engineers,  and 
others  who  are  required  to  obtain  a li- 
cense before  performing  their  services. 

In  that  sense,  it  is  narrower  than  the 
Keogh  plan;  not  all  self-employed  are  eli- 
gible. 

The  professional  corporation  is  the 
outgrowth  of  a series  of  court  cases,  the 
results  of  which  finally  resulted  in  the  IRS 
ruling  in  August  1967  that  “organizations 
of  doctors,  lawyers,  and  other  profession- 
al people  organized  under  state  profes- 
sional association  acts  will,  generally,  be 
treated  as  corporations  for  tax  purpos- 
es.” Generally  speaking  the  professional 
corporation  provides  tax  benefits  by  mak- 


ing certain  benefits  tax  deductible  which 
otherwise  would  not  be  deductible.  These 
deductible  items  include; 

1.  A qualified  retirement  plan.  This 
was  available  to  these  people  before 
through  the  Keogh  plan,  but  has  a 15% 
limitation  which  doesn’t  exist  under  the 
professional  corporation. 

2.  Medical  expense  insurance.  No  limit 
as  is  the  case  for  an  individual. 

3.  Disability  income  insurance. 

4.  Deferred  income  plan.  The  corpor- 
ation can  withhold  funds,  invest  them  in 
securities,  or  buy  more  life  insurance 
with  them  and  later  pay  them  to  the  em- 
ployee when  he  retires.  This  is  actually 
similar  to  the  first  point  except  that  re- 
tirement plans  must  apply  to  all  employees 
of  the  corporation,  whereas  deferred  in- 
come plans  may  be  selective. 

But  heed  one  word  of  warning:  Putting 
together  a professional  corporation  is  a 
job  for  an  expert.  If  you  feel  you  qualify 
for  incorporation  you  should  obtain  pro- 
fessional tax  guidance. 

Summary 

A number  of  investment  alternatives  for 
the  self-employed  have  been  examined  but 
notall  of  them  will  be  appropriate  for  our 
hypothetical  physician.  However,  the  first 
five  investments  probably  should  be 
looked  into  by  everyone;  the  latter  seven 
are  alternatives,  and  choosing  among 
them  is  a matter  of  personal  preference. 
But  keep  in  mind  that  the  largerthe  num- 
ber of  investment  alternatives  selected, 
the  greater  the  amount  of  time  required 
to  manage  them.  In  some  cases  the  man- 
agement can  be  delegated  to  others  such 
as,  for  example,  in  the  case  of  mutual 
funds  and  trusts.  In  others,  the  self-em- 
ployed person  will  have  to  devote  some 
time  to  managing  his  financial  affairs. 

Dr.  Wolf,  Professor  of  Finance,  Department 
of  Finance,  BEB  125,  The  University  of  Texas, 
Austin,  Texas  78712. 
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Tumoricidal  steroids: 
Potential  cure  for  advanced 
breast  and  prostatic  cancer 

Richard  E.  Buller,  BS 


Last  year  90,000  new  cases  of  cancer  of 
the  breast  and  54,000  new  cases  of  can- 
cer of  the  prostate  were  diagnosed. ^ In  ad- 
dition, some  51,000  deaths  were  attribut- 
ed to  these  two  forms  of  cancer  alone. ^ 
These  totals  represent  22  % of  the  new 
cancer  diagnoses  and  14%  of  the  cancer- 
caused  deaths  for  1974. ^ Clearly,  cancer 
of  the  breast  and  prostate  are  of  epidemic 
proportions. 

The  susceptibility  of  breast  cancer  to  en- 
docrine manipulation  has  been  known 
since  1896. ^ Higgins  and  Hodges  report- 
ed the  effects  of  castration,  estrogen,  and 
androgen  on  metastatic  carcinoma  of  the 
prostate  in  1941.3  Unfortunately,  little 
real  progress  has  been  made  in  the  treat- 
ment of  these  diseases  since  the  initial  ob- 
servation of  the  potential  usefulness  of 
endocrine  manipulation.  The  advances  be- 
ing made  today  in  the  field  of  molecular 
endocrinology  provide  a mechanistic  ra- 
tionale for  the  value  of  steroid  manipula- 
tion to  these  patients.  Moreover,  these  ad- 
vances suggest  new  approaches  to  treat- 
ment of  widespread  metastatic  carcinoma 
of  the  breast  or  prostate.  It  is  the  purpose 
of  this  article  to:  (1)  summarize  endo- 
crine manipulative  measures;  (2)  briefly 
review  the  molecular  basis  of  steroid  hor- 
mone action;  (3)  emphasize  the  predictive 
importance  of  a simple  laboratory  test  in 
the  evaluation  of  a patient’s  prospects  for 
response  to  endocrine  manipulation;  and 
(4)  suggest  a novel  approach  to  therapy 
which  may  effect  a cure  in  those  patients 
whose  laboratory  tests  indicate  tumor 
susceptibility  to  endocrine  manipulation. 

Endocrine  Manipulation 
of  the  Cancer  Patient 

The  patient  with  widespread  metastatic 
breast  cancer  or  recurrence  of  disease 

Mr.  Buller  is  the  first-place  award  winner  in  the 
1975  Texas  Medicine  award  competition  for  excel- 
86  lence  in  medical  writing. 


following  mastectomy  is  a candidate  for 
endocrine  manipulation.  In  the  pre- 
menopausal woman,  endocrine  manipula- 
tion can  consist  of  oophorectomy,  adre- 
nalectomy, hypophysectomy,  antiestrogen 
drugs,  and/or  androgen  therapy. ^ The 
goal  of  such  a therapeutic  program  is  to 
minimize  circulating  estrogens  and  more 
specifically  to  block  their  proliferative  ef- 
fects at  the  cellular  level.  A postmeno- 
pausal woman  with  cancer  of  the  breast, 
whose  disease  may  be  clinically  and  histo- 
pathologically  indistinguishable  from  her 
premenopausal  counterpart,  is  often 
treated  with  high  doses  of  diethylstilbes- 
trol  (DES),**  a nonsteroidal  estrogen  agon- 
ist. The  rationale  for  this  method  of  treat- 
ment is  simple;  significant  numbers  of  pa- 
tients have  remission.  However,  the  me- 
chanism of  tumor  regression  is  difficult  to 
understand  and  must  be  different  from 
that  occurring  in  the  premenopausal 
woman. 

Higgins  and  Hodges  initially  demon- 
strated the  value  of  castration  and  estro- 
gens in  treating  cancer  of  the  prostate. ^ 
More  recently,  antiandrogens,®  adrenal- 
ectomy, and  hypophysectomy  also  have 
been  tried  with  varying  degrees  of  suc- 
cess.®" Such  therapeutic  modalities  were 
particularly  useful  in  treating  stages  III 
and  IV  cancer,  as  was  reported  by  the  Vet- 
erans Administration  Cooperative  Uro- 
logical Research  Group.®  The  goal  in  these 
patients,  who  are  not  cured  by  simple 
prostatectomy,  is  to  reduce  circulating 
levels  of  androgens.  Such  a reduction 
facilitates  an  overall  decrease  in  prostatic 
metabolic  activity.  Estrogen  therapy  can 
achieve  this  goal  by  three  pathways:  first, 
high  doses  of  DES  (1  mg/day)  decrease 
circulating  interstitial  cell  stimulating 
hormone  (ICSH  or  LH)  and  thereby  de- 
crease testosterone  production.®  Second, 
specific  enzymes  involved  in  de  novo  syn- 
thesis of  androgens  from  cholesterol  are 
inhibited  in  the  prostate  and  else- 
where.Third,  estrogens  decrease 
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bone  pain  by  a mechanism  which  is  prob- 
ably different  from  the  two  mentioned 
above. 

Thus,  the  rationale  of  endocrine  ma- 
nipulation of  both  prostatic  and  breast 
cancer  patients  is  to  block  and  reverse 
the  actions  of  the  male  and  female  sex  hor- 
mones. The  hormone-responsive  target 
organ’s  mitotic  rate  can  then  be  expected 
to  decrease.i2.i3  Cancer  cells  which  re- 
quire high  metabolic  activity  and  have 
arisen  from  normal  breast  and  prostate 
tissue  are  thus  deprived  of  optimal 
growth  conditions,  resulting  in  impaired 
tumor  growth.  Unfortunately,  these  meth- 
ods of  treatment  are  at  best  palliative,  of- 
ten do  not  work  at  all,  and  can  cause  seri- 
ous side  effects.  Definitive  tests  which  can 
select  patients  with  the  best  chance  for 
response  to  endocrine  manipulation 
would  be  invaluable.  Such  tests  do  exist; 
they  derive  from  an  understanding  of  the 
molecular  basis  of  steroid  hormone 
action. 

Steroid  Hormone  Action; 

An  Overview 

The  mechanism  of  steroid  hormone  action 
has  been  reviewed  widely.i^-ie  Some  of  the 
more  salient  features  of  a general  model 
for  steroid  hormone  action  are  shown  in 
Fig  1 and  are  summarized  herein.  This 
model  is  applicable  to  the  actions  of  gluco- 
corticoids, estrogens,  androgens,  pro- 
gestins,  mineralocorticoids,  and  vitamin 
D.  Fig  1 shows  that  steroids  (S)  are  freely 
diffusible  into  both  target  and  nontarget 
tissues  but  are  only  retained  by  cells  of 
target  tissues  which  contain  receptors 
(R).  Classical  pharmacology  defines  a re- 
ceptor as  a sort  of  biological  transducer 
which  converts  input  information,  for  ex- 
ample, circulating  hormone,  into  specific 
tissue  responses  such  as  increased  RNA 
and  protein  synthesis.  Biochemically, 
steroid  hormone  receptors  are  protein 
molecules  which  bind  specific  steroids 


noncovalently  in  a saturable  fashion  and 
with  high  affinity  (Ka^^lO  ®— IQ  i^M). 
Steroid  hormone  receptors  are  very  specif- 
ic. For  example,  estrogens  do  not  bind  to 
androgen,  progestin,  glucocorticoid,  min- 
eralocorticoid,  or  vitamin  D receptors.  Hor- 
mone binding  to  receptor  initiates  a con- 
formational alteration  in  the  receptor  which 
changes  its  electrostatic  properties.!"  As 
a result  of  these  changes,  receptor-hor- 
mone complexes  translocate  to  the  cell 
nucleus  where  they  bind  very  tightly 
10  ® —lO'!!  |\/i)  tissue-specific  acceptor 
sites  (A)  consisting  of  DNA  and  associated 
chromosomal  nonhistone  proteins.  The 
binding  reaction  may  destabilize  the  DNA 
duplex,  thus  creating  specific  new  initia- 
tion sites  for  RNA  polymerase.!^  As  a 
result,  new  species  of  messenger  RNA  are 
transcribed  and  subsequently  translated 
into  proteins  in  the  cell  cytoplasm.  Such 
a mechanism  may  explain  the  steroid- 
induced  de  novo  synthesis  of  such  specific 
proteins  as  tyrosine  aminotransferase!^ 
and  glutamine  synthetase!®  by  glucocorti- 

1.  Steroid  hormone  interaction  with  tissues. 

Steroids  (S)  enter  target  tissues  (upper  panel)  where 
they  bind  to  cytoplasmic  receptor  proteins  (R).  The 
steroid  receptor  complexes  (R'S)  translocate  to 
the  target  cell  nucleus  and  hind  to  specific  chromo- 
somal acceptor  sites  (A)  resulting  in  a response.  In 
contrast,  nontarget  tissues  contain  neither  receptors 
nor  acceptors.  Therefore,  steroids  enter  nontarget 
cells  but  are  not  retained  (lower  panel). 
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coids,  “induced  protein”  by  estrogen  in 
the  rat  uterus, ovalbumin  by  estrogen, 
and  avidin  by  progesterone  in  the  chick 
oviduct. 

Antihormonal  Agents:  Mechanisms 

Experimental  evidence  from  different 
animal  model  systems  suggests  at  least 
two  different  mechanisms  of  action  for  the 
so-called  antihormonal  agents.  Spirolac- 
tones  are  known  antagonists  of  aldoster- 
one. Normally,  aldosterone  promotes 
renal  tubular  readsorption  of  Na  + . How- 
ever, in  the  presence  of  spirolactones, 
the  antinatriuretic  effects  of  aldosterone 
are  greatly  diminished.  Marver  and  oth- 
ers^i  recently  have  demonstrated  that 
the  spirolactone  SC-26304  can  competi- 
tively bind  to  kidney  cytoplasmic  aldoster- 
one receptors.  This  binding  created  a 
spirolactone-receptor  complex  which  was 
incapable  of  binding  to  nuclear  acceptor 
sites.  Thus,  in  the  absence  of  the  receptor- 
acceptor  interaction,  the  antinatriuretic 
effects  of  aldosterone  were  blocked. 

These  findings  are  exactly  analogous  to 
those  reported  by  Kaiser  and  others^^ 
who  found  that  the  antiglucocorticoid  cor- 
texalone  inhibited  nuclear  binding  of  glu- 
cocorticoid receptors  and  thus  blocked 


2.  Correlation  of  tumor  receptor  titer  with  re- 
sponse to  endocrine  manipulation. 


Investigator 

Receptor 

Positive 

Tumors’* 

Receptor 

Positive 

Responderst- 

Receptor 

Negative 

Responders 

Korenman  & Dukes” 

7/15 

Jensen  et  al” 

13/40 

10/13 

1/27 

Maass  et  aP‘ 

67/164 

6/7 

0/14 

Engelsman  et  al” 

14/37 

14/17 

2/20 

Leung  et  al” 

28/53 

McGuire  et  al” 

36/64 

Savlov  et  al” 

68/118 

2/4 

0/2 

‘Investigators  vary  somewhat  in  their  definition  of  receptor 
positive. 

tA  response  is  defined  minimally  as  a 50%  reduction  in 
tumor  size  following  some  form  of  endocrine  manipulation. 


subsequent  cellular  responses. 

A second  type  of  hormone  antagonism 
has  been  demonstrated  by  Anderson, 
Clark,  and  Peck  who  have  studied  the  ac- 
tions of  the  antiestrogens  SI-628,  nafoxi- 
dine,  and  clomiphene  in  the  rat.^^  s^  These 
compounds  apparently  bind  to  receptors 
in  a normal  fashion  and  translocate  nor- 
mally to  the  uterine  cell  nucleus.  However, 
they  are  abnormally  retained  in  a manner 
which  seemingly  blocks  resynthesis  of 
cytoplasmic  receptor,  leavingthe  cell  un- 
responsive to  a subsequent  challenge  dose 
of  estrogen. 

The  mechanism  of  the  antiandrogenic 
effects  of  cyproterone  have  not  yet  been 
unequivocally  shown;  however,  this  agent 
will  most  likely  fit  into  one  of  the  two 
schemes  outlined.  A variety  of  clinical 
trials  have  been  conducted  which  make 
logical  use  of  antiestrogens  in  premeno- 
pausal women  with  widespread  metastatic 
breast  cancer.25.26  similarly,  antiandro- 
gens have  been  tried  on  patients  with 
prostatic  cancer.27-29  The  results  of  these 
trials  indicate  that  many  patients  will  re- 
spond to  antihormonal  agents  with  remis- 
sion of  disseminated  disease.  Unfor- 
tunately, many  patients  fail  to  respond. 
What  is  needed  is  a test  which  will  deter- 
mine which  patients  have  the  best  chance 
to  respond.  The  use  of  such  a test  will  en- 
able physicians  to  treat  those  not  likely  to 
respond  to  endocrine  therapy  sooner  with 
other  appropriate  methods.  Receptor 
assay  of  involved  tissue  is  just  such  a test. 

Receptors  in  Cancer 

Major  contributions  to  the  study  of  ster- 
oid hormone  receptors  in  breast  cancer 
have  been  made  by  McGuire  and  co- 
workers25.5i  and  Jensen  and  coworkers.52 
Their  work  and  that  of  other  investigators 
suggests  that  only  those  patients  whose 
tumors  contain  estrogen  receptors  will  be 
good  candidates  for  endocrine  manipula- 
tion. Fig  2 emphasizes  this  point.  Approxi- 
mately 47.4%  of  those  cases  reported 
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had  significant  estrogen  receptor  titers. 

Of  this  group,  32  of  41,  or  78%  respond- 
ed to  endocrine  manipulation.  On  the 
other  hand,  only  3 of  63,  or  4.7  % , without 
receptor  showed  a favorable  response  to 
endocrinetherapy.  Results  such  as  these 
have  led  McGuire  and  others  to  point  out 
that  every  breast  cancer  patient  taken  to 
surgery  should  have  a tumor  sample  ana- 
lyzed for  receptor  content.^^  Then  if  the 
simple  mastectomy  does  not  cure  the  pa- 
tient and  the  tumor  contains  receptor, 
there  will  be  hope  of  inducing  a remission 
by  treatment  with  endocrine  ablative  ther- 
apy. In  the  absence  of  significant  receptor 
titers,  some  other  mode  of  therapy  such  a 
x-irradiation  and  cytotoxic  agents  should 
be  employed. 

Little  data  are  available  concerning 
androgen  receptors  in  prostatic  can- 
cers.It  would  be  advisable  in  the  future 
to  run  receptor  assays  on  all  prostatic 
biopsy  material  which  is  diagnosed  as 
adenocarcinoma  in  the  pathology  labora- 
tory. Because  steroid  hormones  all  appar- 
ently act  via  the  same  mechanism,  the  re- 
sults of  endocrinetherapy  in  patients  with 
carcinoma  of  the  prostate  should  be  just  as 
accurately  predictable  as  for  those  with 
breast  cancer  if  such  a program  were 
instituted. 

Several  additional  points  need  to  be 
made.  First,  unless  precautions  are  taken 
to  correct  for  endogenous  hormone 
bound  to  receptors  in  vivo,  accurate  re- 
ceptor titers  cannot  be  determined  in 
v/7ro.  Thus,  an  exchange  assay  of  the  type 
developed  by  Anderson,  Peck,  and  Clark 
should  be  used.^®  Katzenellenbogen  and 
others-*®  have  modified  the  basic  assay  so 
that  cytoplasmic  receptor  sites  occupied 
by  endogenous  hormone  also  can  be 
measured.  Therefore  it  is  probable  that  a 
tumorexchange  assay  will  eliminate  the 
great  variance  in  receptor  titers  report- 
ed by  most  authors  who  do  not  use  such 
techniques.  This  assay  should  measure 
both  nuclear  and  cytoplasmic  receptor. 
Failure  to  use  such  a technique  probably 


explains  why  three  patients  in  Fig  2 were 
reported  as  receptor  negative  and  yet  re- 
sponded to  endocrine  manipulations. 

Second,  basic  research  with  cell  genet- 
ic variants  has  shown  that  the  mere  pres- 
ence of  a receptor  does  not  guarantee  cel- 
lular response  to  hormone.**-*^  Thus,  one 
would  predict  that  postmenopausal  female 
breast  cancer  patients  who  have  sig- 
nificant receptor  and  don’t  respond  to 
DES  can  be  subdivided  into  three  groups; 
(1)  those  with  receptors  which  cannot  be 
processed  for  nuclear  binding:  (2)  those 
with  receptors  which  cannot  bind  to  the 
genome  because  mutation  has  obliterated 
the  nuclear  acceptor  sites;  and  (3)  those 
who  have  a block  somewhere  between  the 
binding  step  and  the  response  step.  These 
patients  probably  are  included  with  the 
22%  of  the  women  in  Fig  2 with  breast 
estrogen  receptor  who  did  not  respond  to 
therapy. 

Endocrine  Manipulation  1975:  The  Magic 
Bullet 

The  cornerstone  of  drug  design  has  al- 
ways been  a high  degree  of  specificity  with 
a minimum  of  toxic  side  effects.  This  prin- 
ciple was  first  advanced  by  Erlich  in  the 
late  19th  century.  It  is  just  as  valid  today 
as  it  was  then  when  the  first  “magic  bul- 
let,” arsphenamine,  was  designed.  The 
problem  with  the  type  of  endocrine  mani- 
pulation used  to  date  is  that  it  is  analogous 
to  the  use  of  a bacteriostatic  antibiotic. 
The  latter  is  satisfactory  when  the  body’s 
own  defenses  will  have  a chance  to  destroy 
an  invading  organism.  However,  the  can- 
cer patient’s  immune  mechanism  probab- 
ly has  already  failed,  and  it  will  only  bea 
matter  of  time  until  the  cancer  cells  begin 
to  proliferate  anew.  Such  reasoning  can 
be  used  to  explain  the  relatively  short  du- 
ration of  endocrine-induced  remission  in 
patients  with  prostatic®  and  breast  can- 
cer.* Those  patients  with  significant  re- 
ceptortiters  in  their  neoplasms  are  excel- 
lent candidates  for  a new  type  of  therapy. 
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Tumoricidal  steroids 


The  various  aspects  of  this  therapy  w\\  be 
discussed  only  with  regard  to  prostatic 
cancer,  but  the  principle  obviously  can  be 
extended  to  the  treatment  of  breast  can- 
cer as  well. 

This  new  mode  of  therapy  may  be 
termed  tumoricidal  endocrine  manipula- 
tion. It  will  take  advantage  of  the  specificity 
characteristic  of  steroid  interaction  with 
receptors  and  nuclear  retention  of 
steroid  as  receptor  complex  in  target  tis- 
sues. The  principle  is  simple  and  some- 
what similar  to  the  ablation  of  a 
diseased  thyroid  gland.  A radioactive 
steroid  will  be  taken  up  by  receptor-con- 
tainingtumor  cells  in  vivo  and  specifically 
delivered  to  the  tumor  cell  genome.  If  the 
radioactivity  is  in  the  form  of  beta-emis- 
sions, highly  localized  tissue  destruction 
can  be  generated.  This  is  because  the  en- 
ergy of  beta-emissions  is  dissipated  over 
extremely  short  distances  which  can  be 
measured  in  fractions  of  a centimeter. 
Damage  can  be  restricted  to  only  those 
cells  that  contain  receptors  and  non- 
receptor-containing  cells  in  the  immediate 
tumor  vicinity.  Damage  to  the  genetic  ap- 
paratus of  tumor  cells  can  consist  of: 

(1)  base  change,  for  example,  by  deamina- 
tion; (2)  base  deletion;  (3)  single-chain 
fracture  of  the  DNA’s  phosphodiester 
backbone;  (4)  fracture  of  both  chains  of 
the  DNA  duplex  at  once;  (5)  crosslinking 
within  the  helix  (thymine  dimerization); 

(6)  interstrand  DNA  crosslinking; 

(7)  crosslinking  of  DNA  to  protein;^^  or  all 
of  these.  It  would  be  hoped  that  these 

3.  Structural  similarity  between  estradiol  and 
^^^l-Estracyt,  a potential  estrogenic  tumoricidal 
steroid. 
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events  would  prove  lethal  to  exposed  tu- 
mor cells. 

The  first  step  in  development  of  this 
proposed  therapeutic  regimen  has  al- 
ready been  carried  out  in  the  basic 
science  laboratory.  It  involves  synthesis  of 
steroid  analogs  which  can  be  substituted 
with  beta-emitting  radioisotopes.  Iodine^® 
and  mercury  have  been  substituted  in- 
to some  steroids  with  minimal  loss  of  ago- 
nistic activity.  Additional  model  com- 
pounds may  be  synthesized  by  working  out 
the  effects  of  various  substitutions  the  way 
Liao  and  others^^  and  Smith  and  others^® 
have  done  for  androgen-receptor  interac- 
tion and  progesterone-receptor  inter- 
action respectively.  Simple,  single-step 
reactions  and  purifications  must  be  used 
so  that  synthesis  of  the  actual  tumoricidal 
agents  themselves  can  be  achieved  in  a 
time  which  is  short  relative  to  the  iso- 
tope’s half  life. 

The  second  phase  in  the  development  of 
tumoricidal  steroids  requires  prepara- 
tion of  beta-emitting  analogs  of  the  non- 
radioactive agents  synthesized  in  phase 
one.  These  radioactive  steroid  analogs 
can  be  tested  in  model  systems  such  as  the 
tissue  culture®^  ®-  and  animal  models'^® 
prostatic  carcinoma.  Model  tumoricidal 
steroids  can  be  tested  on  target  cells  by 
looking  at  nuclear  uptake  of  label  in  vitro 
by  the  methods  of  Duller  and  others.®^’®® 
Those  compounds  not  taken  up  m vitro  do 
not  need  to  be  tested  in  vivo.  The 
ideal  tumoricidal  steroid  would  be  one 
which  is  retained  longest  by  the  tumor, 
thus  delivering  the  largest  amount  of 
localized  destructive  radiation.  Such  a re- 
quirement may  be  fulfilled  by  labeling  one 
of  the  antiestrogens  (clomiphene,  nafoxi- 
dine,  and  SI  628)  with  It  will  be  recall- 
ed that  these  compounds  are  retained  by 
target  cell  nuclei  for  abnormally  long  pe- 
riods of  time.  Clark  and  coworkers  have 
observed  that  nuclear  retention  of  nafoxi- 
dine  by  rat  mammary  tumor  cell  nuclei  is 
even  more  prolonged.®^  Because  prostatic 
accumulation  of  tritiated  estrogens  has 
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been  described  autoradiographically,^^ 
perhaps  an  synthetic  antiestrogen 
should  be  synthesized  first.  The  efficacy  of 
such  an  agent  could  then  be  evaluated 
simultaneously  in  receptor-positive 
breast  and  prostatic  cancer  patients. 

As  with  any  new  drug,  minimization  of 
toxic  side  effects  must  be  achieved.  Hepa- 
totoxicity  is  one  potentially  serious  side  ef- 
fect because  steroids  are  conjugated  for 
excretion  by  the  liver.  However,  Jensen 
and  Jacobsen  have  already  determined 
that  tritiated  estradiol  has  a very  short 
half  life  in  tissues  other  than  those  con- 
taining estrogen  receptors.®®  Another 
problem  will  be  target  tissue  binding  in 
non-neoplastic  tissues  of  which  the  hypo- 
thalamus and  pituitary  are  but  two  note- 
worthy examples.  But,  such  nontumor- 
tissue-specific  bindingwould  be  beneficial 
in  that  it  may  provide  noninvasive  hypo- 
physectomy  and  thus  reduce  endogenous 
steroid  production  by  disrupting  the  pitu- 
itary-adrenal and  pituitary-gonadal  axes. 

Preparation  of  the  prostatic  cancer  pa- 
tient for  treatment  with  tumoricidal 
steroids  would  first  involve  castration  and 
prostatectomy.  This  is  necessary  to  de- 
crease the  burden  of  tumor  cells  which  a 
beta-emitting  synthetic  anti-estrogen 
would  have  to  kill.  Equally  important,  by 
reducing  endogenous  hormone  levels,  the 
number  of  accessible  tumor  cytoplasmic 
receptor  sites  would  be  increased,  thus 
facilitating  delivery  of  a higher  dose  of  tu- 
moricidal steroid  to  the  cell  nucleus. 

One  potential  tumoricidal  steroid  has 
already  been  synthesized.  It  is  labeled 
estramustine  phosphate  (Estracyt),  an  es- 
trogen analog,  which  is  shown  in  Fig  3 
along  with  estradiol  for  comparison. 
Szendroi  and  others^®  have  used  the 
gamma  radiation  from  this  compound, 
labeled  to  low  specific  activity,  to  visualize 
prostatic  carcinoma  radiographically. 
Significantly,  the  compound  was  also 
picked  up  by  bone  and  soft-tissue  metas- 
tases. 


Summary 

1 . Breast  cancer  and  prostate  cancer 
will  kill  more  than  51,000  Americans  this 
year.  These  cancers  often  respond  favor- 
ably to  endocrine  manipulation. 

2.  Demonstration  of  specific  steroid 
hormone  receptors  in  neoplastic  tissue 
indicates  a strong  probability  of  response 
to  specific  endocrine  manipulation. 
Therefore,  all  breast  cancer  and  prostate 
cancer  patients  should  have  a tissue  re- 
ceptor titer  determined  at  the  time  of  pri- 
mary surgery. 

3.  Receptors  are  present  only  in  re- 
sponsive cells.  Thousands  of  these  protein 
molecules  act  to  accumulate  their  specific 
ligand  at  loci  on  the  cell’s  genetic  apparat- 
us. 

4.  Radioactive  steroids  with  the  prop- 
ertype  of  ionizing  emission  could  be  con- 
centrated at  the  genes  of  receptor-con- 
tainingtumor  cells.  Thus  a lethal  dose  of 
radiation  can  be  delivered  with  a high  de- 
gree of  specificity. 

Conclusion 

The  synthesis  of  tumoricidal  steroids  is 
technically  feasible  and  should  be  under- 
taken because  such  agents  may  be  useful 
in  curing  a large  number  of  patients  with 
advanced  breast  or  prostatic  cancer. 
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ture media.  The  increasing  frequency  of  resistant 
organisms  limits  the  usefulness  of  antibacterials, 
including  sulfonamides,  especially  in  chronic  or  re- 
current urinary  tract  infections.  Measure  sulfon- 
amide blood  levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications;  Sulfonamide  hypersensi- 
tivity;  pregnancy  at  term  and  during  nursing  period; 
infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been 
established.  Sulfonamides  should  not  be  used  for 
group  A beta-hemolytic  streptococcal  infections  and 
will  not  eradicate  or  prevent  sequelae  (rheumatic 
fever,  glomerulonephritis)  of  such  infections.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore  throat,  fever, 
pallor,  purpura  or  jaundice)  may  indicate  serious 
blood  disorders.  Frequent  CBC  and  urinalysis  with 
microscopic  examination  are  recommended  during 
sulfonamide  therapy.  Insufficient  data  on  children 
under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate  dehydro- 
genase-deficient individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake 
to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrosids  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epi- 
dermal necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocardi- 
tis); gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions  (headache, 
peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  no- 
dosa and  L.E.  phenomenon) . Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics  (aceta- 
zolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter 
production,  diuresis  and  hypoglycemia  as  well  as 
thyroid  malignancies  in  rats  follovving  long-term 
administration.  Cross-sensitivity  with  these  agents 

may  exist.  . 

Dosage:  Systemic  sulfonamides  are  contrain- 
dicated in  infants  under  2 months  of  age  (except 
adjunctively  with  pyrimethamine  in  congenital  toxo- 
plasmosis). X U X \ 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.) 
initially,  then  1 Gm  b.i.d.  or  t.i.d.  depending  on  sever- 
ity of  infection. 

Usual  child’s  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 
20  lbs  of  body  weight  initially,  then  0.25  Gm/20  lbs 
b.i.d.  Maximum  dose  should  not  exceed  75  mg/ kg/ 
2'4hrs. 

Supplied;  Tablets,  0.5  Gm  sulfamethoxazole; 
Suspension,  0.5  Gm  sulfamethoxazole/ teaspoonful. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


• Effective  against  susceptible  E.  coli, 
Klebsiella-Aerobacter,  ^pji,  aureus. 
Proteus  mirabilis  and,  less  frequently, 
Proteus  vulgaris 


of  Dyrenium®  (brand  of  triamterene) 

^ and  25  mg.  of  hydrochlorothiazide. 

makes  sense 


For  long-term  control  of  hypertensiori 

Before  prescribing,  see  comolete  nrpsrrihina  in-  nil/^nflir  1. !.-• 1 ••  . rrii  r ■•  . 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


♦ indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 


quently  — both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  Dyazide  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  t hrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur:  hyperuricemis 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hyper 
glycemia  and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients, 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  ‘Dyazide’ 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth:  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation 


Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  (>5.4  mEq/L)  has  been  reported  in 
4%  of  patients  under  60  years,  in  12%  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  ‘Dyazide’,  check  serum  potassium  fre- 


‘DVAZIDE’ 

Just  once  or  twice  daily  for  maintenance. 
Ifydrochlorothiazide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 
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The  LEKTRIEVER  600  mechanized  file 
can  turn  it  into  a case  history! 


If  you  have  an  active, 
nnoderate-sized  office  using 
a conventional  filing  system, 
chances  are  the  Boggle  finds 
you  irresistible. 

Decentralized  or 
overcrowded  files  give  the 
Boggle  plenty  of 
opportunities  to  carry  on  his 
love  affair  with  your  vital, 
active  records.  A Boggled 
filing  system  wastes  time 
and  space . . . and  can  cause 
costly,  embarrassing 
mistakes. 


The  LEKTRIEVER  600 
is  a modern  electric  lateral 
file,  specially  designed  for 
busy  offices  with  moderate 
file  volume.  In  fact ...  it  may 
be  the  only  file  you  need!  It 
holds  as  much  as  six 
conventional  four-drawer 
cabinets  (600"  of  filing 
space)  in  a single,  compact, 
attractive  unit. 

The  LEKTRIEVER  600 
centralizes  your  records 
within  easy  reach.  Records 
are  delivered  within  seconds 
at  the  push  of  a button.  No 
more  bending,  stretching  or 
searching!  It  arrives  fully 
assembled,  plugs  into  any 
110-120  volt  outlet,  and  is 
simple  and  safe  to  operate. 

The  LEKTRIEVER  600 
mechanized  file  has  brought 
many  of  the  Boggle’s  love 
affairs  to  an  abrupt  end . . . 
and  we  have  the  case 


histories  to  prove  it!  Use  the 
coupon  below  to  tell  us 
about  the “bugs”  in  your 
filing  system,  and  we’ll  show 
you  how  the  LEKTRIEVER 
600  has  helped  solve  a 
similar  problem.  And  who 
knows... we  may  be  writing 
our  next  case  history  about 
you! 

"^SPERRY  REMINGTON 

P.O.  Box  1000  (Dept.  100)  — j 
Blue  Bell,  PA  19422 

Please  send  a case  history  describing 
how  the  LEKTRIEVER  600  mech- 
anized file  solved  a filing  system  prob- 
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under  no  obligation. 
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Tissue  culture  preservation 
of  human  and  rabbit  corneas 


Steven  E.  Civiletto,  MD 

Recently  there  has  been  increased  interest 
in  the  development  of  improved  methods 
for  storing  donor  corneal  tissue.  Two  of 
these  methods,  cryopreservation^  and 
refrigerator-storage  within  a modified  tis- 
sue culture  medium, 2 have  been  accepted 
by  a number  of  corneal  surgeons. 

Van  Horn  and  Schultz^  have  substan- 
tiated that  scanning  electron  microscopy 
(SEM)  of  corneal  endothelium  is  a valid 
measure  of  endothelial  survival.  This  ar- 
ticle describes  the  preservation  of  human 
and  rabbit  corneal  endothelial  structure  by 
routine  tissue  culture  methods. 

Materials  and  Methods 

Rabbits:  Adult  and  juvenile  rabbits,  pig- 
mented and  nonpigmented,  were  killed 
either  by  intravenous  sodium  pentobarbital 
(Nembutal)  or  chloroform  suffocation.  The 
eye  was  irrigated  with  gramicidin-neomy- 
cin-polymyxin B solution,  and  the  cornea 
immediately  excised  with  corneoscleral 
scissors,  leaving  a 2-3  mm  scleral  rim.  The 
tissue  was  placed  (endothelial  surface  up) 
into  a small  Falcon  Petri  dish  containing 
10  ml  of  tissue  culture  medium. 

Human  Eyes:  Two  pairs  of  human  eyes 
were  obtained  from  the  Lions  Eyes  of  Texas 
Eye  Bank,  Department  of  Ophthalmology, 
Baylor  College  of  Medicine.  They  had  been 
stored  for  less  than  24  hours  in  moist 
saline  chambers  at  4°C.  The  first  donor 
died  from  metastatic  lung  cancer;  the  sec- 
ond from  pulmonary  edema.  Corneoscleral 
tissue  was  excised  and  handled  in  the  same 
manneras  forthe  rabbit  study. 

Tissue  Culture  Media:  The  media  used  in 
this  study  consisted  of  Dulbecco’s  Modi- 
fied Eagle  Medium  (DMEM)  and  Medium 
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199  with  Earle’s  Unmodified  Salts  (M199). 
Fetal  calf  serum  (FCS),  40,000  molecular 
weight  dextran,  and  an  antimicrobial  mix- 
ture consisting  of  penicillin  10,000  units/ 
ml,  streptomycin  10,000  /(g/ml,  and  am- 
photericin B 24  /(g/ml  was  added  to  each 
medium  in  various  combinations  (Fig  1)  in 
order  to  determine  optimal  storage  condi- 
tions. The  media  were  stored  at4°C,  and 
the  fetal  calf  serum  was  kept  frozen  until 
mixed  with  the  media.  Penicillin  and  strep- 
tomycin were  added  daily,  while  ampho- 
tericin B,  because  of  its  high  toxicity,  was 
added  weekly. 

Tissue  Culture  Maintenance:  Petri  dishes 
containingthetissue  in  culture  media  were 
transferred  to  a water-jacketed  tissue  cul- 
ture incubator  maintained  ateither33°C 
or37°C  (Fig  1)  with  an  atmosphere  of  5% 
carbon  dioxide.  The  corneas  were  trans- 
ferred to  new  Petri  dishes  prefilled  with 
fresh  medium  every  three  or  four  days  ac- 
cording to  the  rate  of  color  change  of  the 
acid  indicators  and  the  accumulation  of 
debris.  Corneas  were  evaluated  daily  for 
clarity  and  infection. 

SEM  Preparation:  Corneas  were  removed 
from  their  media,  placed  in  a 0.1  M PO4 
fixative,  and  stored  overnight  at  4°C.  The 
corneas  were  rinsed  in  a 0.1  M PO4  buffer, 
passed  through  graded  concentrations  of 
alcohol  and  amyl  acetate,  and  placed  in  the 
critical-point  dryer.  The  dried  tissue  was 
then  affixed  to  an  aluminum  stub.  A palla- 
dium and  gold  coating,  200  Angstrom 
units  in  thickness,  was  evaporated  on  un- 
der a vacuum.  Specimens  thus  prepared 
were  then  evaluated  with  the  scanning 
electron  microscope. 

Results 

Human  Corneas:  One  of  the  corneas  from 
donor  1 was  fixed  as  a control  shortly  after 
enucleation.  SEM  revealed  an  intact  en- 
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dothelial  layer  over  the  posterior  corneal 
surface  (Fig  2).  Unfortunately,  fine  cellular 
detail  is  obscured  by  a coating  over  the 
specimen  caused  by  incomplete  rinsing. 
Nevertheless,  the  cells  are  flat  and  their 
borders  are  easily  identified.  SEM  of  the 
sister  cornea,  stored  for  eight  days  in 
DMEM  with  10%  FCS  at  37°C,  also  reveal- 
ed intact  endothelium  with  sharp  cell  bor- 
ders and  minimal  intracellular  swelling 
(Fig3).  SEM  demonstrated  similar  findings 
in  another  human  cornea  stored  for  ten 
days  in  DMEM  with  10%  FCS  at33°C  (Fig 
4).  All  human  corneas  were  transparent  at 
the  time  of  SEM  fixation. 

Rabbit  Corneas:  One  cornea  was  fixed  as 
a control  shortly  after  enucleation.  SEM 
demonstrated  an  intact  endothelial  layer  on 
the  posterior  corneal  surface  (Fig  5).  En- 
dothelial cells  are  flat,  and  have  sharp, 
hexagonal  cell  borders. 

A.  DMEM  storage  at  37°C  with  10% 

FCS  in  the  absence  of  dextran  (Fig  1). 
Grossly,  these  corneas  remained  trans- 
parent when  fixed  for  SEM  at  14  days.  How- 
ever, progressive  clouding  was  noted.  SEM 
revealed  focal  endothelial  sloughing,  as 

1.  Tissue  culture  media. 


well  as  generalized  swelling  of  the  en- 
dothelial cells. 

B.  DMEM  storage  at  37°C  with  2%  FCS 
in  the  absence  of  dextran  (Fig  1,B).  Gross- 
ly, these  corneas  were  transparent  when 
fixed  for  SEM  at  eight  days.  SEM  demon- 
strated an  intact  endothelial  layer  overthe 
posterior  corneal  surface  (Fig  6).  Intercel- 
lular junctions  were  intact,  and  swelling 
was  minimal.  There  was,  however,  slight 
blunting  of  the  cell  borders. 

C.  M199  storageat37°C  with  10% 

FCS  and  5%  dextran  (Fig  1,C).  Grossly, 
these  corneas  were  very  transparent  when 
fixed  for  SEM,  even  after  18  days  in  stor- 
age. SEM  revealed  sharp  cell  borders  and 
intact  intercellular  junctions  (Fig7).  Slight 
cytoplasmic  shrinkage  was  also  noted. 

D.  M 199  storage  at  37°C  with  10% 

FCS  and  0-20%  dextran  (Fig  1,D).  Grossly, 
a concentration  of  5%  dextran  was  found 
to  be  associated  with  the  greatest  degree 
of  transparency  after  seven  days. 

E.  M199storageat37°Cwith  0-10% 
FCS  and  5%  dextran  (Fig  1,E).  Grossly,  a 
concentration  of  0%  FCS  was  associated 
v/ith  early  corneal  clouding.  Corneas  stored 


Human  Corneas 
Donor  No. 

Postmortem 
Time,  Hours 

Days  In 
Culture 

Tissue  Culture 
Medium 

Temperature 

°C 

% 40,000  MW 
Dextran 

% Fetal  Calf 
Serum 

1 

1 

20 

0 

— 

— 

— 

— 

2 

20 

8 

DMEM 

37 

0 

10 

2 

3 

24 

10 

DMEM 

33 

0 

10 

4 

Rabbit  Corneas 
Experiment  No. 

24 

10 

DMEM 

33 

0 

10 

A 

3 

<1 

7,9,14 

DMEM 

37 

0 

10 

B 

2 

<1 

8 

DMEM 

37 

0 

2 

C 

5 

<1 

5,7,11,14,18 

M199 

37 

5 

10 

D 

5 

<1 

7 

M199 

37 

0,5,15,20 

10 

E 

4 

<1 

8 

M199 

37 

5 

0,1,5,10 
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inl%,5%,andl0%  FCS  were  equally 
transparent  after  eight  days. 

Discussion 

From  the  outset  of  the  attempt  at  corneal 
storage  with  tissue  culture  methodology, 
it  was  apparent  that  the  primary  task  was 
the  development  of  a set  of  experimental 
conditions  which  would  sustain  long-term 
corneal  endothelial  survival.  To  that  end, 
particular  attention  was  paid  to  the  follow- 
ing variables:  the  nutrient  composition  of 
the  basic  medium,  the  osmotic  pressure  of 
the  medium,  the  necessity  for  additional 
growth  factors  available  in  serum,  the  pro- 
per type  and  quantity  of  antimicrobial 
agents  required  to  control  infection,  and 
the  ambient  temperature  of  incubation. 

Medium  199  appears  preferable  to 
DMEM  because  it  is  not  only  a generally 
richer  medium,  but  also  because  it  con- 


2. Sccinning  electron  micrograph  (SEM)  of  en- 
dothelium of  human  cornea  after  20  hours  of  moist 
saline  chamber  storage  at  4°C.  X 455. 


tains  glutathione  and  adenosine,  which  are 
necessary  for  the  maintenance  of  endo- 
thelial ATP  levels. 4 Since  the  corneal  en- 
dothelium maintains  the  clarity  of  the  or- 
gan (transporting  water  into  the  anterior 
chamber  at  a rate  of  25-40  /<  I /cm^/hr)^ 
by  means  of  an  active,  electrogenic  ion 
pump,^  adequate  levels  of  endothelial  ATP 
are  necessary.  Dikstein  and  Maurice®  have 
further  shown  that  the  fluid  transport  me- 
chanism is  dependent  upon  adequate  con- 
centrations of  FICO3— , Na  + , and  glucose, 
while  Fischbarg^  has  shown  a similar  de- 
pendence upon  K + . Medium  199  contains 
all  these  substances  in  concentrations  that 
equal  or  exceed  the  levels  normally  found 
in  the  aqueous  humor.  In  addition  to  serv- 
ing as  a metabolic  pump,  the  corneal  en- 
dothelium also  acts  as  a physical  barrierto 
fluid  attempting  to  pass  from  the  aqueous 
into  the  stroma,  it  has  been  shown,"  fur- 
thermore, that  the  ion  perhaps  most  criti- 

3.  SEM  of  endothelium  of  cornea  from  other  eye 
of  donor  in  Eig  2.  This  cornea  myw  stored  for  eight 
days  in  DMEM  and  10%  fetal  calf  serum  (ECS) 
at  37°C.  Endothelium  remains  intact  with  minimal 
swelling.  X 455. 
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cal  in  maintainingthe  junctional  complexes 
of  this  barrier  is  Ca-^.  Medium  199  con- 
tains Ca-+  at  a concentration  in  excess  of 
that  normally  found  in  the  aqueous.  Thus 
Medium  199  seems  to  satisfy  the  meta- 
bolic and  physical  nutrition  requirements 
of  the  corneal  endothelium  as  well  as  they 
are  known. 

Since  the  osmotic  pressure  of  normal 
aqueous  is  known  to  be  nearthat  of  plas- 
ma, dextran  of  high  enough  molecular 
weight  to  ensure  that  it  would  not  permeate 
the  endothelium  was  added  to  the  culture 
media. The swellingand  bluntingof  cell 
borders  directly  indicated  that  in  the  ab- 
sence of  dextran  the  osmotic  pressure  of 
the  media  was  too  low.  Too  much  dextran, 
on  the  other  hand,  predictably  led  to  cel- 
lular shrinkage.  The  best  concentration 
was  found  to  be  5%  dextran. 

Tissue  culture  procedures  employ 
serum  because  it  is  thought  to  contain  both 


known  and  yet  unidentified  factors  re- 
quired for  cell  growth.  Since  FCS  is  widely 
used  and  easily  obtainable,  it  was  used  in 
varying  concentrations.  Except  when  FCS 
was  present  in  small  amounts  or  not  at  all, 
when  early  clouding  and  cellular  degenera- 
tion of  the  cornea  was  seen,  varyingthe 
FCS  concentration  further  made  little  dif- 
ference either  grossly  or  microscopically. 
This  implies  that  only  minimal  concentra- 
tions of  these  factors  need  be  achieved. 

Because  of  the  antibiotics’  broad  spec- 
trum, a mixture  of  penicillin  and  strep- 
tomycin was  added  almost  dailytoall  cul- 
ture dishes.  The  low  rate  of  bacterial  infec- 
tion (1  out  of  22  corneas)  indicates  that 
this  regimen  was  both  sufficient  and  nec- 
essary. Amphotericin  B,  on  the  other  hand, 
was  used  more  sparingly,  usually  on  a 
weekly  basis,  not  only  because  of  its  potent 
cytotoxicity,  but  also  because  of  its  longer 
half-life.  In  high  enough  concentrations,  it 


4.  SEM  of  endothelium  of  human  cornea  stored 
for  ten  days  in  DMEM  and  10%  FCS  at  33°C . 
There  is  less  swelling  than  seen  in  Fig  3,  and  inter- 
cellular junctions  are  intact.  X 455. 


5.  SEM  of  endothelium  of  rabbit  cornea  shortly 
after  enucleation.  X 225. 
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is  known  to  increase  cellular  permeability, 
an  effect  that  is  clearly  inimical  to  endo- 
thelial function.  Fungus  infection  was  not 
a problem  in  the  corneas  in  which  ampho- 
tericin B was  omitted  from  the  media,  and 
as  long  as  a sterile  technique  is  used,  there 
seems  to  be  little,  if  any,  need  for  the 
agent. 

Since  we  were  maintaining  corneas  with- 
in tissue  culture  media,  they  necessarily 
were  kept  at  near  physiologic  tempera- 
tures. Clarity  and  structural  integrity  seem- 
ed to  be  enhanced  in  corneas  incubated  at 
33°C  in  comparison  with  those  incubated 
at  37°C.  A possible  explanation  isthat 
while  most  body  organs  are  maintained  at 
an  ambient  temperature  of  37°C,  the  cor- 
nea is  directly  exposed  to  the  external  en- 
vironment, and  therefore  may  be  expected 
to  have  an  ambient  temperature  somewhat 
lower. 

In  this  study  transparency  and  struc- 
tural integrity  in  human  corneas  stored  in 
tissue  culture  media  were  maintained  for 
ten  days.  Rabbit  corneas  were  maintained 
in  the  same  manner  for  18  days.  Compari- 
son of  a human  control  (Fig  2)  and  its  sis- 


ter cornea  (Fig  3)  directly  demonstrates 
the  maintenance  of  normal  endothelial 
morphology  after  eight  days  of  tissue  cul- 
ture storage.  Thus,  tissue  culture  tech- 
niques offer  a feasible  method  for  short-, 
medium-,  and  even  long-term  storage  of 
donor  corneal  tissue.  While  the  optimal  tis- 
sue culture  protocol  has  not  yet  been  es- 
tablished, an  ideal  medium  will  be  compos- 
ed of  materials  easily  obtainable  and  com- 
monly used  in  tissue  culture  laboratories. 
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6.  SEM  of  endothelium  of  rabbit  cornea  stored 
eight  days  in  DMEM  and  2%  ECS  at  37'^C.  Despite 
electron  beam  damage,  intercellular  junctions  are 
preserved.  X 225. 


7.  SEM  of  endothelium  of  rabbit  cornea  stored 
seven  days  in  M199, 10%  ECS,  and  5%  dextran  at 
37°C.  As  in  Eig  6,  the  endothelium  is  intact.  X 455. 
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If  you  read  nothing  else 
in  August,  you’ve  got  to  read  this: 

The  most  definitive,  up-to-date,  factual  digest 
of  information  on  the  malpractice  problem  today 


Millions  of  words  have  been  written  about  the  mal- 
practice problem.  But  nobody  has  pulled  all  the 
facts  and  figures  together  into  one  meaningful 
package  — until  now. 

This  AMA  Source  Document,  prepared  by  the 
editors  of  PRISM,  does  just  that.  It's  the  most 
definitive,  up-to-date,  factual  digest  on  the  mal- 
practice situation  today. 

Another  thing  special  about  it;  you  don’t  have  to 
wade  through  a lot  of  words  to  get  the  facts.  Most 
of  the  information  is  presented  in  charts,  tables, 
and  graphs  that  concisely  and  clearly  summarize 
the  latest  data  in  the  major  areas  of  concern: 
claims  increases,  increasing  costs  to  settle  and  to 
buy  coverage,  obtaining  coverage,  and  the  at- 
tempts to  solve  these  problems. 


If  you  want  an  up-to-date,  realistic  picture  of  the 
whole  malpractice  situation,  don't  miss  this  docu- 
ment. If  you  receive  PRISM,  you’ll  get  a copy 
automatically.  If  you  don’t  get  PRISM,  order  your 
copy  below. 


malpractice  in  focus 


Copies  Available 

One  to  10  copies,  $1  00  each.  Eleven 
to  49,  75c  each.  Orders  of  50  or  more, 
50c  each  Send  order,  along  with  pay- 
ment, to:  Order  Dept.,  OP-440,  AMA, 
535  N Dearborn  St  , Chicago,  III  60610. 


An  AMA  Source 
Document  — prepared 
by  the  Editors  of  PRISM 


DON’T  MISS  IT! 
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Teleconferences:  A new  idea 
in  continuing  education 


What  started  as  a local  idea  for  continuing 
education  has  now  developed  into  a five- 
state  system  of  therapeutic  telecon- 
ferences. 

This  month,  The  University  of  Texas  Health 
Science  Center  at  San  Antonio  will  present 
the  first  of  16  programs  in  its  sixth  annual 
series  of  “Therapeutics  Seminars.”  These 
panel  discussions  on  common  treatment 
problems  are  presented  in  the  main  audi- 
torium of  the  health  science  center  and 
reach  hospitals  throughout  Texas  and  ad- 
joining portions  of  New  Mexico,  Arkansas, 
Oklahoma,  and  Louisiana  by  a two-way 
telephone  communications  network. 

Dr.  Paul  Cutler,  associate  dean  for  continu- 
ing medical  education,  originated  the 
series. 

“The  idea  was  conceived  five  years  ago 
when  we  first  went  into  the  field  of  continu- 
ing education.  The  program  became  a real- 
ity within  a month  of  the  time  of  concep- 
tion,” he  said.  “It  was  decided  to  give  a 
series  of  therapeutic  seminars  for  our 
housestaff  and  medical  students.  At  the 
time  it  was  felt  that  the  material  could  be 
pitched  at  a level  which  also  would  be  in- 
teresting for  practicing  physicians  in  the 
area.  Accordingly,  five  hospitals  within  a 
60-mile  radius  of  San  Antonio  were  the 
first  to  be  included.” 

These  five  were  at  San  Marcos,  New  Braun- 
fels, Seguin,  Fredericksburg,  and  Kerrville. 
The  program  met  with  success,  and  by  the 
following  year,  25  hospitals  throughout 
south  Texas  were  involved  in  the  program. 
In  the  early  days  of  the  series,  hospitals 
initially  became  involved  in  the  program 
through  Dr.  Cutler’s  legwork.  He  made  site 
visits  to  hospitals  and  explained  the  pro- 
gram to  their  staffs. 

“Since  then,  the  program  has  grown  sim- 
ply by  word  of  mouth  and  by  letters  which 


we  send  out  each  year  inviting  participa- 
tion from  various  groups  of  hospitals,”  Dr. 
Cutler  explained.  “Last  year  we  included  a 
network  in  Oklahoma  and  thus  reached  a 
total  of  102  hospitals  with  each 
program.” 

Similar  programs  are  conducted  in  a few 
other  states,  but  Dr.  Cutler  said  that  these 
are  done  on  a much  smaller  scope  and  do 
not  have  the  various  facets  which  are  in- 
cluded in  the  San  Antonio  program  such  as 
distribution  of  slides,  posters,  accredita- 
tion and  others. 

Program  content  is  developed  by  Dr.  Cut- 
ler. He  is  assisted  in  the  selection  of  sub- 
ject material  by  a “committee”  of  two.  Dr. 
Arthur  Briggs,  chairman  of  pharmacology, 
and  Dr.  Tim  Caris,  professor  of  medicine. 
The  programs  are  not,  as  a rule,  repeated 
from  year  to  year.  Dr.  Cutler  said  that 
some  75  programs  have  been  presented  to 
date  and  only  about  six  or  seven  have  been 
repeated.  He  believes  the  program  is  reach 
ing  a period  in  which  some  of  the  seminars 
already  presented  will  be  updated. 

Program  content  is  directed  basically  to- 
ward primary  care  physicians,  whether 
they  be  in  large  or  small  towns.  Emphasis 
is  placed  on  patient-problem  presenta- 
tions, longdidactic  discussions  are  avoid- 
ed, “talk  show”  format  is  used,  and  au- 
dience participation  is  encouraged. 

Each  seminar  is  presented  by  a moderator 
and  three  expert  panelists.  The  hour  con- 
ference consists  of  45  minutes  of  discus- 
sion followed  by  15  minutes  of  questions 
and  answers.  Sessions  are  conducted  on 
alternate  Thursdays  at  12:30  pm. 

The  two-way  telephone  communications 
network  allows  the  physician  in  his  own 
hospital  conference  room  to  hearthe 
speaker,  see  the  slides,  and  participate  as 
if  present  in  the  same  room  as  the  panel- 
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Originating  from  San  Antonio,  therapeutic  teleconferences  reach  over  100  hospitals  in  a five  state  area. 


ists.  Each  hospital  receives  a complete  set 
of  slides  in  advance  of  every  seminar. 
According  to  Dr.  Cutler,  the  technical  ar- 
rangements are  simple  to  coordinate.  “All 
that’s  needed  in  each  participating  hospi- 
tal is  a telephone  line,  a telephone,  and  an 
amplification  box.  Of  course,  a slide  pro- 
jector is  necessary  too.” 

At  the  conclusion  of  each  seminar,  a sum- 
mary of  the  pertinent  points  plus  a select- 
ed bibliography  is  mailed  to  each  hospital 
for  distribution  at  the  next  seminar. 

The  1975-76  series  will  feature  the  follow- 
ing topics:  use  of  intravenous  fluids,  leu- 
kemia— current  approach,  anxiety — de- 
pression, asthma,  birth  control  1975,  tem- 
porary pacing,  tracheostomy,  pediatric 
emergencies,  common  ENT  problems, 
arthritis  update,  venereal  disease  1976, 
cirrhosis — its  complications,  diabetes  re- 
visited, arteriosclerosis,  ambulatory  sur- 
gery, and  congestive  heart  failure. 

Each  program  is  acceptable  for  one  pre- 
scribed hour  by  the  American  Academy  of 


Family  Physicians  and  is  creditable  forone 
hour  in  Category  I for  the  American  Medi- 
cal Association  Physician’s  Recognition 
Award.  This  credit  is  obtainable  whether 
the  program  is  attended  at  the  medical 
school  in  San  Antonio  or  at  any  of  the  hos- 
pital telelecture  sites. 

Approximately  1,000  physicians  and  medi- 
cal students  take  part  in  each  program. 

Dr.  Cutler  said  there  has  been  consider- 
able feedback  over  the  years,  and  in  gen- 
eral, the  feedback  has  been  good. 

He  continued,  “Occasionally,  particularly 
in  the  larger  hospitals  or  in  hospitals  where 
a large  percentage  of  the  physicians  are 
specialists,  it  is  felt  that  the  level  is  not 
high  enough.  As  one  can  predict,  it  is  dif- 
ficult to  pitch  a program  which  will  be  suit- 
able for  tertiary  care,  secondary  care,  and 
primary  care  deliverers.” 

However,  efforts  are  made  to  select  subject 
material  of  wide  appeal  so  that  both  the 
generalist  and  the  other  specialists  are  en- 
ticed to  attend. 
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A program  on  arthritis  treatment  was  presented  by  this  panel  in  1974.  Panel  members  included  (l-r)  Drs.  Robert  H. 
Persellin,  Carl  Pearson,  John  T.  Harrington,  Jr.,  and  Paul  Cutler.  Dr.  Pearson  is  a professor  at  the  University  of  Cali- 
fornia at  Los  Angeles  School  of  Health  Sciences.  The  other  three  physicians  are  professors  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 


Programs  are  evaluated  by  each  participat- 
ing hospital.  In  addition,  the  degree  of  par- 
ticipation is  also  considered  an  index  of 
evaluation. 

It  costs  approximately  $4,000  to  present 
each  program.  At  present,  the  continuing 
education  division  pays  $2,000  per  con- 
ference just  for  the  hourly  teleconference 
system  hookup.  A total  of  $500  is  required 
to  make  an  adequate  number  of  slides  for 
each  hospital.  In  addition,  there  are  mail- 
ing charges,  secretarial  costs,  and  other 
incidental  expenses.  To  keep  the  program 
going,  there  is  a staff  consisting  of  a full- 
time and  a part-time  secretary,  the  part- 
time  services  of  Dr.  Cutler  and  Dr.  Allen 
Stewart,  director  of  Continuing  Education 
Services,  plus  faculty  participation  in  the 
production  of  programs. 

The  cost  to  each  hospital  is  $55  per  con- 
ference which  includes  line  costs,  slide 
production,  and  other  expenses.  In  some 
areas,  several  hospitals  have  joined  in  or- 
der to  share  the  expenses  of  the  confer- 


ences. Each  seminar  is  video-  and  audio- 
taped,  and  audio  tapes  of  past  and  future 
seminars  are  available  on  a cost 
basis. 

Dr.  Cutler  said  that  future  plans  are  to  con- 
tinue with  the  same  format  for  the  series. 
The  only  limitation  to  growth  is  that  of  geo- 
graphy. The  charges  for  the  conferences 
are  based  on  a telephone  conference  net- 
work which  cannot  exceed  a radius  of  800 
miles. 

Dr.  Cutler  views  the  role  of  modern  tech- 
nology in  the  future  of  continuing  educa- 
tion programs  as  a necessary  step  in  bring- 
ing education  to  the  physician  at  his  prac- 
ticing site. 

“It  is  difficult,  sometimes  impossible,  for 
the  physician  to  leave  his  hometown  to  get 
the  continuing  education  which  he  wishes. 
Therefore,  some  technological  method, 
whether  by  radio,  television,  telephone,  or 
satellite,  whereby  the  programs  can  be 
brought  to  him,  is  needed.” 
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Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 


GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Clark  W.  Brazil,  M.D, 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D..  F.A.C.P. 

I.  L.  Humphrey,  Jr.,  M.D. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

Lowell  L.  Harvey,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D.,  A.B.F.P. 

Melvin  Horany,  M.D.,  A.B.F.P. 

James  T.  Cook,  M.D. 

UROLOGY 

Farid  G.  Khoury,  M.D. 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

F^ank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 

CHAMPUS  APPROVED 


PSYCHIATRIC  INSTITUTE  OF  FORT  WORTH 
A FULL  SERVICE  PSYCHIATRIC  HOSPITAL 


With  Separate  Comprehensive  Units  For  Adults  and  Adolescents 


COMPREHENSIVE  mental  health 
services  for  the  treatment  of  all  types 
of  emotional  disorders,  with  separate 
facilities  for  adults  and  adolescents. 

AN  OPEN  STAFF  52  bed  fully 
equipped  private  psychiatric  hospital. 

LICENSED  BY  Texas  State  Department 
of  Mental  Health  and  Mental  Retardation. 

ACCREDITED  BY  Joint  Commission  on 
Accreditation  of  Hospitals;  Medicare 
certified  and  CHAMPUS  approved 


OFFERING 

Biological  Treatments 
Psychopharmacotherapy 
Individual  and  Family  Therapy 
Drugs  and  Alcohol  Rehabilitation 
Therapeutic  Community 
[Milieu  Therapy] 

Psychosomatic  and  Geriatric  Research 
Psychodrama  and  Movement  Therapy 
Psychological  Testing  and 
Neurological  Evaluations 
Job  Rehabilitation  and 
Vocational  Counseling 
Crisis  Intervention  and 

Psychiatric  Emergency  Services 
Group  Psychotherapy;  Including  Transac- 
tional Analysis  and  Gestalt  Techniques 


Virgil  M.  Cox,  Jr.,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


James  D.  Malone,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


Blaine  E.  McLaughlin,  M.D. 
F.A.P.A.,  F.A.C.P.,  Diplomate, 
American  Board  of  Psychiatry 
and  Neurology 


815  EIGHTH  AVENUE  FORT  WORTH,  TEXAS  76104  (817)  335-8222 

ADMINISTRATIVE  OFFICE  1510  WEST  TERRELL  (817)  335-4040 


Richard  D.  Yentis,  M.D. 
F.A.A.C.P.;  Diplomate, 
American  Board  of 
Psychiatry  and  Neurology 


J.  Paul  Smith 
Administrator 
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YESTERDAY: 


In  1966,  this  dentist,  like  most  professional  men, 
spent  50%  of  his  time  working  for  the  IRS,  but 
little  working  for  his  future. 


TODAY: 


He  controls  a 100-million-dollar  business. 


TOMORROW: 


He  will  show  how  you  can  build  solid  financial 
security — with  facts  you  won’t  find  anywhere  else! 


Professional  Lecture  Series  presents  Jerry  A.  Arg-ovitz,  DDS,  on 
“EFFECTIVE  MONEY  MANAGEMENT  FOR  THE  DOCTOR” 

Only  a man  who  has  shared  the  financial  problems  and  experiences  of  his  fellow  professionals  can  know 
and  communicate  the  facts  that  they  need.  That’s  why,  in  these  intensive  two-day  seminars,  Dr.  Argovitz 
covers  such  a multitude  of  subjects  as  the  difference  between  good  and  bad  investments;  ways  to  accumulate 
investment  funds;  the  why  and  how  of  tax-free  dollars — along  with  proven  methods  for  avoiding  pitfalls  and 
realizing  investment  potentials. 

He  points  out  that  most  doctors  have  limited  financial  reserves  if  they  become  disabled;  have  income 
protection  for  families  only  if  they  die;  remain  in  practice  after  age  65  by  necessity;  and  invest  50%  of  earnings 
in  taxes,  with  no  hope  of  profit. 

During  the  nine  years  since  Dr.  Argovitz  analyzed  his  own,  similar  position,  and  made  his  first 
investment,  he  has  accumulated  a vast  fund  of  invaluable  experience.  He  can  therefore  offer  seminar  audiences 
a depth  of  financial  knowledge,  in  a short  period  of  time,  which  would  ordinarily  take  many  years  to 
acquire — knowledge  fully  backed  by  his  own  impressive  success. 

REGISTER  NOW  for  one  of  the  Seminars  to  be  held  as  follows: 

• San  Antonio,  Texas  — September  20  and  21,  1975  — Hilton  Palacio  Del  Rio 

• Memphis,  Tennessee  — September  27  and  28,  1975  — Hyatt  Regency  Hotel 

• Lubbock,  Texas  — October  4 and  5,  1975  — South  Park  Inn 

• Dallas,  Texas  — November  8 and  9,  1975  — Registry  Hotel 

• Tulsa,  Oklahoma  — December  6 and  7,  1975  — Hilton  Inn 

All  Seminars  are  from  8:30  a.m.  to  5 p.m.  each  day.  Registration  fee  is  $195.00  and  includes  both  Doctor 
and  Wife.  Indicate  Seminar  you  wish  to  attend  and  send  your  check  payable  to  Professional  Lecture  Series,  c/o 
Mrs.  Barbara  Bounds,  Suite  A,  400  S.  Cottonwood,  Richardson,  Texas  75080.  For  more  information,  call 
(214)  234-8082. 

NOTE:  Please,  no  tape  recorders  during  the  lecture. 
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LEGAL  PROTECTION:  FACTS  YOU  SHOULD  KNOW 

Sam  V.  Stone,  Jr. 

TMA  Office  of  General  Counsel 


On  May  8, 1975  Gov  Dolph  Briscoe  signed 
an  act  amending  the  Texas  Anatomical  Gift 
Act  by  authorizing  a donor  to  execute  a 
statement  of  donation  on  his  or  her  driv- 
er’s license.  This  amendment  to  the  act 
does  not  take  effect  until  Jan  1, 1976,  by 
which  time  the  Texas  State  Department  of 
Public  Safety  is  charged  with  redesigning 
the  motor  vehicle  driver’s  license  to  pro- 
vide for  a statement  “certifying  the  will- 
ingness (of  a donor)  to  make  an  anatomi- 
cal gift  on  the  reverse  side  of  each  opera- 
tor’s, commercial  operator’s,  and  chauf- 
feur's license.” 

The  act  provides  that  a gift  of  “any  needed 
parts  of  the  body  may  be  made  by  execut- 
ing a statement  of  gift  printed  on  the  re- 
verse side  of  the  donor’s  operator’s,  com- 
mercial operator’s,  or  chauffeur’s  li- 
cense.” Further,  such  a signed  and  wit- 
nessed statement  shall  be  deemed  to  com- 
ply with  the  Texas  Anatomical  Gift  Act. 
However,  the  gift  is  invalid  on  expiration, 
cancellation,  revocation,  or  suspension  of 
the  operator’s  license  and  to  be  valid,  the 
statement  must  be  executed  each  time  the 
license  is  renewed. 

Thus,  for  a hospital  or  physician  to  be  as- 
sured that  the  gift  is  valid,  an  inspection  of 
the  license  is  necessary  to  insure  that  it  is 
still  in  force  and  has  not  expired. 

Underthe  Texas  Anatomical  Gift  Act,  any 
individual  who  is  18  years  of  age  or  older, 
or  married,  or  in  the  armed  forces  and 
who  is  of  sound  mind  may  donate  his  or 
her  body,  or  any  part  thereof,  to  any  hos- 
pital, physician,  medical  school,  college  or 
university,  organ  bank  or  storage  facility, 
orto  “any  individual  specified  by  a li- 
censed physician”  for  the  purposes  of 
medical  education,  research,  therapy,  or 
transplantation. 

The  gift  or  donation  may  be  made  by  writ- 
ten instrument,  including  a will,  and  the 
gift  will  become  effective  upon  the  death  of 
the  donor  without  waiting  for  probate  of 
the  will. 

The  document  indicating  the  gift,  must  be 
signed  by  the  donor  in  the  presence  of  two 


witnesses. 

While  a donation  may  be  made  to  a speci- 
fied donee,  if  the  donee  is  not  available  at 
the  time  and  place  of  death,  the  attend- 
ing physician,  in  the  absence  of  the  ex- 
pressed indication  to  the  contrary,  may 
accept  the  gift  as  the  donee. 

The  physician  who  becomes  the  donee  may 
not  participate  in  procedures  for  remov- 
ing or  transplanting  the  organ  or  part  of 
the  body.  The  written  instrument  evidenc- 
ing the  donation  may  be  kept  by  the  donee 
or  may  be  deposited  with  any  hospital, 
bank  or  storage  facility,  or  register  office 
that  accepts  them  for  safe 
keeping. 

The  law  remains  as  it  was  adopted  previ- 
ously, and  the  donor  may  amend  or  re- 
voke the  gift  by  the  execution  and  delivery 
to  the  donee  of  a signed  statement  or  an 
oral  statement  made  in  the  presence  of  two 
persons  and  communicated  to  the  donee 
expressing  the  amendment  or 
revocation. 

The  donee  may  accept  or  reject  the  gift.  If 
the  donee  accepts  a gift  of  the  entire  body, 
the  surviving  spouse  or  other  person  au- 
thorized to  give  all  or  part  of  the  deced- 
ent’s body  may  authorize  the  embalming 
and  have  the  use  of  the  body  for  funeral 
services,  subject  to  the  terms  of  the  gift.  If 
the  gift  is  a part  of  the  body,  the  donee, 
upon  the  death  of  the  donor  and  prior  to 
embalming,  shall  cause  the  part  to  be  re- 
moved without  unnecessary 
mutilation. 

The  time  of  death  shall  be  determined  by  a 
physician  who  attends  the  donor  at  his 
death  or  the  physician  who  certifies  the 
death.  This  physician  shall  not  participate 
in  procedures  for  removing  or  trans- 
planting a part. 

A person  who  acts  in  good  faith  in  accord- 
ance with  the  terms  of  this  act  is  not  liable 
for  damages  in  any  civil  action  or  subject 
to  prosecution  in  any  criminal  proceeding 
for  this  act  so  long  as  the  prerequisites  of 
an  anatomical  gift  have  been  made  as  set 
out  above. 
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THE  PEOPLE 
OF  TEXAS 
ARE  FACED  WITH 
A CRISIS  IN  COST 
AND 

AVAILABILITY  OF 
MEDICAL  CARE 


INFORM  YOUR  PATIENTS  ABOUT  THE  CRISIS 
IN  PROFESSIONAL  LIABILITY  INSURANCE 


To  achieve  an  effective,  long-range  resolution  of  the 
professional  liability  insurance  problem,  the  understanding 
and  support  of  the  public  must  be  developed. 

To  assist  you  in  informing  your  patients  and  the  public 
about  the  professional  liability  insurance  crisis  in  Texas,  a 
completely  new/  leaflet  has  been  prepared  for  your  distribution. 
In  addition  to  direct  distribution  to  your  patients,  copies  could 


also  be  provided  through  pharmacists,  civic  clubs,  hospitals, 
etc. 

TMA’s  House  of  Delegates  has  reiterated  that  profes- 
sional liability  is  an  urgent  priority.  Solution  to  the  problem 
is  legislative  in  nature  and  your  Association  w/ill  continue  to 
w/ork  for  remedial  and  permanent  legislation. 

Please  order  this  brief  but  informative  pamphlet  today. 


Clip  and  mail  to:  Public  Relations  Division 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


Please  send copies  (give  quantity)  of  the  leaflet.  Address 

"The  People  of  Texas  Are  Faced  With  a Crisis  in  Cost  and 
Availability  of  Medical  Care.”  

City 


PLEASE  TYPE  OR  PRINT 


state 


Zip 
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MEDICINE  AND  THE  LAW 


On  Jan  4,  1975,  President  Ford  signed  PL 
93-641  which  mandated  each  state  legisla- 
ture to  adopt  certificate  of  need  legisla- 
tion by  the  end  of  the  next  regular  session 
of  the  legislature  commencing  after  the 
federal  law  was  signed.  Failure  to  adopt  a 
certificate  of  need  program  would  result 
in  the  virtual  halting  of  all  construction  of 
new  institutional  facilities  financed  to  any 
degree  with  federal  funds.  Thus  coerced, 
Texas  lawmakers  were  determined  to  en- 
act some  certificate  of  need  legislation  by 
the  close  of  the  64th  session  of  the  Texas 
Legislature  to  forestall  the  freezing  of 
funds  forthe  state.  This  column  will  re- 
view the  certificate  of  need  provisions  of 
the  new  state  law. 

The  legislature  passed  FfB  2164,  and  on 
May  28,  1975  Gov  Dolph  Briscoe  signed 
the  Texas  Health  Planning  and  Develop- 
ment Act.  He  thereby  put  into  immediate 
effect  the  first  certificate  of  need  legisla- 
tion for  health  facilities  in  this 
state’s  history. 

Underthe  provisions  of  the  new  law,  the 
Texas  Health  Facilities  Commission  was 
established  and  administratively  attached 
to  the  Texas  Department  of  Health  Re- 
sources (the  renamed  Department  of 
Health). 

The  governor  has  appointed  to  serve  on 
this  important  commission  Melvin  Rowland 
of  Uvalde,  chairman.  Renal  Rosson  of 
Snyder,  and  Bolin  Mahaffey  of  Corpus 
Christi.  On  July  14the  commission  held  a 
public  hearing  on  proposed  rules  and  reg- 
ulations at  which  time  testimony  was  taken 
and  comments  received  on  Proposed 
Rules  and  Regulation  NumberOne  which 
was  adopted  July  18. 

While  certificates  of  need  or  exemption 
certificates  are  not  required  forthe 


building  or  expansion  of  physicians’  offic- 
es to  be  utilized  in  the  conduct  of  their 
profession,  the  law  does  require  that  hos- 
pitals, nursing  homes,  home  health  agen- 
cies, outpatient  care  facilities,  outpatient 
surgical  and  single  procedure  facilities, 
ambulatory  health  care  facilities,  radia- 
tion therapy  facilities,  alcoholism  and 
drug  treatment  facilities,  health  mainte- 
nance organizations,  and  other  special- 
ized facilities  receive  either  an  exemption 
certificate  or  a certificate  of  need  before 
commencing  construction. 

Obviously,  it  is  now  extremely  important 
for  those  contemplating  the  construction 
of  any  of  these  types  of  facilities  to  seek 
counsel  from  those  conversant  with  the 
law  and  to  secure  the  necessary  approval 
from  the  commission  prior  to  commenc- 
ing fund  raising  or  expenditure  of  assets 
for  construction  or  in  contemplation  of 
construction. 

The  rules  provide  that  the  act  shall  have  no 
application  to  those  who  initiated  develop- 
ment of  a project  priorto  May  28, 1975. 
Under  the  adopted  rules,  the  commence- 
ment or  initiation  of  a development  is  de- 
fined as  meaningthose  activities  “other 
than  planning  or  pre-development  activi- 
ties, which  on  their  completion  result  in  a 
consummation  of  a project  or  a significant 
commitment  toward  the  consummation  of 
a project  . . .’’ 

In  determining  whether  or  not  there  has 
been  commencement  of  a project  prior  to 
May  28,  1975,  the  commission  may  con- 
siderthe  status  of  fund  raising  drives,  the 
purchase  or  contract  of  sale  forthe  pur- 
chase of  land  which  is  uniquely  adapted 
fora  project  and  “when  the  failure  to  com- 
plete the  project  would  result  in  substan- 
tial financial  loss,”  the  actual  commence- 
ment of  actual  construction,  and  any  activ- 
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ity  which  “in  the  opinion  of  the  commis- 
sion, would,  unless  the  project  be  granted 
a non-applicability  status,  result  in  an  in- 
equitable result  or  unjust  financial  hard- 
ship to  a person.” 

The  adopted  rules  provide  for  a declara- 
tory rulingastothe  non-applicability  of 
the  act  and  sets  forth  a procedure  where- 
by the  sponsors  of  a project  may  secure  a 
declaratory  ruling  on  non- 
applicability. 

Also  included  in  the  law  and  in  the  adopted 
rules  is  a procedure  for  the  securing 
of  an  “exemption  certificate.”  While 
the  rules  relating  to  the  granting  of  an 
exemption  certificate  are  rather  techni- 
cal, the  consequences  of  failure  by  project 
sponsors  to  secure  the  required  certifi- 
cate may  result  in  legal  action  being  insti- 
tuted by  the  attorney  general  of  Texas  to 
enjoin  the  alleged  violation  of  the  act.  In 
addition,  no  agency  of  the  state  or  any  of 
its  political  subdivisions  may  appropriate 
or  grant  funds  or  assist  in  any  way  a per- 
son, applicant,  facility  or  certificate  hold- 
er if  such  a project  is  in  violation 
of  the  act. 

Since  the  commission  is  authorized  to  en- 
ter into  an  agreement  with  the  secretary 
of  Health,  Education  and  Welfare  on  behalf 
of  the  state  to  administer  the  capital  ex- 
penditure review  program  under  Section 
1 122  of  the  Social  Security  Act  (PL  92- 
603)  failure  to  secure  a certificate  will 
also  limit  the  rate  reimbursement  formula 
fora  recapture  of  capital  invested  under 
the  Medicaid  and  Medicare 
programs. 

Legal  counsel  for  the  Texas  Medical  Asso- 
ciation will  continue  to  monitor  and  com- 
ment upon  rules  and  regulations  as  pro- 
mulgated by  the  commission  and  make 
periodic  reports  to  the  members  of  the 
association. 

TMA  Office  of  General  Counsel 

Sam  V.  Stone,  Jr. 
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consider  the  differences 


The  “usual  maintenance  dose” 
for  the  widely  prescribed 
desiccated  thyroid  is  “from 
1 grain  to  3 grains  per 
day,  but  it  may  vary,  in 
individual  patients  from  1/2 
grain  to  10  grainsl’^  The  “usual 
maintenance  dose”  of  the  most 
widely  prescribed  thyroglobnlin 
(which  is  also  a 
desiccated  thyroid 
product)  is 
“0.5  to  3.0  grains  daily.”^ 


1  It  is  recognized  that  T4  and 
Ts  content  in  desiccated 
thyroid  and  thyroglobulin 
varies  from  animal  to 
animal,  by  animal  species, 
geography,  and  animal  diet. 

2  Of  therapeutic  concern: 
In  addition  to  varying  amonnts 
of  T4,  desiccated  thyroid  may 
contain  varying  amounts  of  Ts,  a 
potent  compound  with  rapid 
onset  and  fleeting  action  that 
can  produce  metabolic  surges. 

3  Even  when  kept  under 

proper  storage  conditions, 
desiccated  thyroid 
deteriorates  more  rapidly 
than  the  synthetic  hormone. 


Desiccated  animal  gland  thyroid  proc|hcts 
can  vary  in  potency  from  hatclgto  Mtch. 

Because  iodine  content  rather  than  biological  assay  is  use^to  measure 
the  standard  of  many  desiccated  thyroid  productf^  biolo^c  activity 
can  vary  from  batch  to  batch.  Even  when  biologjc  assay  4s  employed, 
biologic  activity  can  only  be  apprQximated. 


1.  Armour  Thyroid  (Tablets).  1975  Physicians’  Desk  Reference,  p.  561. 

2.  Proloid®  (thyroglobulin).  1975  Physicians’  Desk  Reference,  p.  1575. 


Every  batch  of  Sjnthroid^  T4  is 
of  controlled  potency,  (sodium  levothyroxine,  U.SP)  FLINT 


SYNTHROID  is  T4.  It  provides  your 
patients  with  everything  they  need  for 
complete  thyroid  replacement  therapy. 


... 


1 Sodium  levothyroxine  is 
not  derived  from  any  animal 
gland  source.  It  is  a synthetic 

and,  since  sodium  levothyroxine 
is  the  only  active  ingredient, 
its  weight  is  the  sole 
determinate  of  potency. 

2 SmrHROID  (sodium 
levothyroxine)  is  T4  which  is 

converted  by  the  patient  to  Ts 
at  the  cellular  level,  thereby 
providing  a physiologic 
source  and  amount  of  Ts  to 
meet  metabolic  needs  for 
complete  thyroid  replacement 
therapy.  Because  the  onset  of 
effect  is  slower  and  more  steady,  the 
possibility  of  sudden  metabolic  surges 
is  reduced  with  SYNTHROID  therapy. 

3 SYNTHROID  (sodium  levothyroxine) 
products  have  a longer  and  more 
reliable  shelf  life  than  Thyroid  U.S.R 
when  kept  under  the  same  proper 
storage  conditions.  There  is  no  animal 
protein  present  in  SYTMTHROID  products. 

4 A recent  study  of  44  patients  with 

hypothyroidism  indicates  that 
89  percent  of  the  patients  were 
maintained  with  doses  of  L-thyroxine 
(SYT\THROID)  between  100  meg.  and 
200  meg.  (0.1  mg.  and  0.2  mg.)  per  day.^ 


3.  Stock,J.IVI.,  Surks,  M.I.,and  Oppenheimer,  J.H.: 
Replacement  dosage  of  l-thyroxine  in  hypothyroidism. 
A re-evaluation.  New  Engl.  J.  IMed.  290:529-33, 1974. 


Eliminates  many 
of  the  uncertainties  of 
desiccated  thyroid  therapy. 


Synthroid' 

(sodium  levothyroxine,  U.S.P)  FLINT 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 
Deerfield,  Illinois  6001 5 


See  reverse  side  for  full  prescribing  information. 


Synthroid' 

(sodium  levothyroxine,  U.S.R ) FLINT 

Synthroid  Tablets— for  oral  administration 
Synthroid  for  Injection— for  parenteral  administration 


Description 

SYNTHROID  (sodium  levothyroxine)  Tablets  and  SYNTHROID  Injection  con- 
tain synthetic  crystalline  sodium  levothyroxine  (L-thyroxine).  L-thyroxine  is 
the  principal  hormone  secreted  by  the  normal  thyroid  gland. 


Actions 

SYNTHROID  (sodium  levothyroxine)  Tablets,  taken  orally,  provide  hormone 
that  is  readily  absorbed  from  the  gastrointestinal  tract.  SYNTHROID  Injection 
is  effective  by  any  parenteral  route.  Following  absorption,  the  synthetic 
L-thyroxine  provided  by  SYNTHROID  products  cannot  be  distinguished  from 
L-thyroxine  that  is  endogenously  secreted.  Each  is  bound  to  the  same  serum 
proteins  and  each  exhibits  a six  to  seven  day  circulating  half-life  in  the 
euthyroid  individual. 

Both  SYNTHROID  products  will  provide  L-thyroxine  as  a substrate  for 
physiologic  deiodination  to  L-triiodothyronine.  Therefore,  patients  taking 
SYNTHROID  products  will  demonstrate  normal  blood  levels  of  L-triiodothyro- 
nine  even  when  the  thyroid  gland  has  been  surgically  removed  or  destroyed 
by  radioiodine.  Administration  of  levothyroxine  alone  will  result  in  complete 
physiologic  thyroid  replacement. 

Indications 

SYNTHROID  (sodium  levothyroxine)  products  serve  as  specific  replacement 
therapy  for  reduced  or  absent  thyroid  function  of  any  etiology.  SYNTHROID 
Injection  can  be  used  intravenously  whenever  a rapid  onset  of  effect  is  criti- 
cal, and  either  intravenously  or  intramuscularly  in  hypothyroid  patients  when- 
ever the  oral  route  is  precluded  for  long  periods  of  time. 

Contraindications 

There  are  no  absolute  contraindications  to  SYNTHROID  (sodium  levothy- 
roxine) therapy.  Relative  contraindications  include  acute  myocardial  infarc- 
tion, uncorrected  adrenal  insufficiency  and  thyrotoxicosis.  (See  WARNINGS) 

Warnings 

Patients  with  cardiovascular  diseases  warrant  particularly  close  attention 
during  the  restoration  of  normal  thyroid  function  by  any  thyroid  drug.  In  such 
cases,  low  initial  dosage  increased  slowly  by  small  increments  is  indicated. 
Occasionally,  the  cardiovascular  capacity  of  the  patient  is  so  compromised 
that  the  metabolic  demands  of  the  normal  thyroid  state  cannot  be  met.  Clinical 
judgment  will  then  dictate  either  a less-than-complete  restoration  of  thyroid 
status  or  reduction  in  thyroid  dosage. 

Endocrine  disorders  such  as  diabetes  mellitus,  adrenal  insufficiency  (Addi- 
son’s disease),  hypopituitarism  and  diabetes  insipidus  are  characterized  by 
signs  and  symptoms  which  may  be  diminished  in  severity  or  obscured  by 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  therapy  for  such  patients 
may  aggravate  the  intensity  of  previously  obscured  symptoms  and  require 
appropriate  adjustment  of  therapeutic  measures  directed  at  these  concomitant 
disorders. 


Thyroid  replacement  may  potentiate  the  effects  of  anticoagulants.  Patients 
on  anticoagulant  therapy  should  have  frequent  prothrombin  determinations 
when  instituting  thyroid  replacement  to  gauge  the  need  to  reduce  anticoagu- 
lant dosage. 

Precautions 

Overdosage  with  any  thyroid  drug  may  produce  the  signs  and  symptoms  of 
thyrotoxicosis,  but  resistance  to  such  factitious  thyrotoxicosis  is  the  general 
rule.  With  SYNTHROID  (sodium  levothyroxine)  Tablets,  the  relatively  slow 
onset  of  action  minimizes  the  risk  of  overdose  but  close  observation  in  the 
weeks  following  institution  of  a dosage  regimen  is  advised.  Treatment  of 
thyroid  hyperactivity  induced  by  oral  medication  is  confined  to  interruption 
of  therapy  for  a week,  followed  by  reinstitution  of  daily  therapy  at  an  appro- 
priately reduced  dosage. 

Adverse  reactions 

Adverse  reactions  are  due  to  overdose  and  are  those  of  induced  hyperthy- 
roidism. 

Dosage  and  administration 

For  most  adults,  a final  dosage  of  100  meg  (0.1  mg)  to  200  meg  (0.2  mg)  of 
SYNTHROID  (sodium  levothyroxine)  Tablets  daily  will  restore  normal  thyroid 
function  and  only  occasionally  will  patients  require  larger  doses.  Failure  to 
respond  adequately  to  a daily  oral  intake  of  400  meg  (0.4  mg)  or  more  is  rare 
and  should  prompt  reconsideration  of  the  diagnosis  of  hypothyroidism,  spe- 
cial investigation  of  the  patient  in  terms  of  malabsorption  of  L-thyroxine  from 
the  gastrointestinal  tract  or  poor  adherence  to  therapy. 

The  concomitant  appearance  of  other  diseases,  especially  cardiovascular 
diseases,  usually  dictates  a replacement  regimen  with  initial  doses  smaller 
than  100  meg/day  (0.1  mg). 

In  otherwise  healthy  adults  with  relatively  recent  onset  of  hypothyroidism, 
full  replacement  dose  of  150  meg  (0.15  mg)  or  200  meg  (0.2  mg)  has  been 
instituted  immediately  without  untoward  effect  and  with  good  therapeutic 
response.  General  experience,  however,  favors  a more  cautious  approach  in 
view  of  the  possible  presence  of  subclinical  disorders  of  the  cardiovascular 
system  or  endocrinopathies. 

The  age  and  general  physical  condition  of  the  patient  as  well  as  the  severity 
and  duration  of  hypothyroid  symptoms  determine  the  starting  dosage  and  the 
rate  of  incremental  dosage  increase  leading  to  a final  maintenance  dosage. 
In  the  elderly  patient  with  long  standing  disease,  evidence  of  myxedematous 
infiltration  and  symptomatic,  functional  or  electrocardiographic  evidence  of 
cardiovascular  dysfunction,  the  starting  dose  may  be  as  little  as  25  meg 
(0.025  mg)  per  day.  Further  incremental  increases  of  25  meg  (0.025  mg)  per 
day  may  be  instituted  at  three  to  four  week  intervals  depending  on  patient 
response.  Conversely,  otherwise  healthy  adults  may  be  started  at  higher  daily 
dosage  and  raised  to  the  full  replacement  dosage  in  two  to  three  weeks. 
Clearly  it  is  the  physician’s  judgment  of  the  severity  of  the  disease  and  close 
observation  of  patient  response  which  determines  the  rate  of  dosage  titration. 

Laboratory  tests  to  monitor  thyroid  replacement  therapy  are  of  limited  value. 
Although  measurement  of  normal  blood  levels  of  thyroxine  in  patients  on 
replacement  regimens  frequently  coincides  with  the  clinical  impression  of 
normal  thyroid  status,  higher  than  normal  levels  on  oral  replacement  of  levo- 
thyroxine occasionally  occurs  and  should  not  be  considered  evidence  of 
overdosage  per  se. 

In  all  cases,  clinical  impression  of  the  well-being  of  the  patient  takes 
precedence  over  laboratory  determination  in  determining  the  appropriate 
individual  dosage. 

In  infants  and  children,  there  is  a great  urgency  to  achieve  full  thyroid 
replacement  because  of  the  critical  importance  of  thyroid  hormone  in  sustain- 
ing growth  and  maturation.  Despite  the  smaller  body  size,  the  dosage  needed 
to  sustain  a full  rate  of  growth,  development  and  general  thriving  is  higher  in 
the  child  than  in  the  adult,  as  much  as  300  meg  (0.3  mg)  to  400  meg  (0.4  mg) 
per  day. 

In  myxedema  coma  or  stupor,  without  concomitant  severe  heart  disease, 
200  to  500  meg  of  SYNTHROID  Injection  may  be  administered  intravenously 
as  a solution  containing  100  mcg/ml.  Although  the  patient  may  show  evidence 
of  increased  responsivity  within  six  to  eight  hours,  full  therapeutic  effect  may 
not  be  evident  until  the  following  day.  An  additional  100  to  300  meg  or  more 
may  be  given  on  the  second  day  if  evidence  of  significant  and  progressive 
improvement  has  not  occurred.  Like  the  oral  dosage  form,  SYNTHROID  Injec- 
tion produces  a predictable  increase  in  the  circulating  level  of  hormone  with 
a long  half-time.  This  usually  precludes  the  need  for  multiple  injections  but 
continued  daily  administration  of  lesser  amounts  intravenously  should  be 
maintained  until  the  patient  is  fully  capable  of  accepting  a daily  oral  dose. 

In  the  presence  of  concomitant  heart  disease,  the  sudden  administration  of 
such  large  doses  of  L-thyroxine  intravenously  is  clearly  not  without  its  cardio- 
vascular risks.  Under  such  circumstances,  intravenous  therapy  should  not  be 
undertaken  without  weighing  the  alternative  risks  of  the  myxedema  coma  and 
the  cardiovascular  disease.  Clinical  judgment  in  this  situation  may  dictate 
smaller  intravenous  doses  of  levothyroxine. 

SYNTHROID  Injection  by  intravenous  or  intramuscular  routes  can  be  sub- 
stituted for  the  oral  dosage  form  when  ingestion  of  SYNTHROID  Tablets  is 
precluded  for  long  periods  of  time. 

How  supplied 

SYNTHROID  (sodium  levothyroxine)  Tablets  are  supplied  as  scored,  color- 
coded  compressed  tablets  in  6 concentrations:  25  meg  (0.025  mg)— orange  . . . 
50  meg  (0.05  mg)— white  . . , 100  meg  (0.1  mg)— yellow  . . . 150  meg  (0.15  mg)— 
violet  . . . 200  meg  (0.2  mg)— pink  . . . 300  meg  (0.3  mg)— green.  Depending  on 
strength,  these  tablets  are  available  in  bottles  of  100,  500,  1000  and  5000. 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is  supplied  in  10  ml  vials 
containing  500  meg  of  lyophilized  active  ingredient  and  10  mg  of  Mannitol, 
U.S.P.  A separate  5 ml  vial  containing  Sodium  Chloride  Injection,  U.S.P.  is 
provided  as  a diluent. 

Directions  for  reconstitution 

Reconstitute  the  lyophilized  sodium  levothyroxine  by  aseptically  adding  5 ml 
of  the  Sodium  Chloride  Injection,  U.S.P.  to  the  vial.  Shake  vial  to  insure  com- 
plete mixing.  Use  immediately  after  reconstitution.  Discard  any  unused  portion. 
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consider  the  differences 


Desiccated  animal  gland  tigroid  products 
can  vary  in  potency  from  batc^  to  fAch. 

Because  iodine  content  rather  than  biological  assay  is  used  to  measure 
the  standard  of  many  desiccated  thyroid  product^,  biol^c  activity 
can  vary  from  batch  to  batch.  Even  when  biolo^c  assay  employed^ 
biologic  activity  can  only  be  approximated. 


1  It  is  recognized  that  T4  and 
Ts  content  in  desiccated 
thyroid  and  thyroglobulin 
varies  from  animal  to 
animal,  by  animal  species, 
geography,  and  animal  diet. 

2  Of  therapeutic  concern: 
In  addition  to  varying  amounts 
of  T4,  desiccated  thyroid  may 
contain  varying  amounts  of  Ta,  a 
potent  compound  with  rapid 
onset  and  fleeting  action  that 
can  produce  metabolic  surges. 

3  Even  when  kept  under 
proper  storage  conditions, 
desiccated  thyroid 
deteriorates  more  rapidly 
than  the  synthetic  hormone. 

4  The  “usual  maintenance  dose” 

for  the  widely  prescribed 
desiccated  thyroid  is  “from 
1 grain  to  3 grains  per 
day,  but  it  may  vary,  in 
individual  patients  from  1/2 
grain  to  10  grainsl’^  The  “usual 
maintenance  dose”  of  the  most 
widely  prescribed  thyroglobulin 
(which  is  also  a 
desiccated  thyroid 
product)  is 
“0.5  to  3.0  grains  daily.”^ 


1.  Airoour  Thyroid  (Tablets).  1975  Physicians’  Desk  Reference,  p.  561. 

2.  Proloid*  (thyroglobulin).  1975  Physicians’  Desk  Reference,  p.  1575. 


Every  batch  of  Synthroid®  T4  is 

of  controlled  potency  (sodium  levothyroxine,U.S.P)  FLINT 


SYNTHROID  is  T4.  It  provides  your 
patients  with  everything  they  need  for 
complete  thyroid  replacement  therapy. 


1 Sodium  levothyroxine  is 
not  derived  from  any  animal 
gland  source.  It  is  a synthetic 

and^  since  sodium  levothyroxine 
is  the  only  active  ingredient^ 
its  weight  is  the  sole 
determinate  of  potency. 

2 SYNTHROID  (sodium 
levothyroxine)  is  T4  which  is 

converted  by  the  patient  to  Ta 
at  the  cellular  level.,  thereby 
providing  a physiologic 
source  and  amount  of  Ta  to 
meet  metabolic  needs  for 
complete  thyroid  replacement 
therapy.  Because  the  onset  of 
effect  is  slower  and  more  steady,  the 
possibility  of  sudden  metabolic  surges 
is  reduced  with  SYNTHROID  therapy. 

3  SYNTHROID  (soflium  levothyroxine) 
products  have  a longer  and  more 
reliable  shelf  life  than  Thyroid  U.S.R 
when  kept  under  the  same  proper 
storage  conditions.  There  is  no  animal 
protein  present  in  SYNTHROID  products. 


4 A recent  study  of  44  patients  with 
hypothyroidism  indicates  that 
89  percent  of  the  patients  were 
maintained  with  doses  of  L-thyroxine 
(SYNTHROID)  between  100  meg. and 
200  meg. (0.1  mg. and  0.2  mg.)  per  day.^ 

3.  Slock,  J.M.,  Surks,  M.I.,  and  Oppenheimer,  J.H.: 
Replacement  dosage  of  l^thyro\ine  in  hypothyroidism. 
A re-evaluation.  New  Engl.  J.  Med.  290:529-33, 1974. 


Eliminates  many 
of  the  uncertainties  of 
desiccated  thyroid  therapy. 


Synthrold* 

(sodium  levothyroxine,  U.S.P)  FLINT 
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Syiithroid* 

(sodium  levothyroxine,U.S.R ) FLINT 

Synthroid  Tablets— for  oral  administration 
Synthroid  for  Injection— for  parenteral  administration 


Description 

SYNTHROID  (sodium  levothyroxine)  Tablets  and  SYNTHROID  Injection  con- 
tain synthetic  crystalline  sodium  levothyroxine  (L-thyroxIne).  L-thyroxine  is 
the  principal  hormone  secreted  by  the  normal  thyroid  gland. 


Actions 

SYNTHROID  (sodium  levothyroxine)  Tablets,  taken  orally,  provide  hormone 
that  is  readily  absorbed  from  the  gastrointestinal  tract.  SYNTHROID  Injection 
is  effective  by  any  parenteral  route.  Followring  absorption,  the  synthetic 
L-thyroxine  provided  by  SYNTHROID  products  cannot  be  distinguished  from 
L-thyroxine  that  is  endogenously  secreted.  Each  is  bound  to  the  same  serum 
proteins  and  each  exhibits  a six  to  seven  day  circulating  half-life  in  the 
euthyroid  individual. 

Both  SYNTHROID  products  will  provide  L-thyroxine  as  a substrate  for 
physiologic  deiodination  to  L-triiodothyronine.  Therefore,  patients  taking 
SYNTHROID  products  will  demonstrate  normal  blood  levels  of  L-triiodothyro- 
nine even  when  the  thyroid  gland  has  been  surgically  removed  or  destroyed 
by  radioiodine.  Administration  of  levothyroxine  alone  will  result  in  complete 
physiologic  thyroid  replacement. 

Indications 

SYNTHROID  (sodium  levothyroxine)  products  serve  as  specific  replacement 
therapy  for  reduced  or  absent  thyroid  function  of  any  etiology.  SYNTHROID 
Injection  can  be  used  intravenously  whenever  a rapid  onset  of  effect  is  criti- 
cal, and  either  intravenously  or  intramuscularly  in  hypothyroid  patients  when- 
ever the  oral  route  is  precluded  for  long  periods  of  time. 

Contraindications 

There  are  no  absolute  contraindications  to  SYNTHROID  (sodium  levothy- 
roxine) therapy.  Relative  contraindications  include  acute  myocardial  infarc- 
tion, uncorrected  adrenal  insufficiency  and  thyrotoxicosis.  (See  WARNINGS) 

Warnings 

Patients  with  cardiovascular  diseases  warrant  particularly  close  attention 
during  the  restoration  of  normal  thyroid  function  by  any  thyroid  drug.  In  such 
cases,  low  initial  dosage  increased  slowly  by  small  Increments  is  indicated. 
Occasionally,  the  cardiovascular  capacity  of  the  patient  is  so  compromised 
that  the  metabolic  demands  of  the  normal  thyroid  state  cannot  be  met.  Clinical 
judgment  will  then  dictate  either  a less-than-complete  restoration  of  thyroid 
status  or  reduction  in  thyroid  dosage. 

Endocrine  disorders  such  as  diabetes  mellitus,  adrenal  insufficiency  (Addi- 
son's disease),  hypopituitarism  and  diabetes  insipidus  are  characterized  by 
signs  and  symptoms  which  may  be  diminished  in  severity  or  obscured  by 
hypothyroidism,  SYNTHROID  (sodium  levothyroxine)  therapy  for  such  patients 
may  aggravate  the  intensity  of  previously  obscured  symptoms  and  require 
appropriate  adjustment  of  therapeutic  measures  directed  at  these  concomitant 
disorders. 


Thyroid  replacement  may  potentiate  the  effects  of  anticoagulants.  Patients 
on  anticoagulant  therapy  should  have  frequent  prothrombin  determinations 
when  instituting  thyroid  replacement  to  gauge  the  need  to  reduce  anticoagu- 
lant dosage. 

Precautions 

Overdosage  with  any  thyroid  drug  may  produce  the  signs  and  symptoms  of 
thyrotoxicosis,  but  resistance  to  such  factitious  thyrotoxicosis  is  the  general 
rule.  With  SYNTHROID  (sodium  levothyroxine)  Tablets,  the  relatively  slow 
onset  of  action  minimizes  the  risk  of  overdose  but  close  observation  in  the 
weeks  following  institution  of  a dosage  regimen  is  advised.  Treatment  of 
thyroid  hyperactivity  induced  by  oral  medication  is  confined  to  interruption 
of  therapy  for  a week,  followed  by  reinstitution  of  daily  therapy  at  an  appro- 
priately reduced  dosage. 

Adverse  reactions 

Adverse  reactions  are  due  to  overdose  and  are  those  of  induced  hyperthy- 
roidism. 

Dosage  and  administration 

For  most  adults,  a final  dosage  of  100  meg  (0.1  mg)  to  200  meg  (0.2  mg)  of 
SYNTHROID  (sodium  levothyroxine)  Tablets  daily  will  restore  normal  thyroid 
function  and  only  occasionally  will  patients  require  larger  doses.  Failure  to 
respond  adequately  to  a daily  oral  intake  of  400  meg  (0.4  mg)  or  more  is  rare 
and  should  prompt  reconsideration  of  the  diagnosis  of  hypothyroidism,  spe- 
cial investigation  of  the  patient  in  terms  of  malabsorption  of  L-thyroxine  from 
the  gastrointestinal  tract  or  poor  adherence  to  therapy. 

The  concomitant  appearance  of  other  diseases,  especially  cardiovascular 
diseases,  usually  dictates  a replacement  regimen  with  initial  doses  smaller 
than  100  meg/day  (0.1  mg). 

In  otherwise  healthy  adults  with  relatively  recent  onset  of  hypothyroidism, 
full  replacement  dose  of  150  meg  (0.15  mg)  or  200  meg  (0.2  mg)  has  been 
instituted  immediately  without  untoward  effect  and  with  good  therapeutic 
response.  General  experience,  however,  favors  a more  cautious  approach  in 
view  of  the  possible  presence  of  subclinical  disorders  of  the  cardiovascular 
system  or  endocrinopathies. 

The  age  and  general  physical  condition  of  the  patient  as  well  as  the  severity 
and  duration  of  hypothyroid  symptoms  determine  the  starting  dosage  and  the 
rate  of  incremental  dosage  increase  leading  to  a final  maintenance  dosage. 
In  the  elderly  patient  with  long  standing  disease,  evidence  of  myxedematous 
infiltration  and  symptomatic,  functional  or  electrocardiographic  evidence  of 
cardiovascular  dysfunction,  the  starting  dose  may  be  as  little  as  25  meg 
(0.025  mg)  per  day.  Further  incremental  increases  of  25  meg  (0.025  mg)  per 
day  may  be  instituted  at  three  to  four  week  intervals  depending  on  patient 
response.  Conversely,  otherwise  healthy  adults  may  be  started  at  higher  daily 
dosage  and  raised  to  the  full  replacement  dosage  in  two  to  three  weeks. 
Clearly  it  is  the  physician's  judgment  of  the  severity  of  the  disease  and  close 
observation  of  patient  response  which  determines  the  rate  of  dosage  titration. 

Laboratory  tests  to  monitor  thyroid  replacement  therapy  are  of  limited  value. 
Although  measurement  of  normal  blood  levels  of  thyroxine  in  patients  on 
replacement  regimens  frequently  coincides  with  the  clinical  impression  of 
normal  thyroid  status,  higher  than  normal  levels  on  oral  replacement  of  levo- 
thyroxine occasionally  occurs  and  should  not  be  considered  evidence  of 
overdosage  per  se. 

In  all  cases,  clinical  impression  of  the  well-being  of  the  patient  takes 
precedence  over  laboratory  determination  in  determining  the  appropriate 
individual  dosage. 

In  infants  and  children,  there  is  a great  urgency  to  achieve  full  thyroid 
replacement  because  of  the  critical  importance  of  thyroid  hormone  in  sustain- 
ing growth  and  maturation.  Despite  the  smaller  body  size,  the  dosage  needed 
to  sustain  a full  rate  of  growth,  development  and  general  thriving  is  higher  in 
the  child  than  in  the  adult,  as  much  as  300  meg  (0.3  mg)  to  400  meg  (0.4  mg) 
per  day. 

In  myxedema  coma  or  stupor,  without  concomitant  severe  heart  disease, 
200  to  500  meg  of  SYNTHROID  Injection  may  be  administered  intravenously 
as  a solution  containing  100  mcg/ml.  Although  the  patient  may  show  evidence 
of  increased  responsivity  within  six  to  eight  hours,  full  therapeutic  effect  may 
not  be  evident  until  the  following  day.  An  additional  100  to  300  meg  or  more 
may  be  given  on  the  second  day  if  evidence  of  significant  and  progressive 
improvement  has  not  occurred.  Like  the  oral  dosage  form,  SYNTHROID  Injec- 
tion produces  a predictable  increase  in  the  circulating  level  of  hormone  with 
a long  half-time.  This  usually  precludes  the  need  for  multiple  injections  but 
continued  daily  administration  of  lesser  amounts  intravenously  should  be 
maintained  until  the  patient  is  fully  capable  of  accepting  a daily  oral  dose. 

In  the  presence  of  concomitant  heart  disease,  the  sudden  administration  of 
such  large  doses  of  L-thyroxine  intravenously  is  clearly  not  without  its  cardio- 
vascular risks.  Under  such  circumstances,  intravenous  therapy  should  not  be 
undertaken  without  weighing  the  alternative  risks  of  the  myxedema  coma  and 
the  cardiovascular  disease.  Clinical  judgment  in  this  situation  may  dictate 
smaller  intravenous  doses  of  levothyroxine. 

SYNTHROID  Injection  by  intravenous  or  intramuscular  routes  can  be  sub- 
stituted for  the  oral  dosage  form  when  ingestion  of  SYNTHROID  Tablets  is 
precluded  for  long  periods  of  time. 

How  supplied 

SYNTHROID  (sodium  levothyroxine)  Tablets  are  supplied  as  scored,  color- 
coded  compressed  tablets  in  6 concentrations:  25  meg  (0.025  mg)— orange  . . . 
50  meg  (0.05  mg)— white  . . . 100  meg  (0.1  mg)— yellow  . . . 150  meg  (0.15  mg)— 
violet  . . . 200  meg  (0.2  mg)— pink  . . . 300  meg  (0.3  mg)— green.  Depending  on 
strength,  these  tablets  are  available  in  bottles  of  100,  500,  1000  and  5000. 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is  supplied  in  10  ml  vials 
containing  500  meg  of  lyophilized  active  ingredient  and  10  mg  of  Mannitol, 
U.S.P,  A separate  5 ml  vial  containing  Sodium  Chloride  Injection,  U.S.P.  is 
provided  as  a diluent. 

Directions  for  reconstitution 

Reconstitute  the  lyophilized  sodium  levothyroxine  by  aseptically  adding  5 ml 
of  the  Sodium  Chloride  Injection,  U.S.P.  to  the  vial.  Shake  vial  to  insure  com- 
plete mixing.  Use  immediately  after  reconstitution.  Discard  any  unused  portion. 
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HEROIN  ADDICTION  IN  BRITAIN,  Horace 
Freeland  Judson,  New  York,  Harcourt 
Brace  Jovanovich,  Inc,  1974,  200  p, 

$6.95. 

Cough  medicine  was  heroin’s  first  general 
therapeutic  use.  It  was  discovered  in 
1874,  some  70  years  after  the  original 
isolation  of  morphinefrom  opium.  It  ap- 
peared to  be  free  of  the  undesirable  side 
effects  of  morphine  such  as  nausea,  vomit- 
ing, constipation,  and  loss  of 
appetite. 

Heroin  is  lawful  today,  for  at  least  some 
medical  uses,  in  nine  of  the  188  countries 
and  territories  whose  requirements  for 
opiates  and  cocaine  are  compiled  and  pub- 
lished every  year  by  the  International 
Narcotics  Control  Board.  Great  Britain  is 
one  of  these  nine  countries. 

This  book  deals  with  the  British  approach 
to  the  use  of  heroin  and  contrasts  it  to  the 
American  approach. Though  most  heroin 
addicts  must  now  come  to  a clinic  in  Great 
Britain  for  their  prescriptions  for  hero- 
in, any  physician  practicing  in  the  United 
Kingdom  can  write  a prescription  for  her- 
oin and  a pharmacist  will  fill  it  underthe 
same  controls  that  govern  the  use  of  any 
other  strong  narcotic. 

Does  the  British  approach  to  heroin  ad- 
diction work?  A person  reading  this  book 
will  certainly  gain  a comprehensive  knowl- 
edge of  the  various  approaches  to  the 
problem,  both  British  and  American.  It  is 
well  worth  taking  the  time  to  read  for  all 
physicians  interested  in  addiction 
problems. 

STUARTS.  NEMIR,  JR.,  MD 
Austin 

HYPERTENSION:  CAUSES,  CONSE- 
QUENCES AND  MANAGEMENT,  ed  2, 

George  Pickering,  London,  Churchill  and 
Livingstone,  1974,  152  p,  illus, 

$8.50. 

This  concise  and  informative  book  was 
written  for  practitioners  and  students 
and  appears  very  well  suited  for  its  in- 


tended audience.  The  author  is  well  known 
for  his  research  in  hypertension,  but  he 
apparently  is  also  an  experienced  and 
practical  clinician.  The  summary  of  basic 
concepts  and  physiology  is  lucid  and  easy 
to  read.  The  section  on  management  is 
well  organized,  covers  useful  detail,  and 
should  be  a practical  guide  for  student 
and  family  physician.  One  might  take  issue 
with  a few  positions,  which  are  rather 
firmly  taken,  such  as  the  absolute  avoid- 
ance of  thiazide  diuretics  in  the  presence 
of  diabetes.  Altogether,  however,  this  is  a 
well  balanced  presentation  of  currently 
available  therapy. 

MYRON  B.  ZINN,  MD 
San  Antonio 


LEARNING  PSYCHOTHERAPY,  Hilde 
Bruch,  Cambridge,  Harvard  University 
Press,  1974,  150  p,  $8.95. 

Dr.  Bruch  outlines  some  general  principles 
underlying  effective  psychotherapy  and 
spells  out  some  of  the  actual  factors  that 
help  or  hinder  the  beginner  in  the 
process  of  learning  psychotherapy. 

The  author’s  theoretical  principles  are 
presented  in  such  a way  that  the  framework 
is  flexible  enough  to  accommodate  a wide 
range  of  observations.  Thus,  the  young 
therapists  will  not  be  hampered 
by  a dogmatic  approach. 

The  book  should  be  included  in  suggested 
readings,  along  with  Harry  Stack  Sullivan’s 
The  Psychiatric  Interview , and  Freida 
Fromm  Re\cV\tr\^x\r\' s Principles oj 
Intensive  Psychotherapy. 

DUANE  MILLER,  MD 
Dallas 
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American  Academy  of  Orthopaedic  Sur- 
geons; Selective  Bibliography  of  Orthopaedic 
Surgery,  ed  3.  St.  Louis,  C V Mosby 
Company,  1975. 
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Bode  H H and  Warshaw  J B (eds):  Parental 
Nutrition  In  Infancy  and  Childhood.  New 
York,  Plenum  Publishing  Corp,  1974. 

Christensen  E E,  Curry  T S,  and  Nunnally  J: 
A n Introduction  to  the  Physics  of  Diagnostic 
Radiology.  Philadelphia,  Lea  & 

Febiger,  1973. 

Edeiken  J and  Modes  P y.  Roentgen  Diag- 
nosis of  Diseases  of  Bone,  ed  2.  Baltimore, 
Williams  & Wilkins  Co,  1973. 

Flint  T Jr.  and  Cain  H D:  Emergency  Treat- 
ment and  Management,  ed  5.  Philadelphia, 
W B Saunders  Co,  1975. 

Harris  S E:  The  Economics  of  Healthcare. 
Berkeley,  McCutchan  Publishing 
Company,  1975. 

Montgomery  DAD  and  Welbourn  R B: 
Medical  and  Surgical  Endocrinology.  Balti- 
more, Williams  & Wilkins  Co,  1975. 

Moskowitz  R W:  Clinical  Rheumatology. 
Philadelphia,  Lea  & Febiger,  1975. 

Paul  L W and  Juhl  J H:  The  Essentials  of 
Roentgen  Interpretation,  ed  3. 

Hagerstown,  Md,  Harper  & Row,  1972 

Pembrook  L;  How  to  Beat  Fatigue.  Garden 
City,  Doubleday  & Co,  Inc,  1975. 

RhodabargerT  D (ed):  Personal  Money 
Management  for  Physicians.  Oradell,  N J, 
Medical  Economics  Co,  1973. 

Rockwood  C A Jr.  and  Green  D P (eds): 
Fractures.  Philadelphia,  J B Lippincott  Co, 
1975,  vol  I,  II. 

Seham  M:  Blacks  and  American  Medical 
Care,  Minneapolis,  University  of 
Minnesota  Press,  1973. 


Villet  B:  Head  Nurse.  Garden  City,  Double- 
day & Co,  Inc,  1975. 

Wakin  E:  Children  Without  Justice:  A Report 
by  the  National  Council  of  Jewish  Women. 
New  York,  National  Council  of  Jewish 
Women,  Inc,  1975. 

Who’s  Who  of  American  Women,  ed  9.  Chi- 
cago, Marquis  Who’s  Who,  Inc, 

1975. 

Williams  R H (ed):  Textbook  of  Endocrinol- 
ogy, ed  5.  Philadelphia,  W B Saunders 
Co,  1974. 

Willisma  S R:  Mowry’s  Basic  Nutrition  and 
Diet  Therapy,  ed  5.  St.  Louis,  C V Mosby 
Co,  1975. 

Winters  R W and  Hasselmeyer  E G (eds): 
Intravenous  Nutrition  in  the  High  Risk 
Infant.  New  York,  John  Wiley  & Sons, 

1975. 
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Medical  Newsmakers 


DR.  ROSE  G.  SCHNEIDER,  research  pro- 
fessor of  pediatrics  and  professor  of 
human  biological  chemistry  and  genetics, 
The  University  of  Texas  Medical  Branch  at 
Galveston,  received  the  distinguished  John 
G.  Sinclair  Award  at  the  annual  meet- 
ing and  banquet  of  the  Society  of  the  Sigma 
Xi,  UTMB  Chapter.  Dr.  Schneiderwas 
honored  for  her  humanitarian  and  scho- 
lastic contributions,  community  activities, 
and  for  her  excellent  research  concerning 
studies  of  hemoglobin  variants  or  inherited 
abnormalities  which  aid  in  causing 
various  blood  diseases. 

JAMES  GLENN  KRUEGER,  18,  of  San  An- 
tonio has  placed  first  in  the  American 
Pathology  Award  competition  at  the  recent 
International  Science  Fair  in  Oklahoma 
City.  The  award  is  given  annually  forthe 
best  exhibit  relating  to  laboratory  medi- 
cine. Krueger’s  winningexhibit,  entitled 
“Tumor  Enhancement:  A Serum  Inhibitor 
of  Lymphocyte  Response  to  Cytohemagglu- 
tinin,’’  showed  the  results  of  his  research 
in  the  field  of  endocrine  hormone 
analysis. 

Abilene  pediatrician,  DR.  HERMAN 
SCHAFFER,  has  recently  received  the 
“Friend  of  Education  Award”  for  1975, 
given  by  the  Abilene  Independent  School 
District.  Dr.  Schaffer  was  cited  for  giving 
“valuable  aid  to  needy  students.  He  has 
given  of  his  time  to  parents,  schools,  and 
students  in  an  advisory 
capacity.” 

DR.  DONALD  H.  McDONALD,  Abilene,  has 
received  a plaque  for  25  years  of  service 
with  the  national  foundation 
of  the  March  of  Dimes. 

Four  physicians  were  honored  at  the  85th 
Annual  Commencement  exercises  of  The 


University  of  Texas  Medical  Branch  at 
Galveston  May  31  with  the  presentation  of 
Ashbel  Smith  Distinguished  Alumni 
Awards.  Receiving  the  1975  awards  were 
DR.  JAMES  GREENWOOD,  JR.,  clinical 
professor  of  surgery  at  Baylor  College  of 
Medicine  and  chairman  of  the  Division  of 
Neurosurgery  at  Methodist  Hospital, 
Houston:  DR.  COURTNEY  MACK  TOWN- 
SEND, family  practitioner,  Paris;  DR.  AL- 
FRED HARRIS  DANIELL,  family  practition- 
er, Brownfield:  and  DR.  C.  THORPE  RAY, 
William  Henderson  Professor  of  Medicine 
and  chairman  of  the  Department  of  Medi- 
cine, Tulane  University  School  of  Medi- 
cine, New  Orleans. 

The  University  of  Texas  Ex-Students’  Asso- 
ciation has  named  six  persons  as  distin- 
guished alumni  for  1975  including  DR. 
MARIO  RAMIREZ.  The  award  will  be  pre- 
sented in  ceremonies  Oct  24.  Dr.  Ramirez 
was  born  in  Roma  and  earned  a bachelor’s 
degree  from  UT  in  1945  and  an  MD  de- 
gree from  the  University  of  Tennessee  in 
1948.  He  is  a charter  member  and  diplo- 
mate  of  the  American  Board  of  Family 
Practice  and  charter  fellow  of  the  Ameri- 
can Academy  of  Family  Physicians.  Dr.  Ra- 
mirez is  chairman  of  TMA’s  Committee  on 
Health  Care  of  the  Poor  and  serves  as  a 
member  of  the  Council  on  Tax-Financed 
Health  Care  Programs  and  the  Council  on 
Health  Planning.  Dr.  Ramirez  practiced 
medicine  in  Roma  from  1950  until  he 
moved  to  Rio  Grande  City  in  January  1975 
to  open  a family  practice  clinic  in  partner- 
ship with  Dr.  Roberto  Gonzalez. 

The  recipients  of  the  UT  award  were  se- 
lected from  among  more  than  400 
nominees. 

The  1975  Ernst  Oppenheimer  Memorial 
Award,  recognized  as  the  most  presti- 
gious symbol  of  academic  achievement  for 


Dr.  Greenwood 


Dr.  Townsend 


Dr.  Daniel! 


Dr.  Ray 
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a scientist  in  basic  and  clinical  endocrinol- 
ogy, has  been  awarded  to  DR.  BERT  W. 
O’MALLEY,  professor  and  chairman  of  the 
Department  of  Cell  Biology  at  Baylor  Col- 
lege of  Medicine  and  director  of  Baylor’s 
Center  for  Population  Research  and  Re- 
productive Biology.  Announcement  of  the 
award  came  during  the  recent  annual 
meeting  of  the  Endocrine  Society  in  New 
York  City.  Dr.  O’Malley  is  the  author  of 
nearly  200  scientific  articles,  has  served 
as  the  chairman  of  the  Endocrinology 
Study  Section  for  the  National  Institutes  of 
Health,  and  is  on  the  editorial  board  of 
seven  major  scientific  journals. 


Five  Texas  physicians  are  among  29  re- 
searchers selected  to  receive  a Southern 
Medical  Association  research  grant  this 
year.  The  physicians  include  DR.  AMIR  I. 
ARBISSER,  Department  of  Pediatric/ 
Genetics,  The  University  of  Texas  Medical 
School  at  Houston;  DR,  JAMES  V.  BENE- 
DICT, Department  of  Neurosurgery,  The 
University  of  Texas  Medical  School  at  San 
Antonio;  DR.  PATRICK  J.  KELLY,  Depart- 
ment of  Neurosurgery,  The  University  of 
Texas  Medical  Branch  at  Galveston;  DR. 
RICHARD  S.  A.  TINDALL,  Department  of 
Neurology,  The  University  of  Texas  South- 
western Medical  School  at  Dallas;  and  DR. 
JAMES  W.  WELLS,  Department  of  Ophthal 
mology,  Baylor  College  of 
Medicine,  Houston. 


DR.  EMILSTEINBERGER,  Houston,  has 
been  elected  the  first  president  of  the 
newly  established  American  Society  of  An- 
drology  at  its  organizational  meeting  in 
Detroit.  Dr.  Steinberger  is  professor  and 
chairman  of  the  Department  of  Repro- 
ductive Biology  and  Reproductive  Endoc- 


rinology at  The  University  of  Texas  Medi- 
cal School  at  Houston.  Two  other  mem- 
bers of  the  medical  school  faculty,  DRS. 
JOSEPH  N.  CORRIERE,  JR.,  and  ANNA 
STEINBERGER,  were  elected  to  the  soci- 
ety’s executive  committee. 


The  AMA’s  Medical  Student  Business  Sec- 
tion elected  new  officers  at  the  Annual 
Convention.  J.  TED  NORRIS,  PhD,  of  The 
University  of  Texas  Medical  Branch  at 
Galveston,  was  named  as  delegate  from 
AMSA. 


DR.  JOHN  McGIVNEY  of  Galveston  has 
been  selected  as  acting  president  of  the 
American  Society  of  Colon  and  Rectal 
Surgery. 


"Sex  may  be  good  for  the  heart  but  gonococcal 
endocarditis  is  not.” 
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KELSEY-SEYBOLD  CLINIC 

TEXAS  MEDICAL  CENTER  • 6624  FANNIN  STREET  • HOUSTON,  TEXAS  77025  • AC  (713)  526-2671 


INTERNAL  MEDICINE 

Allergy 

C.  W.  Ewing,  M.D.,  F.A.C.A. 
Arthritis  and  Rheumatic  Diseases 

J.  W.  Kemper,  M.D.,  F.A.C.P. 

M.  S.  Fischer,  M.D. 

Cardiology 

E.  F.  Beard,  M.D.,  F.A.C.P. 

D.  D.  Goulden,  M.D. 

Endocrine  and  Metabolic  Diseases 

M.  P.  Kelsey,  M.D.,  F.A.C.P. 

A.  E.  Leiser,  M.D.,  F.A.C.P. 

P.  K.  Champion,  Jr.,  M.D. 

Gastrointestinal  Diseases,  Gastroscopy 
J.  R.  Kelsey,  Jr.,  M.D.,  F.A.C.P. 

P.  S.  Bentlif,  M.D.,  F.A.C.P. 

R.  D.  Eichhorn,  M.D.,  F.A.C.P. 

F.  S.  O’Neil,  M.D.,  F.A.C.P. 

J.  W.  McBee,  M.D.,  F.A.C.P. 

General  Internal  Medicine 

G.  E.  Burke,  M.D. 

N.  H.  Nauert,  Jr.,  M.D.,  F.A.C.P 
J.  Mackay,  M.D. 

G.  G.  Bourianoff,  M.D. 

General  Medicine  and  Oncology 

C.  F.  Taboada,  M.D.,  F.A.C.P. 

E.  N.  Root,  M.D. 

Hematology 

J.  B.  Bart,  M.D.,  F.A.C.P. 


Infectious  Diseases 
S.  Riggs,  M.D.,  F.A.C.P. 

Nuclear  Medicine 
D.  E.  Mouton,  M.D. 

Occupational  Health  Services 
M.  B.  Johnston,  M.D.,  F.A.C.Pr.M. 
F.  A.  Goss,  M.D. 

A.  M.  Wyss,  M.D.,  F.A.C.Pr.M. 

Pulmonary  Diseases 
S.  P.  Fischer,  M.D.,  F.A.C.P. 

DERMATOLOGY 

W.  M.  Fraser,  M.D.,  F.A.A.D. 

D.  W.  Owens,  M.D.,  F.A.A.D. 

GENERAL  & THORACIC  SURGERY 

W.  D.  Seybold,  M.D.,  F.A.C.S. 

J.  D.  McMurrey,  M.D.,  F.A.C.S. 

J.  L.  Dogget,  M.D.,  F.A.C.S. 

M.  F.  Appel,  M.D.,  F.A.C.S. 

NEUROLOGY 

R .R.  Pierce,  M.D.,  F.A.A.N. 


ORTHOPEDIC  SURGERY 

R.  A.  Fulford,  M.D.,  F.R.C.S.  (C) 
T.  H.  Crouch,  M.D.,  F.A.C.S. 

OTOLARYNGOLOGY 

J.  C.  Dickson,  M.D.,  F.A.C.S. 

J.  L Smith,  M.D.,  F.A.C.S. 

PATHOLOGY 

R.  A.  Jordan,  M.D.,  F.A.S.C.P. 

PEDIATRICS 

Rheumatology 

E.  J.  Brewer,  Jr.,  M.D.,  F.A.A.P. 
Allergy  and  Pulmonary  Diseases 

C.  V/.  Ewing,  M.D.,  F.A.A.P. 
Gastroenterology 
G.  D.  Ferry,  M.D.,  F.A.A.P. 

General  Pediatrics  and  Consultation 

F.  J.  Boland,  M.D. 

R.  M.  Thaller,  M.D. 

PSYCHIATRY 


UROLOGY 

D.  W.  Pranke,  M.D.,  F.A.C.S. 

F.  M.  Fry,  M.D. 

DENTISTRY 

J.  W.  Orr,  D.D.S. 

SPEECH  PATHOLOGY 
& AUDIOLOGY 

D.  R.  Fox,  Ph.D. 

J.  W.  Porter,  M.A. 

S.  McKee,  M.A. 

EXECUTIVE  DIRECTOR 

J.  A.  Bakken,  F.A.C.C.M. 

K-S  POST  OAK 

Post  Oak  Tower  Building,  Suite  385 
5051  Westheimer 
Houston,  Texas  77027 
(713)  622-8340 

K-S  WEST 

1900  Yorktown,  Houston,  Texas 
77024  (713)  622-8211 

K-S  DOWNTOWN 

Two  Houston  Center,  Suite  P-310 
909  Fannin  Street  Houston,  Texas 
77002  (713)  654-4401 


OBSTETRICS  & GYNECOLOGY 

M.  L.  Cody  M.D.,  F.A.C.S, 

F.A.C.O.G. 

W.  A.  Johnson  III,  M.D.,  F.A.C.O.G. 

OPHTHALMOLOGY 

H.  E.  Wahlen,  M.D.,  D.A.B.O. 


C.  G.  Cochran,  M.D. 

R.  Daichman,  M.D. 

RADIOLOGY 

R.  J.  Kurth,  M.D.,  F.A.C.R. 

E.  G.  Linares,  M.D. 

P.  Raphael,  M.D. 


East  Texas 

PRIME  735  ACRES 

Residential,  Industrial 
or  Working  Ranch 

Fronts  1 mile  on  north  side  of  U.S.  80,  10  miles  east  of 
Marshall,  25  miles  west  of  Shreveport.  Within  a mile  of 
Alcoa  conductor  plant  and  quarter-mile  of  residential  de- 
velopment. 

Spacious, comfortable  owner’s  home  overlooking  12-acre 
lake  in  peaceful  natural  setting.  Highly  improved  with  man- 
ager’s house,  tenant  house,  show  barn,  working  barn, 
implement  building,  hay  shed,  two  sets  steel  corrals,  ap- 
proximately 1 00'  X 1 20'  divided  into  4 sections,  steel  pens 
and  lots  adjacent  to  show  barn.  Water  in  all  13  pastures 
and  4 lots.  450  acres  in  Coastal  Bermuda.  Will  run  450 
brood  cows.  Main  line,  T & P Railroad  through  tract  with 
extra  wide  right-of-way  for  track  sidings. 

Potential  for  residential,  commercial,  industrial  develop- 
ment. $895  per  acre  with  attractive  owner  financing. 
Equipment  and  fine  herd  of  Registered  Angus  available  at 
purchaser’s  option.  Agents  protected. 

For  information  and  inspection,  contact: 

VERNON  & RUBYE  HOWELL,  Owners 

2110  Mercantile  Bank  Bldg.  5130  Tanbark  Road 

Dallas.  Texas  75201  Dallas,  Texas  75229 

Call  214-741-3076  Call  214-368-8272 
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patients  may  need ...»  D iet  control ; 

• A ptpven  ctiolesterol-lowering 
adjunct  to  dietf 

• Convetlient  orice-a-day  dosage* 

• Reasonable  cost* 


•>0S£ 

20 


Choloxir 

(sodium  dextionpxine) 

An  agent  for  low  density  lipoproteins,  “type  11  hyperlipi'demia’.’in  euthyroid,  non-cardiac  patients. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  eoois 

See  reverse  aide  for  full  orescribina  information 


I 


Choloxin^  (sodium  dextrothyroxine) 


•The  Lipid-Lowering  Agent  with 
Once-A-Day  Dosage 

I Four  strengths  ...  1 , 2,  4,  and  6 mg are  available  making 

the  scored  tablet  regimen  a flexible  dosage  system.  And,  for 
most  patients,  CHOLOXIN  tablets  offer  once-a-day  dosage. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle- 
rosis or  coronary  heart  disease.  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question. 


CHOLOXIN®  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 

See  prescribing  information  in  package  insert  reproduced  below. 


Starting 

Increased 

Usual 

Maximal 

Dosage 

Monthly  by 

Maintenance 

Recommended 

Adult  Hypercholesterolemic 

1 .0-2.0  mg. 

1 .0-2.0  mg. 

4. 0-8.0  mg. 

4. 0-8.0  mg. 

Pediatric  Hypercholesterolemic 

0.05  mg. /kg.  body  weight 

0.05  mg. /kg. 

0.1  mg. /kg.  body  weight 

4.0  mg. 

Hypothyroid  Cardiac 

0.5-1 .0  mg. 

1 .0  mg. 

4.0  mg. 

4.0  mg. 

Choloxir 

(sodium  dextrothyroxine) 

Description 

CHOLOXIN  (sodium  dextrothyroxine)  is 
the  sodium  salt  of  the  dextrorotatory 
isomer  of  thyroxine.  It  is  chemically 
described  as  D-3,5,3',5'-tetraiodothyro- 
nine  sodium  salt. 

Actions 

The  predominant  effect  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  the  reduc- 
tion of  serum  cholesterol  levels  in 
hyperlipidemic  patients.  Beta  lipopro- 
tein and  triglyceride  fractions  may 
also  be  reduced  from  previously  ele- 
vated levels. 

Most  of  the  available  evidence  indi- 
cates that  CHOLOXIN  stimulates  the 
liver  to  increase  catabolism  and  excre- 
tion of  cholesterol  and  its  degradation 
products  via  the  biliary  route  into  the 
feces.  Cholesterol  synthesis  is  not  in- 
hibited and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the 
blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict 
attention  should  be  paid  to  the  indica- 
tions and  contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is 
an  antilipidemic  agent  used  as  an  ad- 
junct to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cho- 
lesterol (low  density  lipoproteins)  in 
euthyroid  patients  with  no  known  evi- 
dence of  organic  heart  disease. 

The  drug  is  also  indicated  in  the  treat- 
ment of  hypothyroidism  in  patients 
with  cardiac  disease  who  cannot  toler- 
ate other  types  of  thyroid  medication. 
Before  prescribing,  note  the  following: 
Results  from  a randomized  clinical 
study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  is  administered 
to  a patient  receiving  a digitalis  prep- 
aration. There  may  be  an  additive 
effect.  This  additive  effect  may  possi- 
bly stimulate  the  myocardium  exces- 
sively in  patients  with  significant 
myocardial  impairment.  CHOLOXIN  dos- 
age should  not  exceed  4 mg  per  day 
when  the  patient  is  receiving  a digitalis 
preparation  concomitantly.  Careful 
monitoring  of  the  total  effect  of  both 
drugs  is  important. 

It  has  not  been  established  whether 
the  drug-induced  lowering  of  serum 
cholesterol  or  lipid  levels  has  a detri- 
mental, beneficial,  or  no  effect  on  the 
morbidity  or  mortality  due  to  athero- 
sclerosis or  coronary  heart  disease. 
Several  years  will  be  required  before 
current  investigations  will  yield  an 
answer  to  this  question. 

Contraindications 

The  administration  of  CHOLOXIN  (so- 
dium dextrothyroxine)  to  euthyroid 
patients  with  one  or  more  of  the  fol- 
lowing conditions  is  contraindicated: 

1.  Known  organic  heart  disease,  in- 
cluding angina  pectoris;  history  of 
myocardial  infarction;  cardiac  ar- 
rhythmia or  tachycardia,  either 
active  or  in  patients  with  demon- 
strated propensity  for  arrhyth- 
mias; rheumatic  heart  disease; 
history  of  congestive  heart  fail- 
ure; and  decompensated  or  bor- 
derline compensated  cardiac 
status. 

2.  Hypertensive  states  (other  than 
mild,  labile  systolic  hypertension). 


3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine) 
may  potentiate  the  effects  of  antico- 
agulants on  prothrombin  time.  Reduc- 
tions of  anticoagulant  dosage  by  as 
much  as  30%  have  been  required  in 
some  patients.  Consequently,  the  dos- 
age of  anticoagulants  should  he  re- 
duced by  one-third  upon  initiation  of 
CHOLOXIN  therapy  and  the  dosage  sub- 
sequently readjusted  on  the  basis  of 
prothrombin  time.  The  prothrombin 
time  of  patients  receiving  anticoagu- 
lant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as 
frequently  as  necessary,  but  at  least 
weekly,  during  the  first  few  weeks  of 
treatment. 

In  the  surgical  patient,  it  is  wise  to 
consider  withdrawal  of  the  drug  two 
weeks  prior  to  surgery  if  the  use  of 
anticoagulants  during  surgery  is  con- 
templated. 

When  CHOLOXIN  is  used  as  thyroid 
replacement  therapy  in  hypothyroid 
patients  with  concomitant  coronary 
artery  disease  (especially  those  with  a 
history  of  angina  pectoris  or  myocar- 
dial infarction)  or  other  cardiac  dis- 
ease, treatment  should  be  initiated 
with  care.  Special  consideration  of  the 
dosage  schedule  of  CHOLOXIN  is  re- 
quired. This  drug  may  increase  the 
oxygen  requirements  of  the  myocar- 
dium, especially  at  high  dosage  levels. 
Treated  subjects  with  coronary  artery 
disease  must  be  seen  at  frequent  in- 
tervals. If  aggravation  of  angina  or 
increased  myocardial  ischemia,  cardiac 
failure,  or  clinicalJy  significant  ar- 
rhythmia develops  during  the  treatment 
of  hypothyroid  patients,  the  dosage 
should  be  reduced  or  the  drug  discon- 
tinued. 

Special  consideration  must  be  given  to 
the  dosage  of  other  thyroid  medications 
used  concomitantly  with  CHOLOXIN.  As 
with  all  thyroactive  drugs,  hypothyroid 
patients  are  more  sensitive  to  a given 
dose  of  CHOLOXIN  than  euthyroid  pa- 
tients. 

Epinephrine  injection  in  patients  with 
coronary  artery  disease  may  precipi- 
tate an  episode  of  coronary  insuffi- 
ciency. This  condition  may  be  enhanced 
in  patients  receiving  thyroid  analogues. 
These  phenomena  should  be  kept  in 
mind  when  catecholamine  injections 
are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery 
disease. 

Since  the  possibility  of  precipitating 
cardiac  arrhythmias  during  surgery 
may  be  greater  in  patients  treated 
with  thyroid  hormones,  it  may  be 
wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks 
prior  to  an  elective  operation.  During 
emergency  surgery  in  euthyroid  pa- 
tients, and  in  surgery  in  hypothyroid 
patients  in  whom  it  may  be  advisable 
to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextro- 
thyroxine in  diabetic  patients  is  capa- 
ble of  increasing  blood  sugar  levels 
with  a resultant  increase  in  require- 
ments of  insulin  or  oral  hypoglycemic 
agents.  Special  attention  should  be 
paid  to  parameters  necessary  for  good 
control  of  the  diabetic  state  in  dextro- 
thyroxine-treated  subjects  and  to 
dosage  requirements  of  insulin  or  other 


antidiabetic  drugs.  It  sodium  dextro- 
thyroxine is  later  withdrawn  from 
patients  who  had  required  an  increase 
of  insulin  (or  oral  hypoglycemic  agents) 
dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be 
reduced  and  adjusted  to  maintain  good 
control  of  the  diabetic  state. 

When  either  or  both  Impaired  liver  or 
kidney  function  are  present,  the  advan- 
tages of  CHOLOXIN  therapy  must  be 
weighed  against  the  possibility  of  del- 
eterious results. 

Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  famil- 
ial hypercholesterolemia  or  hyperlipe- 
mia should  not  be  deprived  of  the  use 
of  this  drug;  it  can  be  given  to  those 
patients  exercising  strict  birth  control 
procedures.  Since  pregnancy  may  occur 
despite  the  use  of  birth  control  pro- 
cedures, administration  of  CHOLOXIN 
(sodium  dextrothyroxine)  to  women  of 
this  age  group  should  be  undertaken 
only  after  weighing  the  possible  risk 
to  the  fetus  against  the  possible  bene- 
fits to  the  mother.  Teratogenic  studies 
in  two  animal  species  have  resulted  in 
no  abnormalities  in  the  offspring. 
Precautions 

It  is  expected  that  patients  on  dextro- 
thyroxine therapy  will  show  greatly 
increased  serum  protein-bound-iodine 
levels.  These  increased  serum  PBI 
values  are  evidence  of  absorption  and 
transport  of  the  drug,  and  should  NOT 
be  interpreted  as  evidence  of  hyper- 
metabolism; similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of 
CHOLOXIN  (sodium  dextrothyroxine). 
PBI  values  in  the  range  of  10  to  25 
mcg%  in  treated  patients  are  common. 
If  signs  or  symptoms  of  iodism  develop 
during  CHOLOXIN  therapy,  the  drug 
should  be  discontinued. 

A few  children  with  familial  hypercho- 
lesterolemia have  been  treated  with 
CHOLOXIN  for  periods  of  one  year  or 
longer  with  no  adverse  effects  on 
growth.  However,  it  is  recommended 
that  the  drug  be  continued  in  patients 
in  this  age  group  only  if  a significant 
serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextro- 
thyroxine therapy  are,  for  the  most 
part,  due  to  increased  metabolism,  and 
may  be  minimized  by  following  the 
recommended  dosage  schedule.  Ad- 
verse effects  are  least  commonly  seen 
in  euthyroid  patients  with  no  signs  or 
symptoms  of  organic  heart  disease;  the 
incidence  of  adverse  effects  is  in- 
creased in  hypothyroid  patients,  and  is 
highest  in  those  patients  with  organic 
heart  disease  superimposed  on  the 
hypothyroid  state. 

In  the  absence  of  known  organic  heart 
disease,  some  cardiac  changes  may  be 
precipitated  during  sodium  dextrothy- 
roxine therapy.  In  addition  to  angina 
pectoris,  arrhythmia  consisting  of 
extrasystoles,  ectopic  beats,  or  supra- 
ventricular tachycardia,  EC(i  evidence 
of  ischemic  myocardial  changes  and 
increase  in  heart  size  have  been  ob- 
served. Myocardial  infarctions,  both 
fatal  and  non-fatal,  have  occurred,  but 
these  are  not  unexpected  in  untreated 
patients  in  the  age  groups  studied.  It 
is  not  known  whether  any  of  these  in- 
farcts were  drug  related. 

Changes  in  clinical  status  that  may  be 
related  to  the  metabolic  action  of  the 
drug  include  the  development  of  in- 
somnia, nervousness,  palpitations. 


tremors,  loss  of  weight,  lid  lag,  sweat- 
ing, flushing,  hyperthermia,  hair  loss, 
diuresis,  and  menstrual  irregularities. 
Gastrointestinal  complaints  during 
therapy  have  included  dyspepsia,  nau- 
sea and  vomiting,  constipation,  diar- 
rhea, and  decrease  in  appetite. 

Other  side  effects  reported  to  be 
associated  with  CHOLOXIN  (sodium 
dextrothyroxine)  therapy  include  the 
development  of  headache,  changes  in 
libido  (increase  or  decrease),  hoarse- 
ness, tinnitus,  dizziness,  peripheral 
edema,  malaise,  tiredness,  visual  dis- 
turbances, psychic  changes,  paresthe- 
sia, muscle  pain,  and  various  bizarre 
subjective  complaints.  Skin  rashes,  in- 
cluding a few  which  appeared  to  be 
due  to  iodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some 
investigators.  Gallstones  have  been 
discovered  in  occasional  dextrothyrox- 
ine-treated  patients  and  cholestatic 
jaundice  has  occurred  in  one  patient, 
although  its  relationship  to  CHOLOXIN 
therapy  was  not  established. 

In  several  instances,  the  previously 
existing  conditions  of  the  patient  ap- 
peared to  continue  or  progress  during 
the  administration  of  CHOLOXIN;  a 
worsening  of  peripheral  vascular  dis- 
ease, sensorium,  exophthalmos,  and 
retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of 
anticoagulants,  such  as  warfarin  or 
Dicumarol,  on  prothrombin  time,  thus 
indicating  a decrease  in  the  dosage 
requirements  of  the  anticoagulants.  On 
the  other  hand,  dosage  requirements 
of  antidiabetic  drugs  have  been  re- 
ported to  be  increased  during  dextro- 
thyroxine therapy  (see  WARNINGS 
section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesferol- 
emic  patients,  the  recommended  main- 
tenance dose  of  CHOLOXIN  (sodium 
dextrothyroxine)  is  4 to  8 mg  per  day. 
The  initial  daily  dose  should  be  1 to  2 
mg  to  be  increased  in  1 to  2 mg  incre- 
ments at  intervals  of  not  less  than  one 
month  to  a maximum  level  of  4 to  8 
mg  daily,  if  that  dosage  level  is  indi- 
cated to  effect  the  desired  lowering  of 
serum  cholesterol. 

When  used  as  partial  or  complete  sub- 
stitution therapy  for  levothyroxine  in 
hypothyroid  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types 
of  thyroid  medication,  the  initial  daily 
dose  should  be  1 mg  to  be  increased 
in  1 mg  increments  at  intervals  of  not 
less  than  one  month  to  a maximum 
level  of  4 to  8 mg  daily,  preferably  the 
lower  dosage.  The  maximum  in  patients 
receiving  digitalis  therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  pa- 
tients, the  recommended  maintenance 
dose  of  CHOLOXIN  is  approximately  0.1 
mg  per  kilogram.  The  initial  daily  dos- 
age should  be  approximately  0.05  mg 
per  kilogram  to  be  increased  in  up  to 
0.05  mg  per  kilogram  Increments  at 
monthly  intervals.  The  recommended 
maximal  dose  is  4 mg  daily,  if  that 
dosage  is  indicated  to  effect  the  de- 
sired lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac 
disease  develop  during  the  treatment 
period,  the  drug  should  be  withdrawn. 
How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is 
supplied  in  prescription  packages  of 
scored  1,  2,  4,  and  6 mg  tablets. 

FLINT  LABORATORIES 

Division  Of  TRAVENOl  LABORATORIES  iM 
Deerfield.  Illinois  eoois 


Take  advantage  of  the  off  season  rate. 
Combine  your  education  & your  vacation. 

Southern  Medical  Association 

69  th  Annual 
Scientific  Meeting 


Miami  Beach,  Florida  - Hotel  Fontainebleau 

Nov.  1 6-1 9. 1 975 


We  could  draw  pretty  word  pictures 
about  Miami — the  scintillating  beaches,  the 
glamorous  hotels,  the  superb  cuisine,  the 
intriguing  spots  to  visit,  the  unequaled 
vacationland— but  we  won’t.  You’ll  have  to 
find  out  for  yourself. 

But  we  will  tell  you  about  the  most  ex- 
citing scientific  medical  meeting  of  the  year 
— the  69th  Annual  Scientific  Meeting  of  the 
Southern  Medical  Association  - featuring 
a wide  range  of  symposia,  22  sections,  live 
teaching  demonstrations,  learning  center, 


postgraduate  courses,  closed-circuit  televi- 
sion— something  for  every  specialty. 

The  Continuing  Education  Program  of 
the  Southern  Medical  Association  has  been 
granted  full  approval  by  the  American 
Medical  Association’s  Council  of  Medical 
Education. 

The  best  of  two  worlds  is  awaiting  you. 

Make  your  plans  now  while  reservations 
are  available.  Write:  Southern  Medical 
Association,  2601  Highland  Avenue,  Bir- 
mingham, Alabama  35205, 
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kMiC  Scrapbook 
of  Vitamin  Facts  ^ Fallacies 


De  Joinville  writing  about  a 1 3th  century  crusade  reported  that 
barber  surgeons  had  to  “cut  away  the  dead  flesh  from  the  gums 
to  enable  people  to  masticate  their  food'.'  The  disease  he 
described  was  probably  scurvy. 


The  outer  leaves  of  cabbage  and  brussels  sprouts  contain  more 
vitamin  C than  the  heads.  Yet,  ironically,  these  are  often  trimmed 
away  by  the  grocer  to  improve  appearance  and  enhance  sales 
appeal!  Many  housewives  trim  them  even  more  before  cooking! 


Available  on  your 
prescription  or 
recommendation 


High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


AllbeewithC 

MULTIVITAMINS 


Each  capjule  conlami  ^ 

Th*am>rie  mononilraW  (00  15  mg  IMOJ 
R.bodavin  (0.)  10  mg  83*' 

PyridO»me  hydrochlonde  (0.)5  mg  * 
Niacmamtfle  50  mg  5^ 

Calcium  pantothenate  10  mg  T* 
Ascorbic  Kid  (Vitamin  C)  300  mg  lOOO' 


30  CAPSULES 


A. II.  Kohins  Compynv,  Kichiiioiul.  Va.  23220 


yi'H'I^OBINS 


each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

--  - (23%  alcohol]  No.  2 Extentab 

hyoscyamine  sulfate  0, 1 037  mg.  0.1 037  mg.  0.3 11 1 mg. 

atropine  sulfate  0.0194  mg.  0.0194  mg.  0 0582  mg. 

hyoscine  hydrobromide  0 0065  mg.  0.0065  mg  0.01 95  mg. 

phenobarbital  C^^gr.)  16.2  mg  C^gr.)32.4mg  [%gr.)48.6mg 

Cwarning:  may  be  habit  forming] 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma:  renal  or  hepatic  disease:  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obsfruction  due  to  prostatic  hypertrophy}:  or 
hypersensitivity  to  any  of  the  ingredients 

/I'HDOBINS  A H Robins  Company,  Richmond,  Virginia  23220 


RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


;C.  L AUSTIN,  JR. 

Dallas  and  Coppell, 
[1932-1975 

P.  A.  BLEAKNEY 
IHarlingen,  1905-1975 

B.C.  BURNS,  JR. 
Houston,  1930-1975 

J.A.  COCKRELL 
Houston,  1903-1975 

J.  B.  COOK  III 
Athens,  1929-1975 

W.  E.  HUFFHINESIII 
Silsbee,  1947-1975 

i|.  KRISHNA 

I Brownsville,  1903-1975 


IN  MEMORIAM 


S.  B.  LONGINO 
Sulphur  Springs, 

! 1898-1975 

B.  E.  MOORE 
, Dallas,  1928-1975 

A.  B.  PUMPHREY 
Fort  Worth,  1901-1975 

J.J.SHILLER 
I Rowena,  1877-1975 

E.  M.  SYKES 

San  Antonio,  1885-1975 

I 

J.  L.  WRIGHT 
I Clarksville,  1907-1975 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 

I enclose  the  amount  of  $ 

Please  send  remembrance  card  to: 

Name 

Address  

City  and  State 


. Given  in  Memory  of 

Donor  Information: 

Name  

Address  

City  and  State  . 
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Recent  deaths 
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Dr.  Bleakney 


Dr.  Burns 


Dr.  C.  L.  Austin,  Jr. 

Dr.  Charles  Lincoln  Austin,  Jr.,  a Dallas 
internist,  died  April  19,  1975,  at  the  age 
of  43. 

A native  of  Harlingen,  Dr.  Austin  attended 
school  in  McAllen,  and  later  graduated 
from  North  Texas  State  University, 

Denton,  as  a bachelor  of  arts.  In  1957,  he 
graduated  from  The  University  of  Texas 
Southwestern  Medical  School.  He  served 
his  internship  (1957-58)  and  residency 
(1958-60)  at  Parkland  Memorial  Hospital. 
Dr.  Austin  was  a member  of  Highland  Bap- 
tist Church,  Dallas,  and  Sigma  Phi  Epsi- 
lon, Phi  Chi,  and  Alpha  Omega  Alpha 
fraternities.  Other  memberships  in- 
cluded the  American  Medical  Association 
and  Dallas  County  Medical  Society. 
Survivors  include  his  wife  Barbara  Lewis 
Austin,  sons  Scott  and  Paul  Austin, 
daughters  Nan  and  Angela  Austin,  all  of 
Coppell,  Tex;  his  parents,  Mr.  and  Mrs. 
Charles  L.  Austin,  Sr.,  of  McAllen;  and  a 
sister,  Mrs.  Bettye  Rucker,  of  Irving. 


Dr.  P.  A.  Bleakney 

Dr.  Philip  Arnold  Bleakney,  Harlingen 
urologist,  died  Junes,  1975,  at  the  age  of 
69.  Dr.  Bleakney  had  resided  in  Harlingen 
since  1937.  He  practiced  in  San  Antonio 
during  1936. 

Dr.  Bleakney  was  a native  of  Duncan  Falls, 
Ohio,  and  attended  Purdue  University, 
Lafayette,  Ind,  as  a recipient  of  the  Pictorial 
Review  Scholarship.  He  also  attended  But- 
ler University,  Indianapolis,  before  receiv- 
ing his  BS  degree  from  the  University  of 
Arkansas.  He  completed  his  MD  degree  at 
the  University  of  Arkansas  School  of  Medi- 
cine in  1931.  Dr.  Bleakney  was  an  intern  at 
State  Hospital,  Little  Rock,  Ark,  and  at 
Robert  B.  Green  Memorial  Hospital,  San 
Antonio.  During  1935,  he  had  an  appoint- 
ment in  urology  at  Johns  Hopkins  Hospi- 
tal, Baltimore.  For  two  months  during 


1962,  Dr.  Bleakney  did  post  graduate 
work  at  the  University  Hospital  and  the  San 
Jose  Clinic-Hospital  in  Barcelona,  Spain. 
Dr.  Bleakney  was  a former  president  and 
secretary  of  the  Cameron-Willacy  County 
Medical  Society.  He  also  had  served  as 
secretary  to  the  LaSalle-Frio-Dimmit  Coun- 
ty Medical  Society.  He  was  a member  of 
Phi  Rho  Sigma  medical  fraternity  and 
Lambda  Chi  Alpha  social  fraternity.  He  was 
a member  of  the  American  Urological  So- 
ciety, the  Texas  Association  of  Genito-Uri- 
nary  Surgeons,  the  Texas  Surgical  Society, 
and  the  Southwestern  Surgical  Congress. 
He  also  was  a Diplomate  of  the  American 
Board  of  Urology  and  a Fellow  of  the  Amer- 
ican College  of  Surgeons. 

He  was  a member  of  the  (Episcopal) 

Church  of  the  Advent,  Brownsville,  and 
Elks  Lodge  No.  1889,  Harlingen.  He  was  a 
32nd  Degree  Mason,  San  Antonio  consis- 
tory, and  a member  of  the  Alzafar  Shrine 
Temple.  He  was  a lieutenant  commander 
in  the  Naval  Reserve  and  had  recently  re- 
tired as  a local  director  of  the  Life  Begins 
at  40  Golf  Tournamient. 

Surviving  are  his  wife,  Mary  Lastinger 
Bleakney,  of  Rancho  Viejo  at  Olmito,  Tex;  a 
son,  Philip  Arnold  Bleakney,  Jr.,  of  Mc- 
Allen; two  daughters,  Mrs.  John  R.  Ray,  Jr., 
of  Houston  and  Mrs.  P.  L.  Baker,  of  Austin; 
and  seven  grandchildren. 


Dr.  B.  C.  Burns,  Jr. 

Dr.  Beaury  Cook  Burns,  Jr.,  a Houston 
gynecologist  and  urologist,  died  April  11, 
1975,  at  the  age  of  45. 

Dr.  Burns  received  his  preliminary  educa- 
tion in  Mississippi,  his  native  state.  He 
received  his  BS  degree  from  the  University 
of  Alabama,  Tuscaloosa,  in  1950.  He  was 
graduated  in  1956  and  served  his  intern- 
shipand  residency  at  the  Johns  Hopkins 
University  School  of  Medicine,  Baltimore. 
In  1961,  the  physician  joined  the  staff  of 
the  M.  D.  Anderson  Hospital  and  Tumor 
Institute,  Houston. 
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Dr.  Burns  was  a member  of  the  Howard 
Kelly  Society  at  Johns  Hopkins  University 
School  of  Medicine,  the  Baptist  church, 

Phi  Kappa  Sigma  social  fraternity,  and  Phi 
Chi  medical  fraternity.  He  also  was  a mem- 
ber of  the  Harris  County  Medical  Society. 

In  addition.  Dr.  Burns  had  published  sev- 
eral articles  in  specialty  journals. 

Dr.  Burns  is  survived  by  his  parents,  Mr. 
and  Mrs.  B.  C.  Burns,  of  Heidelberg,  Miss; 
and  a brother,  Henry  Burns,  of  Meridian, 
Miss. 


Dr.  J.  A.  Cockrell 

Dr.  John  Aubrey  Cockrell,  77,  of  Houston, 
died  May  15,  1975,  followinga  lengthy  ill- 
ness. 

The  Louisiana  native  received  his  prelimi- 
nary education  in  Alvin,  and  later  gradu- 
ated from  The  University  of  Texas  at  Austin 
(1928)  and  Baylor  College  of  Medicine 
(1934).  He  was  an  intern  at  Hermann  Hos- 
pital, Houston  (1934-35). 

Dr.  Cockrell  entered  the  military  service  in 
1943.  He  was  a captain  in  the  South  Pacific 
Area;  chief  of  surgery  at  the  station  hos- 
pital in  Maui,  Hawaii;  in  the  surgical  unit 
of  the  Guadalcanal  and  Munda  Campaigns; 
assistant  chief  of  surgery  at  Camp  Shelby, 
Miss;  and  assistant  chief  of  surgery  at  the 
Moncrief  Army  Hospital  (formerly  US  Army 
Hospital)  in  Fort  Jackson,  SC. 

The  physician  was  a member  of  the  Episco- 
pal church;  Delta  Sigma  Phi  fraternity;  the 
Rotary  Club;  and  the  Arabia  Temple  Shrine, 
Houston.  His  professional  memberships 
included  the  American  Medical  Associa- 
tion, the  American  Academy  of  Family  Phy- 
sicians, and  the  Harris  County  Medical 
Society.  He  was  a former  member  of  sev- 
eral other  county  medical  societies. 

Dr,  Cockrell  is  survived  by  his  wife  Blanche 
Nicholson  Cockrell  of  Houston;  two  daugh- 
ters, Mrs.  J.  E.  Strassnerand  Mrs.  Robert 
McGrew;  two  sisters,  Mrs.  Ben  L.  Ligon 
and  Miss  Odile  Cockrell  of  Fredericksburg; 


two  brothers,  William  Foster  Cockrell  of 
Corpus  Christ!  and  Bedford  Forest  Cockrell 
of  Beaumont;  five  grandchildren;  and  sev- 
eral nieces  and  nephews. 


Dr.  J.  B.  Cook  III 

Dr.  John  Breckinridge  Cook  III  died  April 
14,  1975.  Dr.  Cook  had  resided  in  Athens 
since  1964,  having  moved  there  from 
Gladewater,  Tex.  He  was  in  the  general 
practice  of  medicine. 

The  native  of  Woodruff,  SC,  attended  Clem- 
son  Agricultural  College,  Clemson,  SC,  and 
The  University  of  Texas  at  Austin.  He  was 
a 1960  graduate  of  the  University  of  Ten- 
nessee College  of  Medicine,  Memphis.  He 
completed  his  internshipat  John  Sealy 
Hospital  in  Galveston  in  1962. 

Dr.  Cook’s  professional  associations  in- 
cluded the  Henderson  County  Medical  So- 
ciety, the  Eleventh  District  Medical  Society, 
and  the  American  Medical  Association.  He 
was  a member  of  the  Baptist  church. 

The  physician  is  survived  by  his  wife,  Kay 
Fields  Cook,  Athens;  a son,  Christopher 
Cook,  Richardson,  Tex;  a daughter,  Myrna 
Cook,  Austin;  his  mother,  Mrs.  John  B. 
(Lucille)  Cook,  Jr.,  Woodruff,  SC;  two  sis- 
ters, Doris  Anderson  and  Carolyn  McKee, 
Spartanburg,  SC;  and  one  brother,  Carroll 
Cook,  Anderson,  SC. 


Dr.  W.  E.  Huffhineslll 

Dr.  William  Ewing  Huffhines  III  died  April 
11,  1975,  at  his  home  in  Silsbee.  Dr.  Huff- 
hines was  28  years  of  age. 

Dr.  Huffhines  was  a native  of  Dallas  and 
moved  to  Beaumont  at  the  age  of  six  weeks. 
He  attended  Beaumont  schools,  was  a Life 
Scout  in  T roop  50,  and  was  a magna  cum 
laude  graduate  of  Forest  Park  High  School, 
where  hewasa  memberof  thetrackand 
cross  country  teams.  He  attended  Texas 
A&M  University  and  was  a memberof  Phi 
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Eta  Sigma  honorary  fraternity.  He  was 
graduated  from  Southwestern  University, 
Georgetown,  where  he  was  a member  of 
Alpha  Chi  honorary  fraternity  and  Kappa 
Alpha,  and  from  The  University  of  Texas 
Medical  Branch  at  Galveston,  where  he  was 
a member  of  Phi  Beta  Pi  medical  fraternity. 
He  attended  the  University  of  Washington, 
Seattle,  on  a fellowship  and  completed  an 
externship  at  Fitzsimons  Army  Medical 
Center  in  Denver.  He  completed  his  intern- 
ship at  the  University  of  Mississippi  School 
of  Medicine.  He  had  been  a partner  in  the 
Wilde  Clinic,  Silsbee,  since  July,  1974. 

Dr.  Huffhines  was  a member  of  St.  An- 
drew’s Presbyterian  Church  of  Beaumont, 
and  for  several  months  had  attended  the 
First  Presbyterian  Church  of  Silsbee. 
Survivors  include  his  parents,  Mr.  and 
Mrs.  W.  E.  Huffhines,  Jr.,  of  Beaumont;  a 
sister,  Mrs.  Gary  B.  White  of  Beaumont; 
and  grandmothers,  Mrs.  W.  E.  Huffhines, 
Sr.,  and  Mrs.  Bernice  Johns,  both  of 
Dallas. 


Dr.  I.  Krishna 

Dr.  Ikbal  Krishna,  71,  Brownsville,  EENT 
specialist,  died  May  30,  1975. 

Dr.  Krishna,  a native  of  India,  came  to  the 
US  in  1921.  He  practiced  in  Brownsville 
from  1950  to  January,  1975,  when  he  re- 
tired. He  had  been  on  the  staff  of  the 
Brownsville  Medical  Center  and  the 
Brownsville  City-County  Health  Clinic. 

He  attended  the  University  of  Punjab,  In- 
dia, the  University  of  Minnesota  and  the 
University  of  North  Dakota.  His  medical 
degree  was  obtained  from  the  University 
of  Illinois  College  of  Medicine,  Chicago,  in 
1930.  Dr.  Krishna  served  as  an  intern  at 
the  Lucas  County  Hospital  in  Toledo,  Ohio. 
He  did  postgraduate  work  in  New  York, 
Vienna,  Budapest  and  London. 

Dr.  Krishna  served  with  the  US  Army  for 
three  years  during  World  War  II.  He  was 
stationed  in  the  South  Pacific,  and  attained 
the  rank  of  captain. 

He  was  a memberof  the  American  Medical 
Association,  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the 
International  College  of  Surgeons,  and  the 


Cameron-Willacy  County  Medical  Society. 
He  also  served  on  the  Boards  of  Directors 
of  the  Boys  Club  of  Brownsville  and  the 
Brownsville  Society  for  Crippled  Children. 
He  was  a 32nd  degree  Mason,  a Shriner,  a 
member  of  the  Scottish  Rite,  and  courtesy 
doctor  to  the  Lions  Club. 

Surviving  are  his  wife,  Marie  McSwane 
Krishna,  Brownsville,  and  several  other  rel- 
atives in  India. 

Dr.  S.  B.  Longino 

Dr.  Stephen  Byrd  Longino,  veteran  Sulphur 
Springs  physician,  died  May  28,  1975,  at 
the  age  of  77. 

Dr.  Longino,  a native  of  Sulphur  Springs, 
had  practiced  there  for  54  years.  He  was 
the  son  of  the  late  Dr.  Stephen  Beasley 
Longino  and  Edna  Young  Longino. 

He  was  a graduate  of  Sulphur  Springs  High 
School,  and  was  a memberof  the  first  grad- 
uating class  of  Southern  Methodist  Uni- 
versity in  1915.  He  graduated  with  honors 
from  Baylor  University  College  of  Medicine. 
Following  an  internship  at  Baylor  Hospital, 
Dr.  Longino  returned  to  Sulphur  Springs  to 
join  his  father’s  practice.  Later,  Dr.  Lon- 
gino’s  sons  joined  him  in  practice. 

Dr.  Longino  was  a charter  member  and  past 
president  and  secretary  of  the  Hopkins- 
Franklin  County  Medical  Society.  He  also 
was  a member  of  the  American  Medical  As- 
sociation. 

He  had  served  on  the  Administrative  Board, 
as  well  as  having  been  a member  of  numer- 
ous other  boards,  of  the  First  United  Meth- 
odist Church.  He  had  been  a member  of 
the  church  since  May  28, 1910.  He  was  a 
charter  member  and  second  president  of 
the  Sulphur  Springs  Rotary  Club,  served  as 
a school  board  member  for  ten  years  with 
a term  as  president,  was  a director  and 
vice-president  of  the  City  National  Bank,  a 
Mason  and  a charter  memberof  the  Sul- 
phur Springs  Country  Club. 

Survivors  include  his  wife,  Una  Lou  Caroth- 
ers  Longino,  Sulphur  Springs;  two  sons, 

Drs.  Joseph  B.  Longino  and  Stephen  B. 
Longino,  Jr.,  Sulphur  Springs;  a daughter, 
Mrs.  Dan  E.  Bonner,  Sulphur  Springs;  a sis- 
ter, Mrs.  Harry  M.  Smith,  Houston;  and 
seven  grandchildren. 
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Dr.  B.  E.  Moore 

Dr.  Ben  Earl  Moore,  46,  died  May  26, 

1975,  with  death  attributed  to  cancer. 

Dr.  Moore  was  the  director  of  emergency 
services  at  Methodist  Hospital  of  Dallas. 
Before  moving  to  Dallas,  he  had  practiced 
in  Hearne  and  Snyder,  Tex. 

A native  of  Dallas,  Dr.  Moore  graduated 
from  Sunset  High  School  there,  and  then 
attended  Sam  Houston  State  College, 
Huntsville.  After  obtaining  his  BS  degree 
in  1947,  he  attended  The  University  of 
Texas  Medical  Branch,  Galveston.  He  serv- 
ed his  internship  at  Santa  Rosa  General 
Hospital,  San  Antonio,  and  his  residency 
at  the  University  of  Colorado  Medical  Cen- 
ter, Denver. 

Dr.  Moore  served  as  a captain  in  the  US  Air 
Force  from  1954  through  1956.  He  was 
stationed  at  Maxwell  Air  Force  Base,  Mont- 
gomery, Ala.  At  the  time  of  his  death,  he 
was  a retired  major  in  the  Air  Force  Re- 
serve (inactive). 

In  addition  to  his  post  as  president  of  the 
Emergency  Physicians’  Service,  P.A.,  Dr. 
Moore  was  treasurer  of  both  the  national 
and  state  divisions  of  the  American  Col- 
lege of  Emergency  Physicians;  he  had 
served  on  the  Board  of  Directors  of  the  na- 
tional organization  six  years  and  was  the 
first  president  of  the  Texas  chapter.  More 
recently.  Dr.  Moore  was  named  to  the  edi- 
torial board  of  the  Emergency  Department 
Nurses  Journal,  a newly-established  publi- 
cation. He  was  a memberof  the  Dallas 
County  Medical  Society  and  the  American 
Medical  Association. 

The  former  pediatrician  is  survived  by  his 
wife,  Calvin  Smith  Moore;  two  sons,  Jeffery 
Lloyd  Moore  and  Earl  Bennett  Moore  11;  his 
mother,  Mrs.  Ann  Wimberley,  all  of  Dallas; 
and  one  sister,  Mrs.  Charles  Condray,  of 
Big  Spring. 


had  served  as  chief  of  the  obstetrics-gyne- 
cology service  at  All  Saints  Episcopal  and 
John  Peter  Smith  Hospitals.  For  over  30 
years,  he  served  as  chief  physician  and  ob- 
stetrician at  the  Volunteers  of  America 
Home  for  Unwed  Mothers,  where  he  de- 
livered over  5,000  babies  and  never  lost  a 
mother. 

Dr.  Pumphrey  attended  The  University  of 
Texas  at  Austin  and  Southwestern  Univer- 
sity, Georgetown,  Tex.  He  was  a graduate 
of  Vanderbilt  University  School  of  Medi- 
cine, Nashville.  He  served  both  his  intern- 
ship and  residency  in  New  York  City.  He 
also  did  postgraduate  work  at  Harvard 
University  Medical  School,  Boston. 

The  doctor’s  professional  memberships  in- 
cluded the  American  Medical  Association, 
the  Tarrant  County  Medical  Society,  the 
American  College  of  Obstetrics-Gynecolo- 
gy, the  Dallas-Fort  Worth  Obstetrics-Gyne- 
cology Society,  and  the  Texas  Association 
of  Obstetricians  and  Gynecologists.  He  also 
was  a memberof  the  University  Christian 
Church,  the  Masonic  Lodge,  Alpha  Kappa 
Kappa,  Phi  Gamma  Delta,  and  the  Ridglea 
Country  Club. 

In  addition  to  his  medical  practice.  Dr. 
Pumphrey  had  ranching,  oil  and  real  estate 
interests.  He  had  served  five  terms  as  the 
mayor  of  West  Worth  Village.  His  chief 
avocations  were  big  game  hunting  and 
fishing. 

Surviving  are  his  wife,  Mrs.  Dave  Maude 
Cummins  Pumphrey,  Fort  Worth,  a past 
president  of  the  Woman’s  Auxiliary  to 
Texas  Medical  Association;  two  sons,  Drs. 
A.  B.  Pumphrey,  Jr.,  and  John  D.  Pumph- 
rey, both  of  Fort  Worth;  two  brothers,  Park- 
er S.  Pumphrey,  Brady,  and  William  Henry 
Pumphrey,  Taylor;  two  sisters,  Mrs.  Eliza- 
beth Yakey,  Old  Glory,  Tex,  and  Mrs.  Stella 
Henderson,  Dallas;  and  seven  grandchil- 
dren. 


Dr.  Moore 
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Dr.  Shiller 


Dr.  A.  B.  Pumphrey 

Dr.  Andrew  Beal  Pumphrey,  Fort  Worth, 
died  May  14, 1975,  at  the  age  of  74. 

Dr.  Pumphrey,  a native  of  Taylor,  Tex,  spe 
cialized  in  obstetrics-gynecology.  He  en- 
tered practice  in  Fort  Worth  in  1930,  and 


Dr.  J.  J.  Shiller 

An  honorary  member  of  the  Texas  Medical 
Association,  Dr.  John  Jaroslav  Shiller,  98, 
of  Rowena,  died  March  4,  1975. 

Dr.  Shiller  was  born  in  Rice’s  Crossing, 

Tex,  in  1877,  and  spent  his  youth  on  a farm 


131 


Volume  71,  September,  1975 


132 


near  Austin.  He  attended  The  University 
of  Texas  Medical  Branch,  Galveston,  and, 
in  1903,  graduated  from  Tulane  University 
School  of  Medicine,  New  Orleans.  He 
later  became  a registered  pharmacist.  Be- 
fore opening  a general  practice  in  Rowena 
Dr.  Wright  in  1913,  Dr.  Shiller  practiced  in  Praha, 

Moravia,  Victoria  and  San  Angelo. 

Having  begun  as  a horseback  doctor.  Dr. 
Shiller  retired  in  1959  at  the  age  of  82.  In 
1971,  he  donated  his  medical  instruments 
to  a museum  in  Temple.  He  estimated  that 
he  had  delivered  more  than  1 ,400  babies 
in  his  career. 

Dr.  Shillerwas  a member  of  the  Masonic 
Lodge  898  of  Miles,  Tex;  Woodmen  of  the 
World  Unit  2018,  Rowena;  a charter  mem- 
ber of  the  Rowena  Lion’s  Club;  and  a mem- 
ber of  the  Slavonic  Benevolent  Order  of 
the  State  of  Texas. 

Surviving  are  a daughter,  Pauline  Shiller,  a 
brother,  Joseph  F.  Shiller,  both  of  Rowena, 
and  several  nieces  and  nephews. 


Dr.  E.  M.  Sykes,  Sr. 

Dr.  Edwin  Meredith  Sykes,  a San  Antonio 
ophthalmologist  and  otolaryngologist,  died 
May  14,  1975,  at  the  age  of  89. 

Dr.  Sykes  was  a founder  of  the  Texas  Socie- 
ty of  Ophthalmology  and  Otolaryngology, 
and  founding  president  (1921)  of  the  San 
Antonio  Society. 

He  was  elected  to  honorary  membership 
in  theTexas  Medical  Association  in  1963. 
He  also  was  a member  of  the  TMA  50  Year 
Club,  the  American  Medical  Association, 
and  Bexar  County  Medical  Society.  Dr. 
Sykes  was  a Fellowof  the  American  College 
of  Surgeons  and  a Diplomate  of  the  Ameri- 
can Board  of  Otolaryngology. 

He  was  founding  president  of  the  San  An- 
tonio Chamber  Music  Society  and  held 
memberships  in  the  San  Antonio  Country 
Club,  San  Antonio  Conopus  Club,  San  An- 
tonio Kiwanis  Club,  El  Patronato,  Alliance 
Francais  and  Turner  Clubs. 

As  an  amateur  athlete,  he  won  numerous 
championships  in  handball,  tennis,  golf  and 
bowling. 

Dr.  Sykes,  the  son  of  Dr.  and  Mrs.  George 
Sherbourne  Sykes,  was  a native  of  Galves- 
ton. He  graduated  from  The  University 


of  Texas  Medical  Branch  there  in  1908. 

He  served  his  internship  at  Providence 
Sanitarium,  Waco,  and  a pathology  resi- 
dency at  St.  Joseph  Hospital,  Chicago. 
From  1912  through  1914,  he  was  a resi- 
dent at  Brooklyn  Eye  and  Ear  Hospital  in 
Brooklyn,  NY. 

Survivors  include  his  wife  Mary  James 
Sykes,  two  sons.  Dr.  Edwin  M.  Sykes,  Jr., 
and  Dr.  John  H.  J.  Sykes,  and  a daughter, 
Mrs.  Arthur  P.  Hopkins,  all  of  San  Antonio; 
and  three  sisters,  Mrs.  W.  E.  Metzenthin, 
and  Mrs.  W.C.  Washington,  both  of  Austin, 
and  Mrs.  G.  W.  N.  Eggers,  of  Galveston. 


Dr.  J.  L.  Wright 

Dr . James  Lucius  Wright,  a former  presi- 
dent (1939-40  and  1952-53)  of  the  Red 
River  County  Medical  Society,  died  March 
27,  1975,  at  the  age  of  67.  Cause  of  death 
was  acute  myocardial  infarction. 

Dr.  Wright  had  practiced  family  medicine 
in  Clarksville  since  1934.  Prior  to  moving 
to  Clarksville,  he  practiced  briefly  in 
Colmesville,  Tex.  He  was  a native  of  Lufkin, 
Tex. 

Dr.  Wright  received  his  preliminary  educa- 
tion in  Lufkin.  He  was  graduated  from  Bay- 
lor University,  Waco  (1924);  and  from 
Baylor  University  College  of  Medicine, 
Dallas  (1932).  He  served  his  internship  at 
Confederate  Memorial  (Shreveport  Chari- 
ty) Hospital,  Shreveport,  La. 

Dr.  Wright  was  a veteran  of  World  War  II, 
having  entered  military  service  in  1924  as 
a captain.  He  left  the  service  in  1946  as  a 
lieutenant  colonel. 

He  was  a member  of  the  American  Medical 
Association  and  the  Texas  Academy  of 
Family  Physicians.  He  also  was  a past  presi- 
dent of  the  Red  River  Valley  Academy  of 
General  Practitioners  and  a member  of  the 
Phi  Chi  medical  fraternity.  Dr.  Wright 
helped  organize  the  Clarksville  Kiwanis 
Club  and  served  as  its  first  president.  He 
attended  the  Methodist  Church. 

Survivors  include  his  wife,  Carrie  Belle 
Wright,  of  Clarksville;  one  daughter,  Mrs. 
Jimmye  Lou  Duncan,  of  Fort  Worth;  and 
two  brothers,  C.  C.  Wright,  of  Texarkana, 
and  Edwin  H.  Wright,  of  Lone  Star,  Tex. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
INPATIENT-OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 


A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay,  M.D. 


PSYCHOLOGY 


George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph.D. 


Fred  H.  Jordan,  M.D. 
John  T.  Holbrook,  M.D. 


Tom  1.  Poyton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 

BUSINESS  MANAGER 

Daphne  Burrows 


COURTESY  STAFF 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 

O.T.  AND  R.T.  THERAPY 

(Acting  Director) 

Jeanette  Boothe 
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When 
sequential 
contraception 
is  preferred... 

© Ortho  Phormaceuticol  Corporolion  J975 

134  TEXAS  MEDICI^ 


OrthoNovum  SQ  provides 
good  cycle  control 

provides  a low 
sequential  dosage 

effective  in  clinical  trials, 
with  a pregnancy  rate 
of  0.43  per  100  woman  years 

generally  well  tolerated^ 

available  in  the  unique 
DIALPAK*  Tablet  Dispenser 


Ortho-Novum  SQ 

TRADEMARK 

Eoch  white  tablet  contains  0.08  mg  mestranol.  Each  blue  tablet  contains  2.0  mg  norethindrone  and  0.08  mg  mestranol. 


tSenous  as  well  as  minor  conditions  have  been  regorted 
following  the  use  of  oral  contraceptives.  These 
conditions  include  thromboembolic  diseose.  The  physician 
should  remain  alert  to  the  earliest  manifestations 
of  any  symptoms  of  serious  disease  and  discontinue  oral 
contraceptive  therapy  when  appropriate.  The  physicion 
should  be  fully  aware  of  the  complete  Prescribing  Informa- 
tion for  this  product. 

*TRADEMARK  See  prescribing  information  on  following  page.  oj  622  S 
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In  sequence... 


Ortho-Novum  SQ 


trademark 


Tablets 


Description:  ORTHO-NOVUM  SO  Tablets  provide  a sequential  oral  contraceptive  regimen  consist- 
ing ol  white  tablets  containing  only  mestranol  0 00  mg,  and  blue  tablets  containing  both  mestranol 
0 08  mg  and  norethindrone  2 0 mg  so.. 

Action:  Gonadotrophin  suppression 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  Stales  since  1960  Reported 
pr^nancy  rales  vary  from  product  to  product  The  effectiveness  ol  the  sequential  products  appears 
^eclive^ontraceplion  ° combination  products  Both  types  provide  almost  completely 

An  increased  risk  ol  Ihrornboembolic  disease  associated  with  the  use  of  hormonal  contraceptives 
has  now  been  shown  in  studies  conducted  in  both  Great  Britain  and  the  United  Slates  Other  risks 
° ti'°°'^  pressure  and  reduced  tolerance  to  carbohydrates  have  been 

repoiled  and  appropriate  tests  should  be  conducted  to  monitor  these  during  oral  contraceptive  Iher- 
disease  has  also  been  reported,  and  the  physician  should  be  alert  to  its  earliest  manifesla- 

miHuniii®Tfh natural  and  synthetic  estrogens  in  subprimate  animal  species  in 
increases  the  frequency  lor  some  animal  carcinomas  These  data  can- 
Xmed  nrfr^remma'al  possible  carcinogenicity  due  to  the  estrogens  can  neither  be 

mu™be  continued  ^ ^ ® ^ surveillance  of  all  women  taking  oral  contraceptives 

indication;  Contraception 

Ms'i'h^st’nrl'^n'l' 'dtomboembolic  disorders,  cerebral  vascular  disease,  or  a 
past  history  of  these  conditions  2 Markedly  impaired  liver  function  3 Known  or  susoected  car- 

ra?rnhl  dsirogen-dependeni  neoplasia  5 Undiagno'led  abnoJ- 

mal  genital  bleeding  6 Known  or  suspected  pregnancy  ^ 

should  be  alert  to  the  earliest  manifestations  of  thrombotic  and  Ihrom- 
emhn^^mif  Pe'ePiO''ascular  disorders  including  hemorrhage  pulmonary 

cSminue^  mmSeir°"'  ^ s^sP«P'®h.  'he  drug  should  be  dis- 

tlnkoilq^i^fi^rh®  ®'®‘!l®®  ""P'hidity  and  mortality  in  Great  Britain  and  studies  of  morbidity  in  the 
embo^s^r^i  Lnrt^rXch^Ii''®  ® s'slistically  signilicani  association  between  thrombophlebitis,  pu^onary 
embolism  and  cerebral  vascular  disease,  occlusive  or  hemorrhagic  and  the  use  ol  oral  contraceo 
m ® ''®''®,  P^'^P'Pal  studies  in  Great  Brilain-^ieading  to  these  conclusions  and 

Lnrt  niii^  estimate  of  the  relative  risk  ol  thromboembolism  in  the  study  by  Vessey 

fnn  ,hi  m ® '«h'IP  'he  Un"ed  Slates  studies  found  relalive  risks  ol  4 4 to  1 1 mlln- 

ca^use  as  nomusem^^^  several  limes  as  likely  to  undergo  thromboembolic  disease  without  evident 

'®®  General  Practitioners  in  England®  issued  an  interim  report  of  its 

Sini^  iri  aSf ■"“'®,  P;°=P®f Comparing  a user  group  to  a non-user  group™  hfs^ludy  in 
are^™in  Tiber's  IS  eifdent^^  ^'9''®'  reporting  of  cerebrovascular 

woTenttiV^  m^^estrog^ei  ‘’®  - 

Bom?he  SadwLn  aid''the'’Rn'!ir^^f  '®®  ®°'  P®^®'®'  ®''®'  P'scohlinuation  ol  administration 

“rahon  oMreaimlnt  '®"'®®'®®  '®®’  ’®®  ‘^^®®  hot  associated 

Ahterican  study®.®  ol  cerebrovascular  disorders  in  women  with  and  without 
nifa  estimated  that  the  relative  risk  of  thrombotic  stroke  was  4 1 to  9 5 times 

^ NonP  ""  comparable  estimate  for  hemorrhagic  stroke  was  2 0 

visroi'^moptosii'ol  dioioim  ilnipili '1 '®®'®. '®  O'  sudden  partial  or  complete  loss  of 

pattern  Xh  I mci^mnt  neXiini  ®®'®''®  °®  ®''9'®'h®  Pevelophieht  ol  headache  of  a new 
lesiore  lecurrent,  persistent  or  severe,  papilledema,  or  any  evidence  ol  retinal  vascular 

fogenfandim  eil'iMeirdurmrn,»'’°®®P  '?, '®  "'®  “"^Ph"?  "ho  have  taken  proges- 

moVheS  recew  nq  tieXmoT  Th^^  '®  °'P' P°hlraceplives  has  been  identified  in  the  milk  ol 
this  time  ®P®''''®9  '®®®®  ‘^"'9=  ^^e  long-range  effect  to  the  nursing  infant  cannot  be  determined  at 

fai^®  hi!!i'®K®'°®®  <®9®homas,  hepatomas,  hamartomas,  regenerating  nodules  etc  I occasionallv 


Precautions:  1 A thorough  history  and  physical  examination  should  be  performed  before  prescril 
h,°®i^fP®PJ.''®®,®®'^  periodically  during  their  administration  and  should  include  speciafrelei 
enc®  to  breasts  and  pelvic  organs,  including  Papanicolaou  smear  since  estrogens  have  been  knowr 
!i.iI°iiPP|®  'h'hois  some  of  them  malignant,  in  five  species  ol  subprimate  animals  2 Endocrine  anc 
iiih  ? i"^®^  function  tests  may  be  affected  by  treatment  with  ORTHO-NOVUM  SQ  Therefore  i 
such  tests  are  abnormal  in  a patient  taking  ORTHO-NOVUM  SQ  it  is  recommended  that  Ihev  h 
repeated  after  the  drug  has  been  withdrawn  lor  two  months  3 Under  theTfiuence  of  eLtr^i 
progestogen  preparations,  pre-existing  uterine  fibromyomata  may  increase  in  size  4 Because  these 
iiiih  ®°®'®  9e9'ee  of  fluid  retention,  conditions  which  might  be  influenced  by  this  factor 

such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  observation  5 In 

ihoulTte^miliX^nikT^  '®H®"  ®®®®2k°i'  P®'  vlginam.  noniun  "iausiS 

indiimeii  ih  P^fiagnosed  bleeding  per  vaginam,  adequate  diagnostic  measures  are 

Xifnt  ^ .K  I "''®  ® ®'®  P^  ° P^VObic  depression  should  be  carefully  observed  and  the  drug 
ORTHO  Nn\/'  iM®gnT„®®®'°®  ® ®®®°®®  ‘^®9'®«  ^ P°ss'ble  influence  of  prolonged 

Muriv  0' i i P''  P®. P'^^'a^y.  ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
in  iLi*  A decrease  in  glucose  tolerance  has  been  observed  in  a significant  percentage  of  patients 
ihni  iH  ii  fi  '''®i  ^^®  ^e^Panism  of  this  decrease  is  obscure  For  this  reason,  diaLtic  patients 
shou  d be  carefully  observed  while  receiving  ORTHO-NOVUM  SO  therapy.  9 The  age  of  the  patient 
cons  Itules  no  absolute  limiting  factor,  although  treatment  with  ORTHO-NOVUM  SO  may  mask  the 
orisel  o the  climacteric  1 0 The  pathologist  should  be  advised  of  ORTHO-NOVUM  SQ  therapy  when 

Dies“si?re^iilnwln®n®ai^m®Pi®''I'®‘’  V Gusceplibte  women  may  experience  an  increase  m blood 
iniiiii  adrriinislration  ol  contraceptive  steroids  12  Cholestatic  laundice  has  been 

Thiirmrtiiiii'ririi°'iV‘^i®i®P®P''''®®  " ORTHO-NOVUM  SQ  should  be  discontinued, 

nanr-i  Pai.iiii^  ''  ° '®  "Po  Pave  experienced  cholestatic  jaundice  ol  preg- 

ing  dRTHO  NOVUM  SoTh'S'apy  '®‘'®'‘'“  P'^^nancy  should  be  carefully  observed’^ dun 

aslmahrin®h^sT»oii?oiif^.'",P?K"i^  receiving  oral  contraceptives:  A statistically  significant 
fifi®!®  °®  ^®®!]  P^'TOPS'taled  between  use  ol  oral  contraceptives  and  the  following'* serious 

gaNWaddeidisease embolism,  cerebral  thrombosis  and  hemorrhage, 

e''e''fP'e  evidence  is  suggestive  ol  an  association,  such  a relationship  has  been  neither 
iiirimrniic  °*i®  P.®*^  '^®  serious  adverse  reactions  neuro-ocular  lesions,  e g retinal 

thrombosis  and  optic  neuritis,  hepatic  lesions  with  or  without  inira-abdominal  bleeding  ® 

nausea®  v,i'm®,?m®n''i,'f®.  ''P°"P  '0  occur  in  patients  receiving  oral  contraceptives: 

breakihrnunh  h leii  ni  .1®  ®®  L®®  =yo’P'°o'S  (sooh  as  abdominal  cramps  and  bloating). 
SL  iwoasmfm^mX  ®®'  Pi®®K®®  '®  amenorrhea  during  and  after  treatment, 

menTLI'a  ® ot  melasma.  which  may  persist,  cholestatic  jaundice,  migraine,  rash  (allergic) 

miii  InXermt?ir,i^®h®®®  '®  "®'®*''  <'"0^®®=®  decrease),  breast  changes®(tenderness  enla%i 
whiiiivenfrimii  ; P^oopes  in  Cervical  erosion  and  cervical  secretions,  suppression  ol  lactation 
®h  'mmed  aiely  post-partum,  rise  in  blood  pressure  in  susceptible  individuals 
assi^iiilii  iat  SlTi.h®'^''®*®?  ^®®c"°os  Pave  been  reported  in  users  of  oral  contraceptives,  an 
mnr^irii?  a ^ ^ Confirmed  nor  refuted  anovulation  post-treatment,  which  tends  to  occur 

ihanaesin  XViti'®'®®®  ® P'OPS'mal  disorders,  premenstrual-like  synirorni: 

SPS  iiiv^iinilii'  Pt’^ppes  in  appetite:  cystitis-tike  syndrome,  headache,  intolerance  to  contact  len- 
enft'himaiiritrfci  m^h  ®®®h  '^"9"®!  backache,  hirsutism;  loss  of  scalp  hair;  erythema  multiforme; 
er^hema  nodosum,  hemorrhagic  eruptions,  itching  vaginitis 

incrPasPri°Shfn^^^^^  results  may  be  altered  by  the  use  ot  oral  contraceptives  hepatic  function- 
Facinr^vii  vni  V H®  ^®'®p"°p  ®p9  °'P®'  '®sls:  coagulation  tests- increase  in  prothrombin, 

^ ^ ‘^®^'’®3se  in  anti-thrombin  III.  increase  in  platelet  aggregability  thyroid 

valili  mXaniie'ipiP  ' ®®‘^  PtJ'aPOI-extractable  protein-bound  iodine  and  decrease  in  P uptake 
values,  mefyrapone  test,  pregnanediol  determination 

Slsease'd  Coll  Ge°n  Pr£-i"fnX  ?7®q®®»?'  P'®®""®"®'®  Oral  Contraception  and  Thrombo- Embolic 
nLfmi  t,™  D , ®®JL  267-279,  May  1967  2.  Inman,  W H W . Vessey,  M P Investigation  of 
inrAqe  B?  M^J  2^79^?qT  a''  ®p9  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bear- 
between  Use  Orfi  r^nn  f®'  P-PP  ^ ^ ^ ■ 0°"-  R ^ 'nvestotion  of  Relation 

2 651-657  JuiiI?4  iQM  i IP  i®®ii®®r?J^'.^®'‘’°®®'‘’°''®  O'sease  A Further  Report.  Br  Med  J 
2 bbi  657.  June  14.  1969  4.  Sartwell,  P E ; Masi,  A T . Arthes.  F G Greene  G R Smith  H E ■ 

90 ^^alo^^Noi^l 969 ''^®  ^P'9®miologic  Case-Control  Study,  Arn  J Epidemiol 
bosis  N ^nl  ikxJn  /,?i®o,9°o"-ii®®.®9''°"  IPCieased  Risk  ol  Cerebral  Ischemia  or  Throm- 
Women  R l ('T)  871-878^  April  26,  1973  6.  Oral  ConVaceptives  and  Stroke  in  Young 

^d  Venou^  Timmh7fi.P®i  °n’  -*  * ''^  * 221  (7)  718-722,  Feb  17.  1975  7.  Oral  Contraceptivei 
Tumours  Retiilt  X fh^*^  '®,^'®,?®  Surgically  Confirmed  Gall-Bladder  Disease,  and  Breast 
June  23  1973  ii  rPii®  °®  Ooljaborative  Drug  Surveillance  Programme.  Lancet  1399-1404. 

May  1974  9 Ve®ssei  M P Si  r Practitioners;  Oral  Contraceptives  and  Health,  1-100. 

and  the  Use  nf  nrairrim  P ' ' R ■ Rf'^Pbirn.  A S.,  Glober.  G . Postoperative  Thromboembolism 

P E Oraicim?aiii^^ivJ  fX'''®!'  '^®‘^ ''  3 ' 23-126.  July  10,  1970  10.  Greene,  G R ; Sartwell. 

lnf^iinn®Am  Pp  Patients  with  Thromboembolism  Following  Surgery.  Trauma  or 

flection.  Am  J Public  Health  62(5)680-685,  May  1972  11. Nora  JJ  Nora  A H Birth  Defects  and 

oli  Con  laceotwii  and®r®'  '‘'P'^' 28.  1973,  12.  Janerich.  D T ; Piper,  J M.;  Glebatis,  D M.: 

,g^^Go®trac®ptives  and  Congenital  Limb-Reduction  Defects,  N Engl  J Med291(14):697-700,  Oct.  3. 
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TEXAS  MEDICINE 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L BRYAN  COTTON,  JR.,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 


EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 

* DIPLOMATE  OF  THE  AMERICAN  BOARD 


General  Surgery: 

L.  L.  Travis,  M.D. 

R.  K.  Willms,  M.D. 

R.  W.  Baggett,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 


Urology: 

H.  F.  Rives,  M.D. 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 


JACKSONVILLE,  TEXAS 


STAFF 
Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Armstrong,  M.D. 

D.  B.  Turner,  M.D. 

G.  T.  Kiramel,  M.D. 

Pathology: 

Harbert  Davenport,  Jr.,  M.D, 

Anesthesiology : 

W.  T.  Witt,  M.D. 


Obstetrics  and  Gynecology: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Pediatrics: 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Ralston,  M.D. 

J.  W.  Fischer,  M.D. 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


All  signs  point  to  the  Texas  Medical  Association's  1975  Fall  Conference! 


1975  UPDATE  ON  MEDICAL  ISSUES 

A full  day  of  knowledgeable  speakers,  panels,  and  curbstone 
consultations  on  the  professional  liability  crisis,  health  planning 
act,  utilization  review  and  PSRO,  and  new  government  restraints 
upon  physicians. 

OCTOBER  4, 1975  AUSTIN 

plus  Orientation  Program  and  UT  Longhorn  football 


Mark  your  calendar  and  watch  the  mail  for  more  information 


/olume  71,  September,  1975 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  tne  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


(diazepam) 


2-mg,  5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice;  v 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


r\  Roche  Laboratories 
ROCHE  ✓ Division  of  Hoffmann-La  Roche  ln& 
/ Nutley,  New  Jersey  07110 


Texas  Physicians’  Directory 


Allergy 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 

HpUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  Ramon  Garrido,  M.D., 

F.A.C.A.,  F.A.A.A.  (Certified  American  Board  of 

Richard  H.  Jackson,  M.D.,  F.A.C.A.  Pediatrics  and  American  Board  of 
Warren  J.  Raymer,  M.O.,  F.A.C.A.  Allergy  and  Immunology) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


ALLERGY  AND  CLINICAL  IMMUNOLOGY 

Max  I.  Michels,  M.D.,  F.A.A.P.-A.,  F.A.C.A.,  F.A.A.A.,  F.A.C.P. 

Wallace  E.  Moore,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 


901  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive 
San  Antonio,  Texas  78229,  512  696-7900  or  512  227-6331  ’ 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D. 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


Consultants 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 


JOHN  p.  McGovern,  m.d. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH,  M.D. 

JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU.  M.D. 
ALBERT  LEHMANN,  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERG.  M.D.,  Ph.D. 
CALVIN  J.  McLERRAN,  Ph.D. 


EVAN  M.  HERSH,  M.D. 

JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

HERBERT  C.  McKEE,  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 

Air  Pollution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 


Telephone  817  336-7191 

INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 

O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 


Victor  E.  McCail,  M.D. 
Dixon  Presnali,  M.D. 
William  L.  Asper  Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADiOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  883-7411 


921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
Diplomates  of  the  American  Board  of  Ailergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

T.  L.  Glenn,  M.D. 

C.  L.  Vernor,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Phillip  Kassner,  M.D. 

OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S. 


ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

ADMINISTRATOR 

Gene  Hybner 

DIRECTOR  OF  NURSES 

Clinic — Pat  Parker 
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TEXAS  MEDICINE 


I_ 

MEDICAL  AND  SURGICAL  CLINIC  ASSOCIATION 
1200  Summit  Avenue,  Fort  Worth,  Texas  817  338-4747 

j 

GENERAL  SURGERY 

I Robert  C.  Barker,  M.D.  'Thomas  E.  Simons,  M.O. 

I 'Henry  V.  Birdwell,  Jr.,  M.O. 

'Diplomate  of  American  Board  of  Surgery 


i 

INTERNAL  MEDICINE 
DIAGNOSIS 

'John  B.  Fershtand,  M.O. 
r Edwin  B.  Wilson,  Jr.,  M.D. 
i Alexander  G.  Gregory,  M.D. 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 


! 

PROCEDURES; 

Bronchoscopy 
1 Pulmonary  Functions 
Esophagoscopy 

I Gastroscopy  and  Duodenoscopy 
i Protosigmoidscopy 
! Duodenoscopy 

' Colonscopic  Snare  Polypectomy 
ADMINISTRATOR 
Bryan  Charles 


James  W.  Tunstill,  M.D. 
Cornelius  C.  Davis,  M.D. 


Cardiac  Catherization 
Coronary  Arteriography 
Treadmill  Stress  Testing 
Electrocardiography 
Phonocardiography 
Systole  Time  Interval 


C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  FreU,  M.D. 

DERMATOLOGY 
T.  S.  Arrington,  M.D. 


Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.O. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.  D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.O. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY — CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY — CONSULTANT 
L.  D.  O’Gorman,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.O. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed.  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.O. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.O. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Piace,  Big  Spring,  Texas  79720,  Teiephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.O.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Aliensworth,  M.D. 


PEDIATRiCS 

J.  M.  Woodail,  M.D. 
B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.O. 


i GENERAL  SURGERY 

' J.  E.  Hogan,  M.D.,  F.A.C.S. 
iC.  B.  Marcum,  M.D.,  F.A.C.S. 
J.  E.  Mathews,  M.D.,  F.A.C.S. 


RADiOLOGY  & NUCLEAR  MEDICiNE 

B.  Wiiliams,  M.D. 

M.  L.  Bercier,  M.D. 


INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.O. 

D.  M.  Logan,  M.D. 


UROLOGY 

G.  F.  Diilon,  M.D. 
J.  W.  Cowan,  M.D. 


OBSTETRICS  AND  GYNECOLOGY 

M.  A.  Porter,  M.D. 

J,  W.  Kuykendall,  M.D. 


DERMATOLOGY 

H.  K.  Butler,  M.D. 


PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 


ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 
Charles  N.  Butts,  Asst.  Clinic  Manager 


I PULMONARY  DISEASE 
! M.  Ebadat  All,  M.D. 

'Diplomate  of  American  Board  of  Medicine 

CARDIOLOGY 
I Nasim  Akhtar,  M.D. 

INDUSTRIAL  MEDICINE 
I Mark  N.  Hattarki,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE  CONSULTANTS 
! 'Harry  W.  Banker,  M.D.  'Samuel  Jagoda,  Jr.,  M.D. 

I 'E.  E.  Holt,  M.D.  Samuel  Jagoda,  M.D. 

Diplomate  of  American  Board  of  Radiology 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 

ALLERGY 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 


Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 
General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

Family  Medicine  and 
Generai  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


INTERNAL  MEDICINE 
William  C.  Frankiin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRiCS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.O. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 


PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  G.  G.  Fonville,  M.H.A. 


Volume  71,  September,  1975 


143 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


GERALD  A.  CASID,  M.D. 

Dermatology  and  Hair  Transplantation 
Treatment  of  Skin  Tumors 

333  N.  Shiloh  Rd..  Garland,  Texas  75042 
Phone  214-272-5451 


FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 


Eye,  Ear,  Nose,  Throat 


SOMMAI  SEHAPAYAK  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 
Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 

Barnett  Tower,  Bayior  Medical  Plaza,  Suite  411 
Daiias,  Texas  75246 
Telephone  214  821-4300 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falis,  Texas 


DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Eiisasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  MehdiabadI,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


Family  & General  Practice 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
’Diplomate  American  Board  of  Family  Practice 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 

THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 

Nederland,  Texas  77627 

Tel.  (713)  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.’^ 

’Diplomate  American  Board  of  Family  Practice 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 

III 

A clinical  lit 
1801  North 

MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

)raiy  designed  to  assist  the  practicing  physician 

Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

. . Another  service  of  your  association 
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TEXAS  MEDICINE 


Gastroenterology  Neurological  Surgery 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805,  Dallas  Texas  75231,  363-8524 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


Casey  E.  Patterson,  M.D.  Morris  Sanders,  M.D. 

Tom  M.  Nash,  M.D.,  Deceased  Ira  C.  Denton,  M.D. 

Charles  W.  Simpson,  M.D.  Jack  Woolf,  M.D.,  Consultant 

Phillip  E.  Williams,  Jr.,  M.D. 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Suite  557,  Locke  Medical  BuildlM 

6011  Harry  Hines  Blvd.,  Delias,  Texas  75235,  637-0420 


General  Surgery 


RONALD  SMITH,  M.D. 
Neurological  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 
Surgery 


901  South  Lake,  Fort  Worth,  Texas,  336-0551 


1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002  CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


BURT  B.  SMITH  M.D. 

Surge|7 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 


728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 
Telephone  915  533-2508 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 


William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 


Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


Baylor  Medical  Plaza,  3600  Gaston  Avenue, 
Dallas,  Texas  75246,  821-2356 


Internal  Medicine 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Allan  L.  Naarden,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 

Consultants  in  Neuroradioiogy 

Bassett  B.  Kilgore,  M.D. 

Howell,  S.  McCreary,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 


This  fully  trusteed  retirement  program  qualifies 
TMA  MEMBERS’  under  the  Keogh  Act  and  is  approved  by  IRS. 

DPTiDCMCMT  TDi  icT  information,  write:  TMA  Members’  Re- 

KC I mtIVILIN  I IKUol  tirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  • 

Texas  78701.  • • • Another  service  of  your  association 
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Nuclear  Medicine 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

8226  Douglas  Ave.,  Dallas.  Texas  75225 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

BRUCE  C.  TAYLOR,  M.D. 

Diseases  & Surgery  of  the  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
(214)  521-1153 

McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77025 
(713)  529-7321,  529-5828 

Nuclear  Medicine  j.  l.  Reed,  M.D. 

?•  c W.  R.  Berry,  M.D. 

i'  fj"  Seaman,  M.D. 

F.  M.  Behike,  M.D. 

Diptomates,  American  Board  of  Nuclear  Medicine 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 

CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

Obstetrics  & Gynecology 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853-7319 

HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

Oiplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology 

Colposcopy 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  817  335-4393 

EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756;  512  451-8484 

Edward  J.  Petrus,  M.D. 

Richard  E.  Nieman,  M.D. 

Ophthalmology 

Orthopedic  Surgery 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S.  Jeffrey  D.  Lanier,  M.D. 

Charles  E.  Russo,  M.D.,  F.A.C.S.  Maple  L.  Avery,  M.D. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S.  Michael  A.  Bloome,  M.D. 

Robert  H.  Stewart,  M.D.,  F.A.C.S.  Paul  C.  Salmonsen,  M.D. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 
WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J._  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthaimology 

15  Medical  Drive,  Amarillo,  Texas 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 

TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 

ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 


Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

4849  W.  Lawther  Dr.,  Suite  101 

ORTHOPEDIC  ASSOCIATES  Dallas,  Texas  75214 

Diplomates  American  Board  of  Orthopedic  Surgery  „ . ^ ..... 

James  Pat  Evans,  M.D. 

1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

Robert  O.  Bateman,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L LEE  LANKFORD,  M.D. 

Diplomats  American  Board  of  Orthopaedic  Surgery 

Hand  Surgeiy  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower#  Suite  802,  3600  Gaston  Avenue 
Dallas.  Texas  75246,  214  823-5351 


Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Otolaryngologn^ 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


MEDICAL  CENTER  EAR,  NOSE  & THROAT 
ASSOCIATES 

W.  Leonard  Draper,  M.D.,  Otolaryngology,  Otology  and  Nasal  Allergy 
John  W.  Herndon,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 
Richard  M.  Turney,  M.D.,  Otolaryngology  ^ , 

Jorge  A.  DeCardenas,  M.D.,  Otolaryngology  and  Micro-Laryngeal  Surgery 
Charles  A.  Van  Wart,  M.D.,  Otolaryngology,  Otology  and  Nasal  Plastic 
Surserv 

Melton  J.  Horwitz,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 
Diplomates  American  Board  of  Otolaryngology 


Olaf  Haug,  Ph.D. 

Paul  M.  Baccaro,  M.A. 

Joy  O'Neal,  M.F.A.  _ 

Audiology,  Speech  Pathology,  Vestibular  Testing,  Hearing  Aid  Evaluation 


540  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77025,  713  524-8351 


Pathology 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

I 1300  N.  Stanton  Street,  El  Paso  79902 
' Telephone  915  544-3831 


BROWN  & ASSOCIATES  MEDICAL  UBORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


ARTHUR  LORBER,  M.D. 

Diplomats  American  Board  of  Orthopedic  Surgery 

1201  8th  Avenue 

Fort  Worth,  Texas  76104 

Telephone  817  336-4019 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Diplomates,  American  Board  of  Pathology 


rissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 
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WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter.  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Maiiing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

DIpiomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2'A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


ARTHUR  L RAINES,  M.D.  AND  ASSOCIATES, 
PATHOLOGISTS 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytolo^  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY,  Administrator 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomats  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

Villa  Rosa  Professional  Building 

2727  Babcock  Road,  Suite  F,  San  Antonio,  Texas  78229 


PLAN  NOW  TO  ATTEND  THESE  MEETINGS 
OF  THE  TEXAS  MEDICAL  ASSOCIATION; 

Update  on  Medical  Issues 
October  4, 1975  — Austin 

Conference  on  Legislation 
January  17, 1976  — Austin 

109th  Annual  Session 
May  5-9, 1976  — Dallas 

Watch  future  issues  for  details. 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 
LAURENCE  E.  WOLF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Charles  W.  Bailey,  Jr.,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery— Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 


PATRICK  H.  BECKHAM,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1111  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 


TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 
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WILLIAM  E.  BARNES.  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


JOHN  E.  CARTER,  M.D.,  P.A. 

DIplomate  American  Board  of  Surgery 
DIplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  69&2390  Medicai  Exchange  227-6331 


CHARLES  B.  COVERT,  M.D. 

Psychiatry 

San  Felipe  Green  Professional  Building 

1900  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery 
DIplomate  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

DIplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  HIM  Lane,  Dallas,  Texas  75231 
369-6511 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 
PLASTIC  & RECONSTRUCTIVE  SURGERY 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
(713)  795-5584 


JACK  L.  CONLEE,  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

PLASTIC  AND  COSMETIC  SURGERY 

3318  S.  Aiameda,  Suite  1,  Corpus  Christi,  Texas,  855-7359 


Psychiatry 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D, 

Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 
Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


practice  limited  to 

PSYCHIATRY 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore.  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

*Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

*Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

Ronald  DeVere,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomate  American  Board  of  Psychiatry  and  Neurology 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 


Remind  your  colleagues  of  your  specialty  and  office  location. 

Purchase  a listing  in  the  “Texas  Physicians’  Directory.”  Amarillo,  Texas  79106,  373-8324 
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MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 
Fort  Worth,  Texas  76104 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D.,  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 

James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St..  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

J.  E.  White,  M.D.  W.  R.  Berry,  M.D. 

Diplomates,  American  Board  of  Radiology 


Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Rheumatology 


DON  E.  CHEATUM,  M.D. 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referrai 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  823-4151 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Richard  E.  Wood,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D.  Maruf  A.  Razzuk,  M.D. 

DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


ROBERT  N.  McGEHEE,  M.D. 

Thoracic,  Cardiac  and  Peripheral  Vascular  Surgery 

532  Medical  Plaza,  800  Eighth  Ave.,  Fort  Worth,  Texas  76104,  332-2720 


Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

DONALD  J.  NEESE,  M.D. 

DONALD  E.  FUERST,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713-521-9538 

400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713-332-2466 


VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMAand  your  county  society. 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$10  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  in  which 
there  is  an  American  Medical  Association  recognized  specialty  board 
and/or  an  AMA  approved  residency  program.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or  cancellation 
should  be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  Deadiine  is  the  5th  of  the  month 
preceding  publication  month. 
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TEXAS  MEDICINE 


Classified  Advertising 


Physicians  Wanted 


I INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a four 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
r location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
1 same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
i no  hospital  financial  responsibility.  Will  start  the  right  man  at  $36,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  All 
office  expenses  paid.  Visiting  & relocation  expenses  paid.  Please  reply 
to  Ad-301,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls.  Texas.  Our  brand  new  56,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3561,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 

FP  OR  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
604-3596  for  Barnes,  Colwell  or  Cook. 


PHYSICIANS  AND  PSYCHIATRISTS— general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $22,600  to  $29,600  with  usual 
state  benefits.  Texas  license  or  reciprocity  required.  Contact  the  Recruit- 
ing Specialist,  Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol 
Station,  Austin,  Texas  78711.  612-464-3761.  An  equal  opportunity/affir- 
mative action  employer. 

INTERNIST-GENERAL  PRACTITIONER:  Clinic,  including  lab  and 
x-ray.  Join  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  subsequent  partnership  offered.  Contact  Ribelles 
Clinic  Association,  9801  Katy  Freeway,  Houston,  Texas  77024. 


GENERAL  SURGERY,  FAMILY  PRACTICE  affluent  county  seat  farm 
community.  Good  schools,  churches,  hunting,  fishing,  unique  private 
country  club,  all  facilities.  Avoid  complexities  of  city.  Be  kind  to  yourself 
and  family.  Rear  children  in  peaceful,  small  town  atmosphere.  Enjoy 
being  part  of  total  community  activities.  28  bed  JCAH  hospital.  Please 
reply  to  Ad-641,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  or  phone  806-447-2521  collect. 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  J.  E.  Hogan,  M.D.,  Medical  Director,  Ma- 
lone and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720; 
telephone  916-267-6361. 

GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $24,000  to  $30,000  per  year  negotiable. 
City  has  population  of  6,000  with  trade  area  of  20,000  to  25,000.  Contact 
Chris  S.  Cruzcosa,  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas 
78834.  612-876-6236. 

INTERNISTS  AND  FAMILY  PRACTICE  PHYSICIANS  WANTED  for 
East  Texas  city  of  25,000.  Excellent  facilities  available.  Best  recreational 
facilities  in  Texas  available  within  20  minute  drive.  Please  contact  Ad- 
667,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  J.  E.  Hogan,  M.D..  Medical  Director, 
Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  916-267-6361. 

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
in  the  department  with  all  new  facilities  in  hospital  and  clinic.  J.  E. 
Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring,  Texas  79710;  telephone  915-267-6361. 

LOCUM  TENENS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  300 
South  6th  Street,  Carrizo  Springs,  Texas  78834.  512-876-5236. 

WANTED:  PHYSICIAN  INTERESTED  IN  FAMILY  PRACTICE.  To 
establish  practice  in  a city  with  a population  of  4,200  located  in  Central 
West  Texas,  near  Abilene  and  San  Angelo.  Immediate  work  available.  36 
bed  open  staff  self-supporting  hospital  and  two  extended  care  facilities. 
Economy  of  farming,  ranching,  oil  producing,  and  industries.  Contact 
Ballinger  Chamber  of  Commerce,  803  Hutchings  Avenue,  Ballinger, 
Texas  76821, 

PHYSICIANS  WANTED — Progressive  East  Texas.  Located  near  East 
Texas  metroplex.  Known  as  one  of  the  most  outstanding  recreation  areas 
in  southwest.  Medical  staff  and  community  very  cooperative  in  helping  to 
establish  your  practice.  Call  214-845-2281  or  write  Milton  Bolgiano,  Ad- 
ministrator, Gladewater  Municipal  Hospital,  Box  632,  Gladewater,  Texas 
76647. 

WANTED:  TWO  PHYSICIANS.  One  internal  medicine  and  one  family 
practice  in  well  equipped  and  established  North  Dallas  Clinic,  prime  loca- 
tion. Clinic  has  both  heavy  private  practice  and  moderate  industrial  medi- 
cine practice.  All  ancillary  services  provided.  Guaranteed  take  home  in- 
come at  least  $40,000  per  year.  Please  reply  to  Ad-669,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic. 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


FAMILY  PRACTITIONER  WANTED;  Farwell,  Texas,  area  serving 
2,100  in  town  and  a rural  population  of  7000.  Stable  economy;  agricul- 
^ral  and  cattle  feeding  area.  Clinic  available  early  May;  nursing  home 
in  progress.  Nine  miles  from  hospital  facilities  in  Clovis,  New  Mexico. 
For  further  information  contact  Claude  Rose,  Jr.,  P.O.  Box  226,  Farwell, 
Texas  79326,  (806)  481-3281;  Bob  Anderson,  (806)  481-3327;  or  Don 
Williams,  (806)  481-3638. 

GASTROENTEROLOGIST  AND  INTERNISTS  WANTED:  Five  man 
internist  group  in  Abilene,  Texas,  population  100,000.  Democratic  pro- 
fessional association,  two  hospital  endoscopy  labs,  ideal  office  set-up. 
Quick  full  association,  good  salary  first  year.  E.xcellent  recreation,  three 
colleges.  General  internists,  chest  physician,  endocrinologist  and  rheu- 
matologist needed.  Contact  business  manager,  Abilene  Diagnostic  Clinic, 
642  East  Highway  80,  Abilene,  Texas  79601,  916-673-6201. 

FAMILY  PRACTICE  IN  AUSTIN,  TEXAS.  Good  location,  young 
practice,  and  good  facilities.  Tremendous  opportunity.  Association  with 
family  practice  residency  program  possible.  Paul  A.  Grandy,  M.D.,  10806 
North  Lamar  Blvd.,  Austin,  Texas  78763.  612-837-2640. 

TEXAS,  SAN  ANTONIO:  Emergency  physicians  needed  for  new  group 
serving  three  hospitals.  66,000  ER  visits/year.  Fee  for  service.  Depart- 
mental status.  Past  earning  history  $60,000  plus  additional  income  for 
optional  participation  in  employee  health  service.  Warm  climate,  near 
coast  and  Mexico.  Write  or  call  George  Pruett,  M.D..  730  North  Main, 
B-112.  San  Antonio.  Texas  78206.  Telephone  612-222-0746  or  612-663-6366. 

WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
East  Central  Texas.  New  joint  commission  approved  30  bed  hospital. 
Airport.  New  junior-senior  high  complex.  Railroad  division  point.  Small 
industry.  Primary  income  ranching.  Three  fishing  lakes.  Deer,  quail, 
dove  hunting,  country  club.  No  initial  investment  necessary.  Contact 
Drs.  Gage.  Cox  or  Halbert,  316  Main  Street,  Teague,  Texas  76860. 
m-739-2561. 

DALLAS  OPPORTUNITIES:  Rare  private  practice  opportunities  exist 
for  most  specialists  (except  pathology,  radiology  and  anesthesiology) 
in  the  affluent  suburban  community  of  Plano,  Texas.  Plano’s  population 
has  grown  from  17,000  to  over  40,000  in  last  five  years.  Excellent 
schools,  new  193  bed  hospital,  physician  offices  now  being  constructed. 
This  is  a tremendous  opportunity  to  become  part  of  a dynamically  grow- 
ing community.  For  further  details  call  collect  214-423-6800  or  write  to: 
Ad-676,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
“psychiatrist  ^OR  ^PHYSICIAN“NEEDED “for  medical-surgical, 
forensic  or  general  psychiatry  program.  Texas  license  required.  Psy- 
chiatrist $31,000:  physician  $28,500.  Immediate  openings.  Call  or  write: 
Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk  State  Hospital,  P.O. 
Box  318,  Rusk,  Texas  76785.  214-683-5481.  An  equal  employment  oppor- 
tunity affirmative  action  employer. 

“general^ internist  WANTEDr" Board  certified  or  eligible  to  join 
expanding  successful  group.  Busy  hospital  and  office  practice.  Hous- 
ton environs.  Excellent  salary  and  fringe  benefits.  Please  reply  to  Ad- 
672,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  to  join  two  GPs  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from 
Austin.  Modern  three  man  clinic,  adjacent  to  36  bed  hospital  recently 
remodeled.  Salary  open,  partnership  available  after  trial  period.  Contact 
Ad-603,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PRACTICE  IN  THE  RELAXED  ATMOSPHERE  of  a small  town. 
6000  population  town  located  in  midst  of  excellent  fishing  and  hunting 
area.  54-bed  well  equipped  hospital  across  street  from  available  equipped 
office,  rent  or  buy.  ready  for  occupancy.  Contact  Robert  T.  Herndon, 
Administrator,  Stephens  Memorial  Hospital,  Breckenridge,  Texas,  817- 
559-2241. 

STAFF  PHYSICIAN  NEEDED  for  State  Hospital.  Progressive  750 
resident  state  institution.  Eligibility  for  Texas  licenses  required.  40  hour 
work  week,  paid  vacation,  sick  leave,  holidays,  good  retirement  plan, 
free  group  insurance.  Kerrville  is  known  as  a retirement  center.  Prefer 
mature  physician  over  age  50.  Please  contact  Luther  W.  Ross,  M.D., 
Superintendent,  Kerrville  State  Hospital,  P.O.  Box  1468,  Kerrville, 
Texas  78028  or  phone  512-896-2211.  We  are  an  equal  opportunity  em- 
ployer. 

GENERAL  INTERNISTS  AND  FAMILY  PHYSICIANS  NEEDED  by 
multi-specialty  group  in  Dallas-Fort  Worth  area.  Particularly  need 
pulmonary  and  cardiology  capabilities.  Guaranteed  minimum  first  year 
and  then  opportunity  to  become  an  associate.  Reply  to  Ad-579,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

ANESTHESIOLOGIST  FAMILY  PRACTICE  - PLASTIC  SURGEON 
needed  for  expanding  medical  center  located  in  the  Texas  Gulf  Coast 
area.  Unique  professional  and  economic  opportunity.  Financial  as- 
sistance may  be  available.  Contact  the  office  of  the  Director,  collect. 
713-464-2711. 

HOUSE  PHYSICIAN.  Attractive  salary.  New  general  hospital  in 
Houston.  No  nights  or  weekends.  Texas  license  required.  Please  send 
curriculum  vitae  to  Sanford  Smith,  Director  of  Physician  Planning, 
Hospital  Management  Corporation,  12421  East  Freeway,  P.O.  Box  9836, 
Houston,  'I'exas  77015.  713-455-1761. 

PHYSICIANS  NEEDED  FOR  FAMILY  PRACTICE  and  internal 
medicine  to  join  multi-speciality  group  in  West  Texas  city  of  150,000. 
New  clinic  and  hospital  facilities.  Top  salary  with  partnership  opportun- 
ity. University  Medical  Surgical  Clinic,  6602  Quaker  Avenue,  Lubbock. 
Texas  79414. 

CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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PHYSICIANS  WANTED  for  care  of  mentally  retarded  at  Travis  State 
School,  Austin.  Texas.  Salary  attractive.  Write  or  phone  the  Super- 
intendent or  Medical  Director,  P.O.  Box  430,  Austin,  Texas  78767: 
Phone  512-926-2410.  An  equal  opportunity,  affirmative  action  employer. 

PSY'CHIATRIST:  Board  certified  or  eligible  with  Texas  license  or 
eligible  for  reciprocity  for  progressive  State  Hospital.  Salary:  $36,000 
plus  additional  for  board  certification.  Apply  Luis  M.  Cowley,  M.D., 
Superintendent,  Terrell  State  Hospital,  P.O.  Box  70,  Terrell,  Texas 
76160  or  phone  214-663-6452.  An  equal  opportunity,  affirmative  action 
employer. 

FAMILY/GENERAL  PRACTITIONER  WANTED  in  East  Texas  town 
within  easy  distance  to  three  large  metropolitan  areas.  60-bed  full 
service,  JCAH  hospital  with  small,  congenial  hospital  staff  willing  to 
trade  weekend  calls.  One  year  free  office  space,  plus  other  financial 
assistance  including  guarantee.  Excellent  fishing  and  hunting.  Donald 
A.  Shaffett,  Administrator,  Memorial  Hospital  of  Center,  Box  32, 
Center,  Texas  75935:  713-598-2781, 

WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  tacilities.  New  clinic  building  adajacent  to  new 
hospital.  Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and 
Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720:  telephone 
915-267-6361. 

WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology, pulmonary  diseases,  rheumatology  or  cardiology  to  join 
growing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  J.  E.  Hogan,  M.D.,  Medical  Director, 
Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas 
79720:  telephone  915-267-6361. 

CARDIOLOGIST,  board  eligible  or  certified,  4 physician  professional 
association,  beautiful  preventive  medicine  oriented  clinic  in  North 
Dallas,  Texas.  Non-invasive  cardiology,  physical  examinations  and  staff 
consultant.  Five  days,  no  nights,  no  weekends.  Benefits  include  mal- 
practice, life,  hospitalization,  dental  and  disability  insurance.  Salary 
to  $40,000  plus  profit  sharing.  Contact  Ad-582,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  G^ERAL  PRACTITIONER  TO  PRACTICE  in  new  clinic 
in  Fort  Worth,  Texas.  Percentage  with  $3,000  a month  guarantee.  Fort 
Worth  offers  a cultural  center  for  the  arts,  museums,  universities  and 
low  unemployment.  Call  or  write  Dr.  Walter  L.  Geyer,  2061  Highway 
183  North  West,  Fort  Worth,  Texas  76106:  telephone  817-626-8268. 

PSYCHIATRIST  II  NEEDED  for  State  Hospital.  Progressive  760  bed 
state  institution.  Eligibility  for  Texas  license  required.  40  hour  work 
week,  paid  vacation,  sick  leave,  holidays,  good  retirement  plan,  free 
group  insurance.  Kerrville  is  known  as  a retirement  center.  Please  con- 
tact Luther  W.  Ross,  M.D.,  Superintendent,  Kerrville  State  Hospital, 
P.O.  Box  1468,  Kerrville,  Texas  78028  or  phone  512-896-2211.  We  are 
an  equal  opportunity  employer. 

ANESTH^IOLOGY  CHIEF  PLUS  TWO  ASSOCIATES.  New  sub- 

urban Houston  hospital.  400  surgical  procedures  per  month  and  grow- 
ing. Must  be  board  certified  with  Texas  license.  Write  with  C.V.  to 
Sanford  Smith,  Director  of  Physician  Planning,  Hospital  Management 
Corporation,  P.O.  Box  9836,  909-A  Federal  Road,  Houston,  Texas  7701B. 
713-455-1761.  

PHYSICIAN  WANTED  FOR  GENERAL  PRACTICE  in  small  town 
within  easy  distance  of  three  large  cities.  Complete  hospital.  Office  space 
available.  Substantial  citizenry,  good  place  to  raise  children,  new  schools, 
many  churches,  good  hunting  and  fishing,  enthusiastic  tennis  program. 
Hill  Country.  W.  Grote,  Administrator,  Mason  Memorial  Hospital,  Box 
207,  Mason,  Texas  76866.  916-347-6345. 

CAMERON,  MILAM  COUNTY:  Community  of  8500:  trade  territory 
of  70,000:  FP,  GS,  IM,  ORS,  and  Urologist  (preferably  board  eligible 
or  certified)  sought  to  join  expanding  group.  Salary  or  guarantee  with 
participation  to  be  arranged  to  mutual  satisfaction.  Two  hospitals,  125 
beds,  open  staff.  Two  hours  from  Dallas,  Fort  Worth,  San  Antonio  and 
Houston:  70  miles  from  Austin.  Community  income  from  agricultural, 
ranching,  small  industry,  coal  and  oil.  Contact:  W.  R.  Newton,  M.D., 
Newton  Clinic,  Cameron,  Texas  76520.  Telephone  817-697-2105  or 
697-3197:  residence  697-2512. 

PHYSICIAN  WANTED:  Physician  to  serve  as  Director  of  Health 
Services,  Associate  Professor  of  Health  Sciences,  Pre-Med/Dental  Ad- 
viser, and  physician  on  campus  to  college  community  of  approximately 
1500  students,  faculty,  and  staff.  Good  salary  and  excellent  benefits. 
Contact  Dr.  Dan  Bedsole,  Austin  College,  Sherman,  Texas  75090.  214- 
892-9101.  An  equal  opportunity  employer. 

CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
Adult  Psychiatry  training.  Academic  program  in  child  development, 
family  therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  with  intensive  individual  supervision  in  psycho- 
analytic and  electic  modalities  and  pediatric  neurology.  Research  op- 
portunities in  genetic  and  metabolic  disorders,  child  development,  linguis- 
tic anthropology,  community  services  and  other  fields.  Excellent  oppor- 
tunities in  teaching,  administration,  inpatient  and  out-patient  clinical 
programs.  New  60-bed  inpatient  unit  for  children.  Liaison  with  graduate 
school,  medical  school  and  community  iirograms.  Stipends:  First  year, 
$16,000:  second  year,  $16,000:  third  year,  $17,000;  fourth  year,  $18,000. 
Contact  Anthony  P.  Rousos,  M.D.,  Director  of  Residency  Training, 
Austin  State  Hospital,  4110  Guadalupe,  Austin,  Texas  78751. 

PSYCHIATRIC  RESIDENCY  in  approved  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipend  with 
Texas  license  are  $15,000,  $16,000  and  $17,000  per  year.  In  addition, 
now  offering  residency  in  Child  Psychiatry.  For  full  information  write 
to:  Anthony  P.  Rousos,  M.D.,  Director  of  Residency  Training,  Austin 
State  Hospital.  4110  Guadalupe  Street,  Austin,  Texas  78751. 

WANTED— PHYSICIANS,  INTERNAL  MEDICINE.  General  practi- 
tioner, family  practitioner,  pulmonary  for  222-bed  medical  hospital  in 
central  Texas;  competitive  salary,  liberal  fringe  benefits.  An  equal  op- 
portunity employer.  Contact  Chief  of  Staff,  VA  Hospital,  Marlin,  Texas 
7^^L_ 

ONE,  TWO,  OR  THREE  OBSTETRICIANS-GYNECOLOGISTS  NEED- 
ED (at  least  one  as  soon  as  practical)  for  association  with  solo  OB-GYN 
in  Texas.  Reply  with  CV  and  kind  of  practice  you  are  looking  for. 
Honesty  and  compassion  are  requisites.  Prefer  physicians  who  aren’t 
oriented  toward  pregnancy  termination.  Please  reply  to  Ad-587,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OPPORTUNITY  FOR  FP  TO  JOIN  FP  AND  GS  in  well  established 
clinic  in  Texas  Hill  Country.  Full  lab,  x-ray,  staff  available.  Salary 
first  year,  then  full  partnership  if  mutually  agreeable.  New  50  bed 
JCAH  hospital,  open  staff.  Excellent  cooperation  among  physicians  in 
community.  J.  Hardin  Perry,  M.D.,  Keidel  Memorial  Clinic,  268  E. 
Main,  Fredericksburg.JTexas  78624.  512-997-2191. 

OB-GYN  TO  JOIN  well  established  practice  in  Corpus  Christi.  Office 
loaded  with  the  most  modern  equipment,  centrally  located  and  near  the 
best  hospitals  in  town.  Conditions  open  to  a mutual  agreement.  After 
5 p.m.,  512-992-2186. 

WANTED:  SPANISH  SPEAKING  OBSTETRICIAN  GENERAL  PRACL 
TITIONER  needed  share  work  load  busy  office;  OB,  family,  general, 
industrial  rnedicine  practice.  Rotating  night  calls,  $36,000.00  starting 
salary,  no  investment  required,  liberal  professional  association  fringe 
benefits.  Call  collect.  H.  Pena,  M.D.,  North  Main  Medical  & Surgical 
Clinic  Association,  3301  North  Main,  Fort  Worth,  Texas  76106,  (817) 
625-2791. 


Situations  Wanted 


34-YEAR-OLD  BOARD  CERTIFIED  GENERAL  AND  PERIPHERAL 
VASCULAR  SURGEON  wishes  to  locate  in  the  state  of  Texas.  Will 
consider  all  offers.  References  available  on  request.  Salary  negotiable. 
Please  reply  to  M.  B.  Ulvi,  M.D.,  11203  Fairhill  Road,  Cleveland,  Ohio 
44104. 

JUST  OBTAINING  LICENSE  IN  TEXAS;  looking  for  general  prac- 

tice, internal  medicine,  immunology,  allergy.  Hungarian  specialist  of 
internal  medicine  degree,  immunological  research,  naturalized.  Already 
possess  temporary  license  and  will  consider  immediate  emergency  phy- 
sician position.  Please  contact  Louis  L.  Csizmas,  M.D.,  219-522-3922. 

PATHOLOGIST-BOARD  CERTIFIED,  both  AP  and  CP.  Vast  ex- 
perience  in  hospital  practice  and  teaching,  seeking  position  of  director 
of  lab  or  group  practice,  available  immediately.  Please  reply  to  Ad-584, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

OBSTETRICIAN-GYNECOLOGIST,  30,  desires  location  in  central  or 
east  Texas.  Finishes  university  residency  July  76.  Military  completed. 
Texas  license.  Interest  in  fetal  monitoring  and  laparoscopy.  Will  con- 
sider group,  partnership,  or  solo  opportunity.  Please  reply  to  Ad-586, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  PART  TIME  GP,  or  emergency  room  or  industrial  job  in 
Houston,  Texas  or  within  driving  distance,  for  Wednesdays  and/or  week- 
ends. Please  reply  to  F.  A.  Gorchs,  M.D.,  5427  Del  Monte  Drive, 
Houston,  Texas  77027. 

YOUNG  GENERAL  PRACTITIONER  WISHES  to  relocate  in  San 
Antonio  area.  Trained  in  American  medical  school  and  has  experience. 
Desires  group  association  or  solo  practice  in  proximity  with  other 
physicians  in  family  or  general  practice.  Resume  available.  Reply  to 
Ad-586,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas,  Texas  75218. 

MOSSROCK  PROFESSIONAL  BUILDING,  located  in  north  San  An- 
tonio, Texas,  has  excellent  office  space  available  for  a dentist,  physi- 
cian, etc.  Just  off  two  expressways  and  close  to  hospitals,  the  building 
is  new,  attractive,  and  can  be  finished  inside  to  the  individual’s  taste. 
We  are  interested  in  assisting  a young  professional  in  opening  a prac- 
tice in  this  area  and  believe  this  location  would  be  a great  asset.  For 
more  information  call  341-4409,  or  write  Suite  201,  Mossrock  Profes- 
sional Building,  2803  Mossrock.  San  Antonio,  Texas  78230. 

MUST  SUBLEASE  — Medical  or  dental  office,  1,100  sq.  ft.,  $460 
monthly.  Carpeting,  drapes,  utilities  and  cleaning  included.  Original 
lease  expires  August  1976.  Contact  Dr.  Robert  Birchall,  1416  Third 
Street,  Suite  602,  Corpus  Christi,  Texas  78404.  612-882-9278  or  412- 
882-8226. 

FURNISHED  OFFICE  SPACE  for  two  doctors  in  an  established  clin- 

ic. Clinic  has  x-ray,  ECG  and  complete  laboratory  facilities  run  by  a 
registered  technologist  who  is  in  an  ongoing  quality  control  program. 
Owner  physician  who  is  boarded  in  family  practice,  has  offices  and 
personnel  in  a separate  wing  of  the  clinic  with  separate  telephones, 
supplies,  etc.  Your  practice  will  be  totally  separate  from  owner’s,  in- 
cluding separate  waiting  rooms,  personnel,  etc.  This  is  an  opportunity 
to  go  into  practice  at  virtually  no  expense  for  equipment,  at  low  rent. 
Clinic  is  in  a beautiful  setting  in  the  most  desirable  location  in  town. 
If  you  desire  further  information,  please  write  to  the  following  ad- 
dress: Practice  Opportunity,  P.O.  Box  9649,  Austin,  Texas  78766. 
^SA>r~ ANTONIO— NO  RTHSIDE~LOCATION.^  650  sq.  ft.  in~f  amily 
practice  complex.  Ideal  location  for  internist,  dermatologist  or  doctor 
with  small  practice.  Contact  Building  Manager,  110  El  Prado  Drive 
West,  San  Antonio,  Texas  78212. 

OPHTHALMOLOGY  PRACTICE  FOR  SALE  in  South  Texas  city. 
Established  many  years.  The  income  is  very  good.  Reason  is  retiring. 
Will  remain  to  introduce.  The  only  price  is  for  the  equipment.  Reply 
to  Ad-588,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 

;moi._ 

FOR  RENT:  850  sq.  ft.  ground  floor  medical  office  space.  Excellent 
location  and  close  parking,  103  Medical  Tower.  Three  large  examining 
rooms  or  two  large  rooms  and  x-ray  room.  Large  business  office.  Call 
W.  M.  Branch,  M.D.,  827-7979,  Dallas,  Texas. 

FOR  SALE:  MODERN  3-MAN  clinic.  Central  Texas,  with  x-ray  and 
lab  facilities  necessary  for  family  practice.  Adjacent  to  accredited 
hospital.  For  sale  by  owners  who  desire  retirement.  Please  reply  to 
Ad-589,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Miscellaneous 


ABORTION  ALTERNATI'VESI  Licensed  maternity  service  offers  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78706.  Phone  612-472-9261. 
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INDUSTRIAL 
MEDICINE 

The  position  offers 
a professional 
man  or  woman  a 
wide  range  of  activi- 
ties. These  will  include 
medical  treatment, 
physical  examinations, 
minor  surgery,  and 
certain  supervisory 
and  administrative 
responsibilities. 

Advantages  include 
regular  office  hours, 
complete  modern  medical 
facilities,  no  malpractice 
insurance  required,  and  vaca- 
tions as  part  of  a liberal  and 
very  complete  company-paid 
benefits  package.  Salary  is  excellent.  Our 
^company  is  noted  for  leadership  in  indus- 
trial medicine  programs. 

For  further  information,  please  send  cur- 
riculum vitae,  in  confidence,  to; 

Ad-574,  Texas  Medicine 
1801  North  Lamar  Blvd.,  Austin  TX  78701 

An  Equal  Opportunity  Employer  M/F 
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Editorials 


KIDS  NEED  TO  KNOW  ALL  ABOUT  BIKES 

From  1961  to  1971,  while  motorvehicle  deaths 
increased  44%,  the  number  of  deaths  involv- 
ing bicycles  rose  70%,  while  in  rural  areas  the 
gain  was  54%.  Duringthis  period,  bicycle  sales 
and  usage  wentup  more  than  100%.  This 
“World  Almanac  Facts”  filler  in  a local  news- 
paper in  the  summer  of  1973  brought  the  bi- 
cycle safety  problem  to  the  attention  of  the  TMA 
Committee  on  Public  Health.  (The  Committee  is 
now  the  Council  on  Community  Health  Affairs.) 

With  this  food  forthought,  and  the  feeling 
that  young  bicycle  riders  were  well  worth  saving, 
the  committee  recommended  in  October  1973 
that  the  Texas  Medical  Association  encourage 
bicycle  safety  campaigns  and  promised  to  look 
into  more  concrete  material  and  positive  sugges- 
tions for  the  future. 

The  problem  has  two  major  facets  and  a par- 
ticular “Texas  problem.”  The  precipitating 
facet,  of  course,  was  the  tremendous  influx  of 
pedal  vehicles,  of  which  a majority  were  being 
operated  by  new,  irresponsible,  immature  oper- 
ators. Second,  the  available  law  enforcement 
facilities  were  already  strained  and  did  little  in 
the  way  of  preventive  enforcement  or  warnings, 
being  preoccupied  with  accident  reporting  and 
investigation  with  motor  vehicles.  Third,  Texas 
is  one  of  the  states  in  which  at  one  time  the 
legal  way  to  operate  a pedal  vehicle  was  facing 
traffic,  resulting  in  a whole  generation  of  pa- 
rents teaching  their  children  to  ride  bikes  coun- 
ter to  the  existing  laws  of  the  road. 

Solutions  were  sought  within  the  realms  of 
existing  facilities  and  laws.  Almost  all  the  major 
problems  would  be  solved  by  having  exclusive 
bicycle  paths.  However,  that  is  completely  im- 


practical as  a statewide  approach  now,  because 
our  state  consists  of  hundreds  of  independent 
municipalities  and  county  governments  having 
varying  populations,  areas,  highway  systems, 
and  degrees  of  involvement  with  this  problem. 

Local  people  concerned  with  cyclists  and  their 
problems  were  consulted,  and  the  National  Safe- 
ty Council  was  contacted  for  its  position  and 
recommendations. 

Education  of  course  is  the  answer.  The  ap- 
proaches are  variable  and  will  be  successful  to 
varying  degrees  depending  on  the  training,  en- 
thusiasm, and  persistence  of  the  programs’  per- 
sonnel. Bicycle  rodeos  and  cycle  safety  days  are 
good,  practical,  and  popular  approaches.  The 
programs  are  particularly  local  in  their  nature 
and  apt  not  to  be  self-perpetuating  because  ac- 
tive, persistent  sponsors  must  be  obtained  and 
maintained. 

With  this  assessment  it  was  felt  that  the  pro- 
gram, “All  About  Bikes,”  produced  by  the  Na- 
tional Safety  Council  and  included  in  the  curri- 
cula of  the  public  schools,  would  be  the  best  and 
most  comprehensive  answer  to  the  situation. 
Investigation  with  the  NSC  revealed  that  the 
program  had  already  been  pilot  tested,  revised, 
and  used  in  many  communities,  and  was  quite 
successful. 

Statistics  were  accumulated  further  defining 
the  need  for  such  education  on  a nationwide  as 
well  as  a statewide  basis:  (1)  80,000,000  bi- 
cycles were  on  the  streets  of  the  US  in  1973,  to 
increase  to  100,000,000  by  1975;  (2)  1972 
was  the  second  year  in  a row  in  which  more  bi- 
cycles were  manufactured  than  automobiles, 
and  1973  was  cinch  to  be  the  third  since  1916; 
(3)  in  Texas,  pedal  cycle  deaths  increased  from 
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21  in  1962  to  68  in  1972;  and,  (4)  while  bicycle 
deaths  tripled  from  1962  to  1972,  motor  vehicle 
deaths  increased  “only”  by  about  50% . 

The  Committee  recommended  in  January 
1974  that  letters  be  sent  to  the  superintendents 
of  all  school  districts  in  Texas  incorporating 
some  of  these  statistics  and  urging  the  adoption 
of  the  “All  About  Bikes”  program  into  the  cur- 
ricula of  their  school  districts.  The  Texas  State 
Teachers  Association  is  cooperating  in  publiciz- 
ing the  program. 

In  the  meantime,  in  Texas  48  people  died  as 
a result  of  bicycle  accidents  in  1973,  and  in  the 
first  eight  months  of  1974  there  were  40  such 
deaths.  In  the  US,  pedal  cycle  deaths  increased 
from  1,1 00  to  1,150  in  1972  and  1973,  the  last 
available  statistics. 

We  need  bicycle  safety  education  and  the 
finest  available  comprehensive  plan  is  the  Na- 
tional Safety  Council’s  “All  About  Bikes”! 

Ivan  W.  Kuhl,  MD,  McAllen. 


HEALTH  PLANS,  BONUSES,  PHYSICIANS 
TOPICS  OF  JUDICIAL  COUNCIL  RULING 

Atthe  May  1975  meeting  of  the  Texas  Medical 
Association’s  House  of  Delegates,  the  Board 
of  Councilors  called  attention  to  the  following 
policy  relatingto  health  plans,  bonuses,  and 
physicians.  The  policy  stems  from  the  AMA 
Judicial  Council,  and  the  principles  and  opinions 
outlined  therein  are  fundamental  to  the  profes- 
sion of  medicine. 

Because  of  the  importance  of  this  statement, 
the  Board  of  Councilors  suggested  that  it  be 
disseminated  to  the  members  of  TMA  for  their 
guidance: 

Section  7 of  the  Principles  of  Medical  Ethics 
of  the  American  Medical  Association  states  “in 
the  practice  of  medicine  a physician  should  limit 
the  source  of  his  professional  income  to  medical 
services  actually  rendered  by  him,  or  under  his 
supervision,  to  his  patients.  His  fee  should  be 


commensurate  with  the  services  rendered  and 
patient’s  ability  to  pay.  He  should  neither  pay 
nor  receive  a commission  forthe  referral  of  pa- 
tients . . .” 

Section  1 of  the  Principles  states  "...  physi- 
cians should  merit  the  confidences  of  patients 
entrusted  totheir  care,  renderingto  each  a full 
measure  of  service  and  devotion.” 

Through  the  years  medicine  has  been  con- 
cerned with  quality  of  medical  care  and  the  cost 
of  that  care.  Opinions  and  Reports  of  the  Judicial 
Council  is  a ready  reference  to  statements  re- 
gardingthe  physician’s  concern  with  respect  to 
ethical  consideration  involved  in  both  quality 
and  cost. 

Utilization  review  committees,  peer  review 
committees,  grievance  committees  and  the  like 
have  been  formed  as  medicine’s  expression  of 
concern  for  quality  and  cost.  Well  organized  and 
well  conducted  peer  review  is  intended  to  pre- 
vent both  under-  and  over-utilization.  Effective, 
ongoing  peer  review  offers  the  best  opportunity 
to  control  misutilization.  The  “norms”  used  by 
peer  review  committees  must  be  acceptable  to 
the  medical  community  and  flexible  enough  to 
recognize  the  fact  that  the  practice  of  medicine 
is  not  a precise  science. 

The  Judicial  Council  heartily  endorses  the 
peer  review  concept  and  commends  increased 
efforts  to  strengthen  peer  review  programs. 

They  must  remain  strong  and  active. 

In  its  concern  for  quality  and  cost,  the  Judicial 
Council  is  also  concerned  about  compensation 
arrangements  which  are  geared  to  statistics, 
norms  and  averages  and  tend  to  treat  patients 
as  numbers  rather  than  as  people.  Such  ar- 
rangements are  not  conducive  to  traditional 
individuality  in  the  treatment  of  patients. 

Whether  physicians  provide  medical  services 
on  a fee-for-service  or  prepaid  basis  they  are 
entitled  to  be  paid  the  reasonable  value  of  their 
services.  Fees  that  are  contingent  in  whole  or  in 
part  upon  the  degree  to  which  the  patient  re- 
covers from  his  ailment  have  long  been  consid- 
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ered  unprofessional.  Similarly  compensation 
geared  not  to  the  quality  of  services  but  to  the 
extentthat  physicians  can  keep  the  medical, 
surgical  or  hospitalization  rate  of  a particular 
group  of  subscribers  below  a predetermined 
level  is  not  in  the  best  interests  of  the  public  or 
the  medical  profession. 

Additional  payments,  by  a health  care  plan 
to  physicians  of  a medical  group,  geared  to 
economics  effected  by  the  group  with  regard  to 
the  incidence  of  surgical  services  and  average 
days  of  hospitalization  for  the  subscribers,  in- 
troduces a financial  incentive  that  may  interfere 
with  the  physician’s  obligation  to  place  his  pa- 
tient’s welfare  first.  In  cases  of  doubt,  deliber- 
ately or  otherwise,  the  incentive  may  tip  the 
scale  against  the  patient’s  welfare. 

Providers  of  health  care  plans  are  entitled  to 
expect  medical  groups  to  be  mindful  of  costs 
at  all  times  but  never  at  the  possible  sacrifice 
of  quality  medical  care  for  patients.  Peer  review 
is  the  ideal  mechanism  to  protect  against  mis- 
use or  abuse. 

Another  opinion  dealt  with  a request  from  a 
public  relations  firm  to  advertise  its  service  in 
Texas  Medicine.  The  service  would  prepare  a 
brief  biographical  sketch  of  a physician  for  dis- 
tribution in  his  or  her  office. 

The  Board  of  Councilors  felt  that  this  type  of 
publicity  might  be  misused  or  construed  as  self- 
aggrandizement  by  the  physician.  In  addition, 
the  Board  members  felt  that  participation  in  this 
type  of  publicity  by  a physician  is  considered 
unethical  and  would  constitute  advertising  by 
the  physician. 

Based  on  the  Board’s  opinion,  the  request  for 
advertising  was  turned  down  by  Texas  Medicine, 
and  theopinion  regardingsuch  advertising  was 
disseminated  to  county  medical  societies.  The 
physician  who  is  faced  with  a questionable  situ- 
ation involving  publicity  should  check  with  his 
county  medical  society  publicity  committee  or 
board  of  censors  for  an  authoritative  opinion 
regarding  acceptable  practices  in  the  local 
community. 
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Serving  Texas  Physicians  for  Over  45  Years 

Precision-engineered,  functionally-built  equipment 
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NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St..  Newport  Beach,  Calif.  92663 


Established  Over  i5  Years 


SMR  keeps  you 
and  your  patients' 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  45  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$3.00  F.O.B.  Plant 


Factory  Direct  Sales 
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Help 

st(^  the  tears 

of  colic,  diarrhea 
or  similar  maladj; 


Use  i-Soyalac. 

i-Soyalac  and  regular  Soyalac  are  palatable,  readily 
digestible  and  assimilated.  It 
simulates  human  milk  in  ap- 
pearance, taste  and  texture.  . / 

It  is  complete  with  vitamins  r ^ 
and  minerals.  It  is  suitable  for 
infants  and  children  who  are  sensitive 
to  or  cannot  tolerate  cows  milk. 

For  nearly  a quarter  of  a century,  Soyalac  has  proven 
its  value  in  promoting  growth  and  development  — 
as  shown  by  extensive  clinical  data. 

Available  in  four  forms:  i-Soyalac  Concentrated, 
Soyalac  Concentrated,  Soyalac  Ready-to- 
Serve,  and  Soyalac  Powder. 


i-Soyalac  from  isolated  protein  without  corn. 


Send  to:  Loma  Linda  Foods 

Medical  Products  Division 
Riverside,  Calif.  92505 

Please  send  me  free  sample  and  literature. 

Name  

Address  


SJ-9  ^ 

i 

I 

I 

V, 


City^ State Zip 

Or  a simple  note  on  your  prescription  form  wilt  do. 
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The  Medicolegal  Dilemma 

Dear  Ms.  Baker: 

The  medicolegal  dilemma  is  upon  medical  doc- 
tors in  Texas  as  well  as  in  the  rest  of  the  United 
States.  It  is  real  and  worrisome,  but  we  do  have 
to  live  with  it.  A few  of  the  solutions  that  have 
come  up  just  aren’t  solutions. 

One  thing  a doctor  can  do  is  have  no  insurance. 
This  is  fine  for  people  who  have  no  estate  with 
j which  to  take  care  of  widows  and  to  send  their 
children  to  college,  and  who  never  intend  to 
have  anything  but  a home.  Very  few  doctors  are 
1 satisfied  with  this  status. 

In  San  Francisco,  the  hospitals  refuse  to  allow 
^ doctors  to  be  on  the  staff  if  they  are  not  covered 
I by  professional  liability  insurance.  Eventually 
I this  type  of  regulation  will  migrate  to  Texas. 

Also,  is  it  safe  to  refer  patients  to  a consultant? 
What  if  the  consultant  has  no  insurance?  In  case 
|!  he  has  hard  luck,  won’t  this  backfire  on  the  re- 
ferring  doctor?  If  a patient  or  his  family  is  really 
in  the  mood  to  sue,  they  might  just  pick  on  you. 

A worried  doctor  might  transfer  his  estate  to  his 
I wife  and  have  nothing  in  his  own  name.  One-half 
I of  his  estate  is  already  his  wife’s,  so  he  only  has 
i to  transfer  his  half. 

I On  the  other  hand  you  can’t  give  anybody  more 
than  $30,000  tax-free,  so  if  your  estate  is 
$60,000  you  will  have  to  declare  all  over  $30,000, 
give  it  to  your  wife,  and  file  a gift  tax  and  pay 

I taxes.  Even  after  this  the  IRS  may  come  in  and 
check  it  out  after  you  have  passed  on.  With  this 
in  mind  there  is  always  the  matter  of  children 
being  dissatisfied  with  this  arrangement,  espe- 
cially if  there  is  a stepmother  involved.  I do  not 
think  this  is  a safe  thing  to  do. 

Some  doctors  have  decided  to  incorporate  and 
let  the  patients  sue  the  corporation.  This  might 
be  a good  plan,  but  a doctor  is  personally  liable 
for  what  he  does.  He  cannot  shift  his  responsi- 
bility to  a corporation. 

Then  what  do  you  do?  You  will  just  have  to  live 
with  the  threat  and  here  are  some  of  the  things 
a doctor  can  do: 

1.  Don’t  deserve  a lawsuit.  Do  good  work;  cover 
yourself  with  good  consultations,  good  lab  work, 
and  good  x-rays,  and  don’t  do  any  surgery  or 
other  procedures  that  you  can’t  do. 

I 2.  Keep  good  communications  with  your  patients. 
This  includes  their  families  that  fly  in  for  surgery 
1 (especially  if  they  fly  in  from  Los  Angeles).  Take 
' time  to  explain  to  the  family  what  is  wrong,  what 
I you  have  done,  and  what  you  expect.  Don’t  get 
angry  with  their  questions  and  doubts. 

' 3.  Be  quick  to  get  the  best  consultations.  Jump 
I the  gun  a little  and  suggest  this  yourself.  And  at 
! least  choose  someone  who  doesn’t  hate  you. 

4.  Look  over  charts  and  see  results  of  what  tests, 

1 such  as  lab,  x-ray,  etc,  are  done  and  write  pro- 
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gress  notes  that  show  that  you  are  familiar  with 
the  case.  Read  what  your  consultants  put  down 
on  the  chart  and  follow  their  suggestions. 

5.  Keep  good  records,  and  write  when  you  are  not 
nervous,  tired,  hungry,  or  in  a hurry.  One  of  the 
favorite  tricks  of  lawyers  is  to  subpoena  your 
records,  and  show  the  jury  your  handwriting. 

This,  in  a lot  of  cases,  makes  the  doctor  look 
terrible.  In  some  cases  this  alone  will  defeat 
him. 

6.  Read  and  know  what  is  in  the  fine  print  about 
every  drug  you  prescribe.  Do  not  go  entirely  by 
the  bold  print  or  what  the  detail  man  says.  Many 
big  cases  have  been  lost  because  the  doctor 
didn’t  read  the  fine  print.  If  you  violate  what  the 
fine  print  says,  the  large  drug  companies  are 
excused  somewhat  from  their  liabilities. 
Chloromycetin  was  the  largest  drug  problem  of 
my  time.  Yet  for  what  it  originally  was  intended 
for,  typhoid  fever,  it  is  still  the  best  drug  in  the 
world.  It  is  good  for  a lot  of  other  things,  too. 

Yet,  it  got  into  trouble  and  in  a large  measure  it 
was  the  doctors’  fault.  They  didn’t  even  look  at 
the  fine  print. 

Now  until  some  solution  is  reached,  you  have  to 
stay  with  the  system.  Instead  of  having  $300,000 
to  $600,000  insurance  as  an  umbrella,  cut  down 
on  your  coverage. 

In  the  past  juries  did  not  know  how  much  you 
had,  if  any.  Now  they  are  told.  In  most  large  set- 
tlements, juries  think  that  the  doctor  is  not  out 
anything,  just  the  insurance  company. 

So  cut  down  on  your  insurance  and  if  it  isn’t  too 
much,  the  lawyers  will  not  bother  to  sue. 

One  other  thing,  inform  patients  that  if  they  sue 
and  get  money  out  of  a lawsuit,  they  will  end  up 
with  28c  out  of  each  dollar.  If  it  is  settled  in  a 
manner  like  Workmen’s  Compensation,  the  pa- 
tient gets  73c  out  of  each  dollar. 

Be  careful  what  you  say  and  write  down  about 
other  doctors. 

If  all  else  fails,  do  like  one  of  our  old  general 
practitioners,  long  since  departed,  who  was  never 
in  trouble  with  the  record  committee  and  was 
never  sued. 

The  matters  just  didn’t  come  up.  And  when  he 
died,  someone  called  in  and  asked,  “What  do  you 
want  us  to  do  with  Uncle  Charley’s  hospital 
charts?” 

The  trunk  of  his  car  and  his  room  at  home  was 
full  of  hospital  charts! 

Ross  Owens,  MD,  San  Antonio. 
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VUe  need  your  questionnaire! 


Have  you  returned  your  “1975  Texas 
Medical  Association  Professional 
Liability  Insurance  Survey”  yet? 

It  is  important. 

The  questionnaire  was  mailed  in 
mid-August  to  all  regular  and  provi- 
sional members  of  TM  A.  Its  purpose 
is  to  collect  data  on  physicians’  ex- 
perience with,  coverage  by,  and  cost 
of  premiums  for  professional  liability 
insurance.  These  data  will  be  used  to 
help  the  Texas  Medical  Professional 
Liability  Study  Commission,  TMA 
leaders,  and  staff  in  preparing  to 
present  solutions  to  the  Texas  Legis- 
lature when  the  issue  comes  before 
that  body. 

Completing  and  returning  the  ques- 
tionnaire to  the  TMA  Committee  on 
Professional  Insurance  is  one  of  the 
things  that  you  can  do  to  help  build  a 
solid  foundation  for  legislative  relief 
from  inequitable  professional  liability 
insurance  rates. 

In  this  case,  negative  information 
is  just  as  important  as  positive  infor- 
mation; whether  you  have  had  a mal- 
practice suit  or  not,  your  experience 
will  be  a valuable  part  of  the  whole 
body  of  information. 

Responses  will  be  tabulated  in  such 
a way  that  no  individual  response  can 
be  identified. 

Drs.  Milton  V.  Davis  of  Dallas  and 
E.  Don  Webb  of  Houston  were  ap- 
pointed by  TMA  to  serve  on  the  Medi- 
cal Professional  Liability  Study  Com- 
mission. They  spend  countless  hours 
working  in  behalf  of  all  of  us,  and  the 
results  of  these  questionnaires  will 
provide  invaluable  information  for 
use  by  the  Commission  and  the  Legis- 
lature to  document  the  professional 
liability  problem  in  Texas. 

If  you  have  let  your  questionnaire 
drift  into  a “Not  Now,  Later”  stack, 
please  dig  it  out  and  give  it  highest 
priority.  Fill  it  out  and  mail  it  in 
today ! 

We  need  another  kind  of  help,  too, 
from  a group  of  special  people.  You 
may  be  one  of  them.  We  need  some 
documented  cases  in  which  the  mal- 
practice insurance  situation  has  caus- 
ed individual  physicians  to  change 
their  practice  patterns. 

If — because  of  the  cost  or  unavail- 
ability of  insurance — you  have  retired 


early,  stopped  doing  certain  proce- 
dures, quit  private  practice  to  work  in 
an  institution  that  pays  for  your  in- 
surance, or  otherwise  significantly 
changed  your  way  of  practicing  medi- 
cine, then  your  experience  may  have 
special  significance.  If  you  are  willing 
to  talk  about  and  to  document  your 
case,  please  write  to  Reagan  Hicks, 
MD,  Chairman,  Committee  on  Profes- 
sional Insurance,  1905  North  Lamar 
Boulevard,  Austin,  Texas  78705. 

Other  related  activities  are  under 
way.  On  Aug  3 the  Executive  Board 
adopted  a policy  statement  on  profes- 
sional liability  insurance  presented 
by  the  Council  on  Medical  Legislation. 
The  Executive  Board  also  approved  a 
plan  of  action  and  communication  on 
professional  liability  insurance  which 
was  prepared  by  Media  Communica- 
tions, Inc.  It  involves  a statewide  pub- 
lic education  campaign;  you’ll  be  see- 
ing some  of  the  material  soon  if  you 
haven’t  already  seen  or  heard  it. 

We  can  improve  our  situation  if  we 
all  work  hard  and  work  together. 


Nym  L.  Barker,  MD,  President, 
Texas  Medical  Association. 
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SPASM  with  INSOMNIA 

Matropinal"  Forte  Inserts 


• Selective  control  of  G.l.  Spasm 

• Fast  acting  sedation 

• Abuse  resistant  formula  and  dosage  form 

• No  w/ritten  Rx  required 

• Low  patient  cost 


Comatic  Laboratories,  Ino. 

P O,  BOX  42300  HOUSTON.  TEXAS  77042 


In  those  situations  where  nervous  ten- 
sion is  manifested  as  G.l.  hypermotility 
and  spasm,  Matropinal  Forte  In- 
serts may  be  useful  to  control  the 
spasm  while  providing  much- 
needed  rest  for  the  patient. 
And  because  Matropinal 
Forte  Inserts  is  a suppository, 
there  is  less  abuse  potential 
— less  danger  of  it  being 
used  as  a crutch.  Matro- 
pinal Forte  is  also  available 
in  tablet  form  for  use  when  the 
physician’s  knowledge  of  the 
patient  obviates  the  need  for  an 
abuse-resistant  dosage  form. 


Brief  summary: 

Composition:  Each  Forte  Insert  — Homatropine 
Methylbromide  10  mg,,  Pyrilamine  Maleate  8 mg,, 
Pentobarbital  90  mg  , Each  Forte  Tablet  — Homa- 
tropine Methylbromide  10  mg  , Methapyrilene  Fuma- 
rate  12.5  mg  , Pentobarbital  90  mg.  (Warning:  May  be 
habit  forming.)  Indications:  Matropinal  dosage  forms 
are  indicated  for  their  anticholinergic  and  sedative 
actions  in  nausea  and  vomiting,  smooth  muscle  spasm 
including  pylorospasm,  gastroenteritis,  irritable  colon  and 
diarrhea:  in  selected  cases  of  duodenal  and  peptic  ulcer. 
Contraindications:  Sensitivity  to  individual  ingredients; 
porphyria  or  familial  tendency;  severe  hepatitis  or  renal  dis- 
ease Precautions:  Use  cautiously  in  patients  with  liver  disease 
Use  only  under  direct  physician  supervision  in  the  presence  of 
narrow  angle  glaucoma  and  prostatic  hypertrophy.  Adverse 
Reactions:  In  susceptible  individuals,  dry  mouth,  blurred  vision  or 
drowsiness.  Observe  caution  in  operating  machinery  Dosage: 
One  or  two  Forte  Inserts  rectally  or  one  or  two  Forte  Tablets  every 
4 to  6 hours,  depending  on  the  degree  of  sedation  required. 
Individualize  dosage. 

CAUTION:  Federal  law  prohibits  dispensing 
without  prescription.  Write  for  literature  and 
samples.  See  your  PDR  for  full  prescribing 
information  on  all  Matropinal  dosageforms. 
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PERFORMANCE. 
IT’S  A MATTER  OF 
RECORD. 


• an  unsurpassed  record  validated  in  several  thousand 
clinical  papers 

• rarely  interferes  with  mental  acuity 

• wide  margin  of  safety 


occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  Increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 


Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 


Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  {e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 to  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxideHCl) 
Capsules,  5 mg,  1 0 mg  and  25  mg— bottles 
of  1 00  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  10. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg  — bottles  of  100  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 
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chlordiazepoxide  HCI/Roche 
5 mg,  10  mg,  25  mg  capsules 
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WHLE  VOJ  EUMINATE 
THE  PATHOGBSB. 


FOR  THE  PAIN 

□ Early  relief  of  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

FOR THE  PATHOGENS 

□ Effective  control  of  susceptible  pathogens 

such  as  E.  coli,  Klebsiella-Aerobacter,  Staph,  au- 


reus, Proteus  mirabilis  and,  less  frequently,  Proteus 
vulgaris. 

Appropriate  antibacterial  therapy:  Up  to  3 

days  therapy  with  Azo  Gantrisin  4 to  6 tablets  Stat., 
then  2 tablets  q.i.d.\  then  1 1 days  with  Gantrisin 
(sulfisoxazole)  may  be  eonsidered. 


[50  mg  phenazopyridine  HCI  and  0.5  Gm  sulfisoxazole) 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows. 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  cystitis,  pyelitis 
and  pyelonephritis)  due  to  susceptible  organ- 
isms (usually  E.  coli,  Klebsiella-Aerobacter, 
Staphylococcus  aureus,  Proteus  mirabilis,  and, 
less  frequently,  Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Important  Note:  Carefully  coordinate  In  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic 
and  clinical  response.  Add  aminobenzoic  acid 
to  culture  media  for  patients  already  taking  sul- 
fonamides. Increasing  frequency  of  resistant 
organisms  currently  is  a limitation  of  the  useful- 
ness of  antibacterial  agents  including  the  sul- 
tonamides.  Blood  levels  should  be  measured  in 
patients  receiving  sulfonamides  for  serious 
infections,  since  there  may  be  wide  variations 
with  identical  doses;  12  to  15  mg/100  ml  is 
considered  optimal  for  serious  infections;  20  mg/ 
100  ml  should  be  the  maximum  total  sulfon- 
amide level,  as  adverse  reactions  occur  more 
frequently  above  this  level. 

Contraindications;  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term 
and  during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HCI 
component. 


Warnings:  Safe  use  in  pregnancy  has  not  been 
established.  Teratogenicity  potential  has  not 
been  thoroughly  investigated.  Deaths  from  hy- 
persensitivity reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias  have  been 
reported;  clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indica- 
tions of  serious  blood  disorders.  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently 
during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  lat- 
ter, hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranu- 
locytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme 
(Stevens-Johnson  syndrome),  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and 
scleral  Injection,  photosensitization,  arthralgia 
and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and 
stomatitis.  C.N.S.  reactions:  Headache,  periph- 


eral neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  in- 
somnia. Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  with  some  goitro- 
gens,  diuretics  (acetazolamide  and  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity 
with  these  agents  may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infections  is  4 to  6 tablets 
initially,  then  2 tablets  four  times  daily  for  up  to 
3 days.  If  pain  persists,  causes  other  than  infec- 
tion should  be  sought.  After  relief  of  pain  has 
been  obtained,  continued  treatment  of  the  infec- 
tion with  Gantrisin  (sulfisoxazole)  may  be  con- 
sidered. 

Note:  Patients  should  be  told  that  the  orange- 
red  dye  (phenazopyridine  HCI)  will  color  the 
urine  soon  after  ingestion. 

How  Supplied:  Tablets,  each  containing  0.5  Gm 
sulfisoxazole  and  50  mg  phenazopyridine  HCI 
—bottles  of  100  and  500. 
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ON  THE  COVER 

Grafts  are  only  one  of  the 
elements  used  in  the  grow- 
ing field  of  cardiovascular 
surgery.  This  month  there 
are  several  articles  on 
cardiovascular  disorders 
and  their  surgical 
treatment. 

NEXT  MONTH 

Articles  tentatively  sched- 
uled for  November  publica- 
tion deal  with  continuing 
medical  education,  using 
physicians’  assistants  in 
remote  areas,  impact  of 
diabetes  on  adolescents, 
differential  diagnosis  of 
hypoglycemia,  and  diagnos- 
ing cancer  of  colon  and 
rectum.  Also,  there  will  be 
a follow-up  story  on  the 
October  meeting  of  the 
House  of  Delegates,  and  a 
feature  article  to  help  you 
give  the  right  answers  when 
someone  asks,  “How  do 
medical  school  admissions 
work?’’ 
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For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P.)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P.  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 

PREMARIN  . . . naturally. 


BRIEF  SUMMARY 

(For  full  prescribing  information,  see  package 

circular.') 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 
PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information.  FD.\  has  classified 
the  indications  for  use  as  follows: 

Eflective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause:  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  recjuires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (I)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium:  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

1 he  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  It  these  occur  or 
arc  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother’s 
milk  and  an  estrogenic  elfect  upon  the  infant 
has  been  described.  I he  long  lange  elfect  on  tbe 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases,  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  I his  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  sfioi  t acting  estrogens, 
the  following  precautions  shoidd  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  I week  rest  pe- 
risd  —withdrawal  bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
tody  nia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  witli  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

I’re  existing  uterine  fibromyomata  may  in- 
crease in  size  wliile  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

I he  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  I his  should 
be  borne  in  mind  wlien  treating  patients  in 
whom  fertility  is  desired. 

I he  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens nray  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOS.AGE 
AND  ADMINIS  FRA  I ION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREM.-\RIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
0 selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1 .25  mg.  daily,  cycli- 
cally. .Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subseciuent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Post  menopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  eflective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclicallv. 

Senile  I'aginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.5  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  I’RF.M.ARIN  (Conjugated  Estro- 
gens lablets,  U.S.B) 

No.  8()5— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1 .000. 

No.  806— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 .000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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Joint  underwriting  association  now  operational 

TheTexas  Medical  Liability  Insurance  Underwriting  Association  is 
now  operational,  following  the  approval  of  rates  by  the  State  Board  of 
Insurance  Sept  8.  The  joint  underwriting  association  (JUA)  was 
created  by  the  64th  Texas  Legislature  as  a temporary  measure  to 
provide  professional  liability  insurance  to  physicians  who  are  unable 
to  obtain  coverage  from  commercial  carriers. 

In  addition,  the  JUA  has  received  approval  from  the  State  Board  of 
Insurance  for  its  plan  of  operation,  policy  form,  application  form,  and 
a temporary  binder  (60-day  period). 

Approved  rates  include  schedules  fortwo  territories,  HarrisCounty 
and  the  remainder  of  the  state.  The  following  chart  indicates  the  rates 
for  coverage  limits  of  $100,000/300,000: 


Class 

Specialty 

Harris  County 

Other  Counties 

1 

GP  (no  surgery) 

$ 1,800 

$1,200 

II 

GP  (minor  surgery  or  assisting 

in  surgery  on  own  patient) 

3,240 

2,160 

III 

GP  (major  surgery) 

5,400 

3,600 

Ophthalmologists 

5,400 

3,600 

Proctologists 

5,400 

3,600 

IV 

Cardiac  surgery 

9,000 

6,000 

Otolaryngology  (no  surgery) 

9,000 

6,000 

General  surgery 

9,000 

6,000 

Thoracic  surgery 

14,400 

9,600 

Urologists 

7,200 

4,800 

Vascular  surgery 

14,400 

9,600 

v 

Anesthesiologist 

9,000 

6,000 

Neurosurgeons 

14,400 

9,600 

OB/GYN 

10,800 

7,200 

Orthopedists 

14,400 

9,600 

Otolaryngology  (Plastic  Surgery)  9,000 

6,000 

Plastic  Surgeons 

10,800 

7,200 

Physicians  may  apply  di  rectly  to  the  JUA  for  coverage  or  through 
their  own  independent  insurance  agent.  Those  who  wish  to  apply  di- 
rectly should  contact  the  Texas  Medical  Liability  Insurance  Under- 
writing Association,  #222,  Chevy  Chase  IV  Building,  7715  Chevy 
Chase  Drive,  Austin  78752.  The  phone  is  (512)  452-7631. 

At  a Capitol  news  conference  Sept  12,  Dr.  Nym  L.  Barker,  Texas 
Medical  Association  president,  responded  to  the  JUA  rates.  He  said, 
“Malpractice  insurance  premiums  have  continued  to  increase  at  an 
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alarming  rate.  The  State  Board  of  Insurance  has  not  been  able  to 
solve  the  problems  that  caused  the  medical  'malpractice'  crisis,  nor 
will  it  be  able  to  under  present  law. 

“Equally  asalarmingisthe  fact  that  doctors  still  cannot,  in  many 
cases,  purchase  adequate  ‘malpractice’  insurance.  The  JUA  has  not 
solved  theavailability  problem  for  adequate  insurance.’’ 

Dr.  Barkeralso  called  upon  the  Medical  Professional  Liability  Study 
Commission  to  speed  up  its  work  and  have  recommendations  ready 
for  a possible  legislative  session  early  in  1976.  TMA  made  numerous 
specific  recommendations  to  the  commission  that  it  believes  neces- 
sary to  stabilize  the  medical  professional  liability  insurance 
situation. 

Later  the  same  day,  the  study  commission  adopted  a resolution  in 
which  it  resolved  “to  accelerate  its  work,  consistent  with  its  purpose 
and  at  no  sacrifice  to  accuracy  and  detail,  and  be  prepared  to  make 
whatever  recommendations  it  deems  proper  prior  to  January 
1976.’’ 

The  resolution  passed  by  the  commission  noted  that,  should  any  of 
the  propositions  to  be  voted  on  Nov  4 be  passed,  the  Legislature 
would  be  required  to  be  in  session  next  year. 

TMA  urging  doctors  to  direct  bill  Medicare,  Medicaid  patients 

TheTexas  Medical  Association  is  urging  its  members,  when  practical 
and  feasible,  to  accept  only  patients  under  government  programs 
who  agree  to  be  direct  billed.  This  move  was  approved  by  the  Ex- 
ecutive Board  at  its  August  meeting  as  a result  of  the  recent  changes 
in  physician  fee  profiles  under  Medicare  and  Medicaid. 

As  previously  reported,  the  Bureau  of  Health  Insurance  has  imple- 
mented a special  economic  index  method  of  reimbursing  physicians 
which  permits  an  update  of  Medicare  fee  profiles  by  17.9%  over  1971 
charges.  Blue  Cross  has  estimated  that  under  the  new  “updated’’ 
profile,  the  government  will  be  reimbursing  Texas  physicians  on  the 
average  of  only  98.2%  of  the  old  Medicare  profile. 

With  respect  to  Medicaid,  the  State  Board  of  Public  Welfare  has 
changed  the  physician  reasonable  charge  profiles  from  the  current 
levels  to  not  less  than  95%,  but  not  more  than  100%,  of  the  Medicare 
rate.  Nevertheless,  reimbursement  to  physicians  who  render  services 
to  Medicaid  patients  will  not  be  increased  substantially,  accordingto 
TMA  officials.  For  further  explanation  of  these  items,  see  President’s 
Page,  p 146. 
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October  declared 
immunization  month 

The  American  Medical  Association 
has  joined  with  six  other  medical  or- 
ganizations and  the  US  Center  for  Dis- 
ease Control  (CDC)  in  schedulingthe 
third  annual  Immunization  Action 
Month  for  October. 

The  medical  organizations  and  the 
federal  government  are  planning  a 
program  to  increase  immunity  levels 
among  preschool  children. 

The  American  Academy  of  Pediatrics 
is  coordinating  the  efforts  of  the  med- 
ical groups,  also  includingthe  Ameri- 
can Academy  of  Family  Physicians, 
the  National  Medical  Association,  the 
American  Nurses  Association,  the  Na- 
tional League  for  Nursing,  and  the 
American  Osteopathic 
Association. 

In  Texas,  efforts  are  being  coordinat- 
ed by  the  Immunization  Action  Month 
steering  committee,  the  Texas  Depart- 
ment of  Health  Resources,  and  the 
First  Lady’s  Volunteer  Program.  Dr. 
Thomas  G.  Glass,  chairman  of  the 
Texas  Medical  Association’s  Council 
on  Community  Health  Affairs,  is  the 
official  TMA  representative  on  the 
steering  committee. 

Though  the  percentage  of  unprotect- 
ed preschoolers  has  been  declining 
since  the  Immunization  Action  Month 
program  started  in  1973,  the  CDC  re- 
ports that  some  five  million  l-to-4- 
year-olds  are  still  immunized  inade- 
quately or  not  at  all.  In  Texas,  there 
are  300,000  preschool  children  that 
are  incompletely  immunized. 

The  program  this  year  will  again  con- 
sist of  efforts  by  medical  organiza- 
tionsto  get  physicians  to  audit  immu- 
nization records  of  their  patients. 
Physicians  are  encouraged  to  contact 
parents  and  urge  them  to  get  their 
preschool  children  properly  immu- 
nized. 

A toll  free  telephone  line  in  the  gov- 
ernor’s office  will  be  in  operation 
during  October  to  provide  the  public 
with  information  regarding  proper  im- 
munization. The  number  is 
1-800-292-9600. 


1976  Annual  Session  set 

Mark  May  6-9  on  your  calendar  now. 
Those  arethe  dates  for  the  109th 
Texas  Medical  Association  Annual 
Session,  scheduled  for  Dallas  in 
1976. 

To  date,  38  out-of-state  guest  speak- 
ers have  been  secured  for  the  pro- 
gram. In  conjunction  with  the  meet- 
ing, 20  scientific  sections,  35  related 
medical  organizations,  and  eight  com- 
mittees will  be  planning 
programs. 

Scientific  sessions  and  exhibits  will  be 
scheduled  at  the  Fairmont  Hotel.  The 
House  of  Delegates  and  boards,  coun- 
cils, and  committees  will  be  placed  at 
the  Statler  Hilton  Hotel.  The  Woman’s 
Auxiliary  will  be  making  its  headquar- 
ters at  the  Sheraton-Dallas. 

Hospitals  to  conduct 
productivity  project 

Plansfora  $1.8  million  statewide  hos- 
pital productivity  center  were  recently 
announced  by  theTexas  Hospital  As- 
sociation. The  center  will  serve  as  a 
test-site  to  implement  proven  tech- 
niques for  reducing  costs  in  health 
care  institutions. 

The  Department  of  Health,  Education 
and  Welfare  has  awarded  THA  a two- 
year  $900,000  contract  to  help  estab- 
lish the  center.  THA  will  match  the 
federal  money,  dollar  for  dollar,  with 
its  own  funds. 

Accordingto  THA  officials,  the  pro- 
gram could  lead  to  savings  estimated 
at  more  than  $14  million  annually  for 
participating  hospitals,  allowingthe 
individual  patient  a potential  average 
savings  of  $8  per  day  for  care,  or  $50 
per  average  stay. 

The  program  is  designed  to  investi- 
gate the  ability  of  a centralized  organ- 
ization to  develop,  evaluate,  and  im- 
plement managerial  concepts  and 
techniques  structured  to  increase  the 
productivity  of  the  health  care  indus- 
try. Basically,  the  productivity  project 
will  attempt  to  have  an  impact  on  the 
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quality  and  cost  of  health  care  by  im- 
proving the  effectiveness  of  the  health 
care  delivery  system. 

Initially,  THAwill  start  with  six  man- 
agerial techniques  which  have  suc- 
cessfully increased  productivity 
in  isolated  areas  and  encourage 
their  general  adoption.  The  six  project 
areas  are  group  purchasing,  man- 
agement engineering,  management 
reporting,  best  methods,  health  man- 
power resources  allocation,  and 
shared  collection  services.  At  the  end 
of  two  years,  the  projects  are  sched- 
uled to  be  self-sustaining. 

The  productivity  center,  with  head- 
quarters in  Austin  and  regional  cen- 
ters in  Abilene  and  Texarkana,  will  be 
directed  by  Sam  A.  Edwards,  PhD, 
and  a staff  of  35. 

Examiners  conclude 
drug  ineffective 
in  weight  control 

The  Texas  State  Board  of  Medical  Ex- 
aminers has  released  a decision  which 
concludes  that  the  drug  known  as 
Human-Chorionic-Gonadotrophic 
(HCG)  has  little  or  notherapeutic  val- 
ue in  aiding  an  obese  person  to  lose 
weight.  The  statement  also  cautioned 
physicians  that  participation  in  cer- 
tain weight  control  clinics  may  be 
grounds  for  revocation  or  suspension 
of  medical  licenses,  especially  where 
elaborate  advertising  campaigns  are 
carried  on  by  the  clinics. 

In  addition,  the  board  warned  that  a 
corporation  which  hires  a physician 
and  receives  the  fee  for  his  services 
is  unlawfully  engaged  in  the  practice 
of  medicine,  and  the  employed  physi- 
cian is  subject  to  having  his  license 
cancelled. 

The  actions  followed  a June  10  public 
hearing  conducted  by  the  board  to  in- 
vestigate the  methods  of  weight  clin- 
ics, claims  made  by  some  of  them  in 
advertising  the  effectiveness  of  HCG 
in  controlling  weight,  and  “instant” 
weight  loss  reduction. 


In  addition  to  a number  of  physicians 
who  were  or  had  been  associated  with 
weight  control  clinics,  the  hearing 
was  attended  by  a sizeable  number 
of  clinic  owners  and  operators.  The 
clinic  owners  and  operators  universal- 
ly stated  that  their  “patients”  were 
placed  on  a 500-calorie  per  day  diet 
duringthe  course  of  “treatment”  and 
were  required  to  personally  come  to 
the  clinic  six  days  a week  for  their 
HCG  shots,  the  average  price  of  which 
was  approximately  four  dollars  per 
dosage. 

Testimony  revealed  that  in  many  in- 
stances if  the  “patient”  was  seen  by 
a physician  at  all,  the  visit  consisted 
merely  of  a cursory  examination  to 
ascertain  whether  or  not  the  person 
had  diabetes,  heart  disease,  high 
blood  pressure,  and  the  like.  Very  few 
prospective  enrollees  were  rejected. 

In  most  instances,  the  physician’s  fee 
was  collected  by  the  clinic  as  part  of 
the  total  cost  of  the  program.  In  addi- 
tion, many  enrollees  were  not  sub- 
sequently checked  by  a physician  dur- 
ing the  six-week  course. 

In  its  statement,  the  board  advised 
individuals  to  satisfy  themselves  that 
the  program  offered  by  any  weight 
control  clinic  using  HCG  is,  or  in  all 
probability  will  be,  effective  forthem 
and  that  their  progress  will  be  proper- 
ly monitored  by  a licensed  physician 
during  the  entire  course  of  treatment. 

645  million  visit  MD  offices 

According  to  a survey  of  more  than 
1,500  physicians  from  May,  1973 
through  April,  1974,  645  million 
Americans  a year  visit  physicians’ 
offices. 

The  survey  was  conducted  by  the  Na- 
tional Center  for  Health  Statistics,  in 
cooperation  with  the  American  Medi- 
cal Association  and  17  other  national 
medical  organizations. 

Preliminary  results  of  the  survey  show 
that  more  than  40  % of  all  office  visits 
were  made  to  general  or  family  phy- 
sicians; more  than  26%  to  medical 


TEXAS  MEDICINE 


specialists;  28.5%  to  surgical  spe- 
cialists; and  almost  5%  to  other 
specialties.  Four  categories  account- 
ed for  almost  half  of  all  visits — spe- 
cial conditions  or  examinations  with- 
out sickness,  17.1  %;  diseases  of  the 
respiratory  system,  15.1%;  diseases 
of  the  circulatory  system,  9.2%,  and 
diseases  of  the  nervous  system  and 
senseorgans,  7.9%. 


State  directory  available 

The  1975-76  edition  of  the  Texas 
State  Directory  is  now  available  for 
purchase. 

The  500-page  directory  contains  in- 
formation regarding  members  of  the 
Texas  Legislature,  appointed  officials, 
state  agencies,  local  and  county  of- 
ficials, and  other  aspects  of  state 
government. 

The  reference  volume  may  be  obtain- 
ed at  a cost  of  $10  plus  tax  from  Tex- 
as State  Directory,  Inc,  Box  12186, 
Capitol  Station,  Austin  78711. 


Regents  approve  UT  budget 

The  Board  of  Regents  of  The  Univer- 
sity of  Texas  System  has  allocated 
educational  and  general  funds  total- 
ing $407,684,561  to  12  component 
institutions  and  system  administra- 
tion in  UT  system.  The  budget  in- 
cludes $298,925,661  for  the  three 
health  science  centers,  the  Galveston 
Medical  Branch,  Sealyand  Smith 
Foundation  Hospitals,  and  the  Univer- 
sity Cancer  Center,  an  increase  of 
more  than  $99.5  million  over 
1974-75. 

A breakdown  of  the  allocations  in- 
clude; Dallas  Health  Science  Center, 
$39,881,454;  Galveston  Medical 
Branch,  $79,412,279;  Sealyand 
Smith  Foundation  Hospitals,  $7,779,- 
606;  Houston  Health  Science  Center, 
$38,717,456;  San  Antonio  Health  Sci- 
ence Center,  $51,052,444;  and  Uni- 
versity Cancer  Center,  $82,082,422. 


In  addition,  the  system  nursing  school 
was  allocated  $6,342,712. 

At  the  same  time,  the  regents  author- 
ized incorporation  of  existing  final 
plans  forthe  Phase  I expansion  of  the 
San  Antonio  medical  school  into  plans 
forthe  second  and  third  phases  of  ex- 
pansion so  that  a single  set  of  con- 
struction documents  can  be  produc- 
ed. The  expansion  will  allowthe 
school  to  accommodate  an  entering 
class  of  200  students. 

Otheractions  included  the  awarding 
of  a $16,629,000  contract  forthe 
construction  of  the  third-phase  build- 
ing at  the  Houston  medical  school. 
The  building  will  also  allow  the  Hous- 
ton school  to  accommodate  an  enter- 
ing class  of  200  medical  students. 

AMA  convention  to  focus 
on  continuing  education 

Continuingeducation  for  physicians 
will  be  the  theme  of  the  28th  Clinical 
Convention  of  the  American  Medical 
Association  Nov  30-Dec  5 in 
Honolulu. 

Forty-one  postgraduate  courses  will 
be  offered  to  physicians  attending  the 
convention  with  subjects  covering  the 
entire  range  of  medical  practice.  Phy- 
sicians involved  in  sports  medicine 
will  take  courses  on  the  physical 
exam,  medical  problems  of  karate, 
judo  and  yoga,  emergency  care  on  the 
field,  wrestling,  swimmingand  diving, 
and  rehabilitation  of  the  injured  ath- 
lete. Luncheon  round  tables  will  in- 
clude sessions  on  ancient  Polynesian 
medicine  and  on  travel  health. 

Special  lectures  will  be  presented  on 
the  latest  information  on  the  state  of 
the  art  in  treatment  of  high  blood 
lipids,  stress  ulcers,  breast  cancer, 
poisons,  antibiotic  therapy,  coronary 
artery  surgery,  stomach  cancer,  com- 
puterized scanning,  management  of 
obesity,  and  pulmonary  clots.  General 
sessions  will  be  presented  on  human 
sexuality,  office  management  of  al- 
coholism, and  on  weight  control,  diet, 
and  physical  fitness. 


Volume  71.  October,  1975 


NEWS 


12 


Grant  to  allow 
rural  experience 
for  medical  students 

The  University  of  Texas  Health  Sci- 
ence Center  at  Dallas  has  received  a 
grant  from  the  US  Public  Health  Serv- 
ice which  will  make  it  possible  for 
approximately  40  medical  students 
this  year  to  spend  upto  two  months 
working  with  MDs  in  rural  preceptor- 
ships  duringtheir  junior  and  senior 
years. 

The  first-year  grant  award  is  for 
$74,248.  The  second  year  award  is 
for  $71,022  for  45  students  and  the 
third  year,  $100,712  for  50  students. 
Junior  and  senior  students  may  re- 
ceive elective  credit  for  this  experi- 
ence in  rural  medicine  duringtheir 
off-quarter.  They  will  be  paid  small 
stipends  and  travel  allowances. 

One  of  the  primary  training  sites  for 
the  students  will  be  at  the  Medical 
Arts  Clinic  in  Corsicana  where  family 
practice  is  being  integrated  with  nine 
other  medical  specialties  within  the 
unit.  Othertraining  locations  in  the 
nine-county  area  include  primary  care 
group  practices,  partnerships  and 
solo  practices  in  Athens,  Hillsboro, 
Waxahachie,  Ennis,  Mexia,  Groes- 
beck,  Wortham,  Fairfield,  Teague, 
Palestine,  and  others.  Fifty-four  phy- 
sicians have  offered  to  work  with  the 
students. 


Medical  branch  anounces 
affiliation  agreement 

The  Medical  and  Surgical  Clinic  of 
La  Marque  and  the  Family  Medicine 
Department  of  The  University  of 
Texas  Medical  Branch  have  establish 
ed  an  affiliation  agreement  which 
will  permit  physicians  studyingfam- 
ily  practice  at  the  medical  branch  to 
provide  medical  care  fora  number  of 
families  who  utilize  the  clinic. 

The  program  will  provide  an  oppor- 
tunity forfamily  medicine  residents 
to  learn  about  the  workings  of  a pri- 


vate medical  group  while  contributing 
their  knowledge  and  skills  to  the 
health  care  of  mainland  families,  ac- 
cordingto  Dr.  R.  E.  Sullivan,  family 
practitioner  at  the  Medical  and  Surgi- 
cal Clinic  and  clinical  associate  pro- 
fessor of  family  medicine  at 
UTMB. 

Through  the  agreement,  one  third- 
year  family  medicine  resident  at  a 
time  will  spend  two  months  at  the 
clinic  practicing  preventive  medicine 
as  well  as  acute  care  for  designated 
families. 

Scott  and  White  dedicates 
special  treatment  center 

Scott  and  White  Memorial  Hospital 
and  Scott,  Sherwood  and  Brindley 
Foundation  have  accomplished  the 
first  phase  of  the  10-year$25  million 
development  program  with  the  com- 
pletion of  the  Lucy  King  Brown  Spe- 
cial T reatment  Center. 

The  $9.6  million  facility,  adjoining 
the  hospital  and  clinic,  is  designed  to 
provide  health  care  services  in  four 
areas — psychiatry,  rehabilitation, 
sub-acute  care,  and  additional  acute 
medical  and  surgical  care.  According 
to  Dr.  Richard  D.  Haines,  president  of 
Scott  and  White  Memorial  Hospital, 
the  six-floor,  184-bed  center  empha- 
sizes the  concept  of  total  medical  and 
psychiatric  rehabilitation. 

Dedication  ceremonies  of  the  center 
were  held  in  August  with  Mrs.  Lyndon 
Baines  Johnson  deliveringthe  main 
address. 

VD  council  enlarging 
scope  of  activities 

The  Venereal  Disease  Action  Council 
of  Texas,  Inc,  has  used  a grant  from 
the  Department  of  Health,  Education 
and  Welfare  to  fund  a series  of  18- 
hour  VD  education  seminars  for 
school  nurses,  college  and  public 
school  health/physical  education 
teachers,  and  community  health  edu- 
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cators  in  Houston,  San  Antonio,  and 
Austin  this  summer. 

College  credit  for  these  courses  was 
arranged  from  Texas  Woman’s  Uni- 
versity. Participants  attending  these 
seminars  were  subsequently  qualified 
to  set  up  or  up-grade  existing  VD  edu- 
cation programs  in  their 
schools. 

Accordingto  Dr.  Thomas  G.  Glass, 

Jr.,  of  San  Antonio,  chairman,  the 
council  is  in  the  process  of  enlarging 
its  membership  and  scope  of  activi- 
ties. The  seminars  were  a beginning 
in  this  direction. 

Individuals  or  organizations,  at  the 
state  or  local  level,  interested  in  join- 
ing or  obtaining  further  information 
about  the  VD-ACT  should  contact  Dr. 
Glass  through  TMA  headquarters, 

1801  N Lamar  Blvd,  Austin  78701. 

Physicians'  fees  increase 
smallest  on  July  index 

While  inflationary  pressures  in- 
creased in  most  of  the  economy  in 
July,  including  other  parts  of  the 
health  sector,  physicians’  fees  experi- 
enced the  smallest  percentage  price 
increase  since  1974. 

Physicians’  fees  rose  0.5%  in  July,  a 
drop  from  the  1.0%  increase  experi- 
enced in  June.  In  contrast  to  the 
0.5%  rise  in  fees,  the  all  items  index 
increased  1.1  %.  The  all  services  in- 
dex matched  the  rise  in  physicians’ 
fees. 

The  rise  in  physicians’  fees  was  less 
than  the  price  increases  in  the  rest  of 
the  health  care  sector  in  July.  The 
medical  care  index  rose  1.0%  in  July, 
slightly  more  than  the  June  increase 
of  0.8%.  Prices  in  the  hospital  sector 
increased  significantly:  the  hospital 
service  charge  index  increased  1.6%; 
the  semi-private  room  charge  index 
increased  2.7  % ; and  the  operating 
room  charge  index  increased  1.4%. 

In  June  the  increases  in  these  indices 
were 0.8%,  1.2%  and  0.4%  respec- 
tively. 


Moody  library 
receives  grant 

The  Moody  Medical  Library  at  The 
University  of  Texas  Medical  Branch 
at  Galveston  has  received  a $250,- 
000  grant  from  the  Sid  W.  Richard- 
son Foundation  to  purchase  collec- 
tions on  the  history  of  psychiatry  and 
the  history  of  industrial  and  occupa- 
tional medicine. 

The  acquisitions,  accordingto  Dr. 
Truman  G.  Blocker,  Jr.,  UTMB  pres- 
ident emeritus,  fill  two  existing  gaps 
in  the  overall  collection  of  such 
books. 

The  psychiatry  collection,  consisting 
of  380  volumes,  contains  many 
works  fundamental  to  the  history  of 
psychiatry  and  neurology  currently 
missing  from  the  library’s  History  of 
Psychiatry  Section. 

The  collection  of  the  history  of  indus- 
trial and  occupational  medicine  is 
the  Whittaker  Collection  and  is  billed 
as  the  world’s  “finest  private  collec- 
tion on  the  history  of  occupational 
medicine,’’  accordingto  Dr. 

Blocker. 


Cancer  center 
opens  in  Galveston 

A specialized  center  for  the  study,  in- 
vestigation, and  treatment  of  cancer 
has  been  established  at  The  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston, effective  June  1. 

Supported  by  a three  year  $1,086, - 
162  grant  from  the  National  Cancer 
Institute,  the  UTMB  Cancer  Center 
will  provide  a medical  school-based 
approach  toward  the  national  con- 
quest of  cancer. 

Dr.  William  C.  Levin,  UTMB  presi- 
dent will  serve  as  principal  investiga 
tor  of  the  center,  and  Dr.  John  Cos- 
tanzi,  associate  professor  of  medi- 
cine, Division  of  Hematology/On- 
cology, will  be  program 
director. 

The  major  goals  of  the  center  are  to 
develop  and  coordinate  innovative 
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cancer  education  and  training  pro- 
grams at  all  levels  of  study,  to  en- 
courage and  support  multi-discipli- 
nary cancer  research,  and  to  pro- 
vide quality  medical  care  for  the 
large  number  of  patients  \with  neo- 
plastic diseases  who  are  referred  to 
the  Medical  Branch 
hospitals. 


Board  director  retires 

Dr.  John  C.  Nunemaker  retires  as  ex- 
ecutive director  of  the  American 
Board  of  Medical  Specialties  as  of  Oct 
1.  Dr.  Glen  R.  Leymaster  will  assume 
the  position  at  that  time. 

Dr.  Nunemaker  has  been  with  the 
board  since  1970  when  he  assumed 
the  responsibility  of  establishing  a 
full-time  staff  and  central  office.  Prior 
to  his  appointment  to  the  post,  he  had 
served  as  director  of  the  Department 
of  Graduate  Medical  Education  of  the 
American  Medical  Association. 

Dr.  Leymaster  has  been  serving  as 
executive  director  designate  since 
Aug  1 . He  was  formerly  the  director 
of  the  AMA’s  Department  of  Under- 
graduate Medical  Education. 


Dallas  to  establish 
perinatal  program 

A new  five  year  program  to  reduce 
infant  death  and  disease  by  spotting 
and  treating  problems  during  and 
soon  after  pregnancy  has  been  fund- 
ed in  Dallas  County. 

The  “Dallas  Regional  Perinatal  Pro- 
gram” has  been  financed  for  up  to 
$2.2  million  by  the  Robert  Wood 
Johnson  Foundation  in  an  effort  to 
identify  and  treat  high-risk  pregnan- 
cies among  the  expected  25,000 
births  peryear  in  the 
county. 

Five  Dallas  County  hospitals  in  which 
90%  of  those  25,000  births  are  ex- 
pected per  year  will  join  with  The 
University  of  Texas  Southwestern 
Medical  School  in  implementingthe 


program.  They  are  Baylor  Universi- 
ty Medical  Center,  Methodist  Hospi- 
tal, Parkland  Memorial  Hospital, 
Presbyterian  Hospital,  and  St.  Paul 
Hospital.  In  addition,  more  than  16 
social  service  agencies  in  the  county 
have  pledged  cooperation. 

Regional  program  director  for  the 
effort  will  be  Dr.  Paul  C.  MacDonald, 
chairman  of  the  Department  of  Ob- 
stetrics and  Gynecology  at  the  medi- 
cal school. 


Foundation  to  offer 
computer  services 

TheTexas  Medical  Foundation  (TMF) 
has  announced  plans  for  the  imple- 
mentation of  the  Physicians  Office 
Management  System,  a new  compu- 
ter-based service  to  foundation 
members. 

TMF  has  signed  an  agreement  with 
Business  Data  Center,  Inc,  of  San  An- 
tonio to  provide  the  office  services 
which  initially  include  patient  billing, 
accounts  receivable,  financial  man- 
agement reporting,  and  physician 
procedure  profiles.  TMF  is  working 
with  the  firm  to  plan  additional  serv- 
ices such  as  the  collection  of  diagnos- 
tic data  and  the  production  of  insur- 
ance claim  forms. 

Immediate  implementation  of  the 
service  is  being  offered  to  physicians 
in  the  Rio  Grande  Valley,  Corpus 
Christi,  San  Antonio,  and  Austin.  TMF 
hopes  to  expand  this  service  to  other 
areas  of  the  state  as  soon  as 
possible. 

According  to  Bob  Wahrmund,  associ- 
ate director  for  project  development 
at  TMF,  the  system  will  pay  for  itself 
by  resulting  in  increased  practice  pro- 
ductivity forthe  physician.  He  said 
the  system  is  particularly  beneficial 
to  high  volume  practices  in  which 
some  billable  services  may  be  over- 
looked or  lost. 

The  system  is  designed  to  individual- 
ize the  services  to  each  physician’s 
need.  The  charge  for  the  service  will 
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vary  accordingly.  Wahrmund  also  said 
that  the  system  does  not  usually 
change  the  format  of  the  doctor’s 
staff  or  office  operations.  The  major 
requirement  on  the  part  of  the  doc- 
tor’s office  is  the  completion  of  the 
computer  checklists  which  are  cen- 
trally processed  in  San  Antonio. 

The  system  will  soon  utilize  Current 
Procedural  Terminology  in  coding 
but  will  also  have  computer  capability 
to  cross  match  codes  for  those  insur- 
ance carriers  who  do  not  utilize  CPT. 
Because  of  the  detail  of  coding  pro- 
cedures, the  management  system  can 
also  be  called  upon  to  provide  a phy- 
sician with  documented  records  of 
treatment  in  any  particular 
case. 

Wahrmund  said  that  confidentiality  of 
the  system  is  assured  because  the 
doctors,  through  TMF,  are  in  control 
of  the  information.  He  also  mentioned 
additional  locks  on  the  system  sup- 
plied by  Business  Data  Center. 
Physicians  who  wish  additional  infor- 
mation on  the  management  system 
should  contact  TMF,  7800  Shoal 
Creek,  Suite  390W,  Austin  78757  or 
call  (512)  459-3341. 

Cause  established 
for  some  travelers’  ills 

The  Center  for  Disease  Control  has 
released  a statement  pertaining  to 
the  cause  of  some  of  the  diarrheal 
disease  affecting  travelers  to 
Mexico. 

According  to  the  statement,  E.  coli  is 
a bacterial  species  found  in  the  stool 
of  most  healthy  persons.  Enterotoxi- 
genic strains  produce  toxins  known  to 
cause  diarrheal  disease  lasting  sev- 
eral days  or  longer.  Although  toxi- 
genic strains  have  occasionally  been 
isolated  from  well  persons,  the  pres- 
ence of  a toxigenic  strain  is  usually 
associated  with  illness. 

A recent  unpublished  CDC  study  of 
diarrhea  among  travelers  to  Mexico 
revealed  that  before  their  visit  none 
of  1 16  participants  from  various 


parts  of  the  United  States  had  toxi- 
genic E.  coli  in  their  stools.  After  their 
visit  19  (32%)  of  59  ill  persons  had 
toxigenic  E.  coli  in  their  stool. 

In  another  study,  none  of  133  US  stu- 
dents had  toxigenic  E.  coli  in  their 
stool  upon  arrival  in  Mexico.  Sub- 
sequently toxigenic  E.  coli  were  isolat- 
ed from  26  (72%)  of  36  students, 
with  diarrhea,  and  six  (15%)  of  41 
students  who  remained  well. 


UT  San  Antonio 
receives  grants 

The  National  Institute  of  Mental 
Health  has  awarded  The  University 
of  Texas  Health  Science  Center  at 
San  Antonio  $240,000  in  training 
grants  for  the  next  year. 

The  grants  are  eligible  for  continu- 
ation or  renewal  for  five  years.  The 
grants  are  for  two  residencies  (phy- 
sician training)  in  psychiatry  and  for 
teaching  in  human  behavior  and  psy- 
chiatry at  the  undergraduate  (med- 
ical student)  level. 

According  to  Dr.  Robert  Leon,  pro- 
fessor and  chairman  of  psychiatry  at 
the  health  science  center,  the  grants 
followed  an  extensive  review  of  psy- 
chiatric education  in  the  United 
States  by  the  national  institute.  He 
said  that  because  funds  for  psychia- 
try training  grants  had  been  cut  by 
$3.5  million  from  1974  to  1975,  com- 
petition for  funds  is  intensive. 


NEWS 


15 


Volume  71,  October,  1975 


NEWS 


Ortho  favored 
in  jury  verdict 

Ortho  Pharmaceutical  Corporation 
recently  announced  that  it  received 
a favorable  jury  verdict  in  an  action 
entitled  Dickey  vs  Ortho  in  US  Dis- 
trict Court,  Eastern  District  of  Mich- 
igan, Southern  Division 
(Detroit). 

The  plaintiffs,  William  J.  Dickey  and 
his  three  children,  demanded  $650,- 
000  in  damages  followingthe  death 
of  Mrs.  Dickey  in  1971.  The  Dickeys 
alleged  that  the  death  was  caused  by 
ingestion  of  Ortho-Novum,  an  oral 
contraceptive  manufactured  by  Or- 
tho Pharmaceutical  Cor- 
poration. 

However,  the  company  maintained 
that  Mrs.  Dickey’s  demise  was  due  to 
other  medical  complications  such  as 
a fracture  of  the  ankle  which  caused 
the  development  of  thrombophlebitis 
and  ultimately,  pulmonary  emboli 
which  resulted  in  her  death,  and  not 
the  use  of  oral  contracep- 
tives. 

After  one  hour  deliberation,  the  jury 
unanimously  found  in  favor  of 
Ortho. 


Mayor  Cockrell  cited 

The  Ladies’  Home  Journal  named 
Mayor  Lila  Cockrell  of  San  Antonio  as 
one  of  four  women  of  the  month  in 
August. 

Mayor  Cockrell,  the  first  woman  may- 
or of  a major  Texas  city,  is  the  wife 
of  Sid  Cockrell,  executive  director  of 
the  Bexar  County  Medical 
Society. 

In  its  description  of  Mayor  Cockrell, 
the  magazine  said  that  she  has  “al- 
ways espoused  women’s  causes,  and 
has  a keen  interest  in  urban  renewal. 
She  took  office  on  May  1st,  after  a 
hot  electoral  campaign,  in  which  she 
still  managed  to  fix  breakfast  and 
run  her  household  . . . She  also  drives 
a jeep,  and  accordingto  one  political 
16  observer,  ‘This  mayor  does  her  home- 


work, understands  the  issues  and 
makes  us  all  realize  a woman  could 
very  well  be  the  next  Governor  of 
Texas.’  ’’ 


RMPT  receives  grant 

The  Regional  Medical  Program  of  Tex- 
as has  been  awarded  the  sum  of 
$858,281  from  the  Department  of 
Health,  Education  and  Welfare  for  fis- 
cal year  1975-76.  The  award  is  a 12- 
month  grant,  but  regional  medical 
programs  have  been  encouraged  to 
phase  out  as  soon  as  new  health  plan- 
ning functions  resulting  from  the  Na- 
tional Health  Planning  and  Resources 
Development  Act  of  1974  are  organ- 
ized in  the  state. 

The  award,  which  includes  the  ear- 
marked sum  of  $105,200  for  arthritis 
projects,  will  be  used  for  continuation 
of  selected  current  projects,  program 
staff,  and  transition  activities.  RMPT 
transition  activities  will  include  a proj- 
ect to  develop  an  application  format 
for  those  wishing  to  apply  for  designa- 
tion as  a health  systems  agency.  Oth- 
er transition  activity  possibilities  are 
being  explored. 


"As  a pathology  resident  I expect  you  to  always 
be  at  the  patient’s  disposal.’’ 
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Experts  agree:  when  it 
comes  to  good-tasting 
banana  flavor— without 
the  unpleasant  taste  of 
paregoric— the  makers 
of  Donnager"'-P0  really 
know  their  stuff! 


For  diarrhea 

Donnagd-I’G  (5 

Donnagel  with  paregoric  ©guivoleot 

Each  30  cc.  contains: 

Kaolin  6,0  g, 

Pectin  142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg 

Atropine  sulfate  0.0194  mg. 

Hyoscine 

hydrobromide  0.0065  mg. 

Powdered  opium,  USP  24,0  mg, 

{equivalent  to  paregoric  6 ttil.f 
(warning  may  be  habit  forming} 

Sodium  benzoate  600  mg. 

(breservative) 

Alcohol,  5% 

Now  with  child-proof  closure 


A.  H Robins  Company 
Richmond,  Virginia  23220 


THE  RELIABLE  ROBITUSSINS  can  really  help  clear  the  respiratory 
tract.  All  contain  guaifenesin*  the  expectorant  that  works  systern- 
ically  to  help  stimulate  the  output  of  lower  respiratory  tract  fluid. 
This  enhanced  flow  of  less  viscid  secretions  promotes  ciliary  action  and 
makes  thick,  inspissated  mucus  less  viscid  and  easier  to  raise. 

★formerly  named  Glyceryl  Guaiacolate 


For  productive  and  unproductive  coughs 

ROBITUSSIN^ 

Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 100  mg 

Alcohol,  3.5% 


For  severe  coughs 

ROBITUSSIN  A-C®  (2 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF 100  mg 

Codeine  Phosphate,  USP 1 0.0  mg 


(warning:  may  be  habit  forming] 

Alcohol,  3.5% 

Non  narcotic  for  6-8-hr.  cough  control 

ROBITUSSIN-DM* 


Decongests  nasal  passages  and  sinus 
openings  as  it  helps  relieve  coughs 

ROBITUSSIN-PE^ 


Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 100  mg 

Pseudoephedrine**  Hydrochloride,  NF 30  mg 

Alcohol,  1 ,4% 


“Formerly  contained  Phenylephrine  Hydrochloride  10  mg 

Decongestant  action  helps  control  cough  and 
clear  stuffy  nose  and  sinuses.  Non  narcotic. 


ROBITUSSIN-CF^ 

Each  5 ml  teaspoonful  contains: 

Guaifenesin.  NF 50  mg 

Phenylpropanolamine  Hydrochloride,  NF 12.5  mg 

Dextromethorphan  Hydrobromide,  NF 10  mg 

Alcohol,  1.4% 


Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 1 00  mg 

Dextromethorphan  Hydrobromide,  NF 1 5 mg 

Alcohol,  1 .4% 


All  Robitussin  formulations  available  on  your 
Rx  or  Recommendation. 


A.  H.  Robins  Company, 


Richmond,  Va.  23220 


For  many  years  Robins  has  spotlighted  the  expectorant  action  of  the  Robitussin  cough  formulations  by  featuring 
action  photographs  of  steam  engines.  In  keeping  with  this  tradition,  the  company  recently  commissioned  a well-known 
illustrator  to  render  full-color  drawings  of  several  classic  locomotives. . . accurate  to  the  minutest  detail.  The  first  of  the 
series  is  now  available.  To  order  your  print  suitable  for  framing,  write  "Robitussin  Clear-Tract  Engine  # 1”  on  your  Rx  pad 
and  mail  to  “Vintage  Locomotives,”  Dept.  T4,  A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220. 
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There’s  something  special  about  children  vomitir 

The  risk  of  dehydration  . . . plus  the  psychological 
stress  on  both  mother  and  child  . . . 
greatly  increases  the  urgency  in  controlling  vomiti 
in  children.  In  addition,  there  is,  of  course,  need  to 
avoid  the  extrapyramidal  problems  associated  witl 
phenothiazine  medications. 


hat’s  why  special  medication  is  preferred 


/ANS®  CHILDREN  SUPPRETTES™  are  specially 
i)imulated  to  stop  vomiting  and  nausea  in  children— 
[ipidly  and  with  minimal  complications. 

I WANS  are  administered  rectally— often  the  best 
l)ute  in  the  vomiting  patient. 

The  exclusive  WANS  formula  provides  both 
v^rilamine  maleate  and  sodium  pentobarbital  for 
[^fectiveness  . . . contains  no  phenothiazines  or  local 
Aesthetics. 

i The  unique  Supprette  delivery  system  rapidly 
lileases  effective  levels  of  medication  . . . with  no 
•Is  or  fatty  acids  to  affect  absorption  or  cause  local 
Vitation. 

WANS  SUPPRETTES  require  no  refrigeration  . . . 

0 lubrication  other  than  water  . . . and  dissolve 
bmpletely,  with  virtually  no  leakage. 

nd  for  children  over  12  years  of  age  and  adults 
iffering  from  nausea  and  vomiting,  consider  higher- 
rength  WANS®  No.  1 or  PETALS®  No.  2. 


A special  favorite*of 
Texas  physicians 
in  controlling 
childhood  vomiting 


Wil  MQ'  CHILDREN 
ffItllV  SUPPRETTES 

rectal  antinauseant/antiemetic 


pyrilamine  maleate  25  mg;  sodium  pentobarbital  30  mg 
Warning:  may  be  habit  forming 

*Based  on  usage  by  dosage  form;  data  gathered  by  independent  research 
organization. 


MM. 


, > 


)ESCRIPTION;  WANS*'  Children;  (Blue)  pyrilamine  maleate 
!5  mg  and  pentobarbital  sodium*  V2  gr  (30  mg)  scored  for 
'2  dosage.  WANS*  No.  1;  (Pink)  pyrilamine  maleate  50  mg 
nd  pentobarbital  sodium*  % gr  (50  mg)  scored  for  'A  dosage. 
VANS"  No.  2;  (Yellow)  pyrilamine  maleate  50  mg  and 
tentobarbital  sodium*  I'/a  gr  (100  mg)  scored  for  ‘/a  dosage. 

WARNING;  may  be  habit  forming. 

CONTRAINDICATIONS:  Infants  under  6 months.  Acute 
ntermittent  porphyria,  known  hypersensitivity  to  barbiturates 
If  antihistamines,  known  previous  barbiturate  addiction, 

•evere  hepatic  impairment,  CNS  injury,  senility,  and  presence 
i)f  uncontrolled  pain. 

•VARNINGS:  Barbiturates  may  be  habit  forming.  Pre-existing 
psychologic  disturbances  may  be  aggravated.  Idiosyncratic 
eactions  may  occur.  Acquired  sensitivity  may  result  in  allergic 
eactions.  Safety  in  pregnancy  has  not  been  established. 

I^RECAUTIONS;  Use  cautiously  with  other  sedative,  hypnotic 
)r  narcotic  agents.  Use  with  caution  in  patients  with  acute  or 
rhronic  hepatic  disease,  fever,  hyperthyroidism,  diabetes 
nellitus,  severe  anemia,  congestive  heart  failure,  or  a history 
>f  drug  dependence  or  suicidal  tendencies.  May  impair 
ilertness  and  coordination  with  increased  accident  risk. 


ADVERSE  REACTIONS;  Drowsiness,  fatigue,  vertigo, 
incoordination,  tremor,  muscle  weakness,  ataxia,  hypotension, 
respiratory  depression,  delirium  and  coma.  Dryness  of  nose, 
mouth,  and  throat,  pupillary  dilatation  or  blurred  vision,  urinary 
retention,  abdominal  pain,  nausea,  vomiting,  diarrhea,  and 
hypersensitivity  reactions.  Overdose  may  result  in  hallucina- 
tions, excitement,  ataxia,  incoordination,  athetosis,  convulsions, 
and  death. 

DOSAGE  AND  ADMINISTRATION:  Rectally,  children  2-12 
years  of  age,  one  WANS®  CHILDREN  every  6-8  hours  as 
required.  Children  under  2 years  of  age  may  receive  'A 
the  above  dosage.  Adults:  Rectally,  one  WANS®  No.l  Supprette™ 
to  inhibit  mild  nausea  and/or  vomiting;  one  WANS®  No.  2 
Supprette  to  control  pernicious  vomiting.  Repeat  doses  for 
adults  should  be  4 to  6 hours  apart,  not  to  exceed  four  doses  in 
24  hours.  Moisten  finger  and  Supprette  with  water  before 
inserting.  Optimum  dosage  must  be  determined  in  each  case  by 
the  clinical  response. 


WEBCON 


Webcon  Pharmaceutical  Division 
Alcon  Laboratories,  Inc. 

Fort  Worth,  Texas  76101 
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Americans  support 
doctors  on  strike 

According  to  a Louis  Harris  Survey, 
a54%-30%  majority  of  Americans 
sympathizes  with  US  doctors  who 
had  gone  on  strike  in  protest  to  the 
high  rates  of  malpractice  insurance 
they  are  forced  to  pay. 

Among  the  survey’s  results  are  the 
following  findings: 

*A68%-18%  majority  disagrees 
with  the  charge  that  “many  doctors 
don’t  care  about  their  patients  and 
mistreat  them,  so  it  is  onlyfairtosue 
doctors  for  malpractice.’’ 
*A73%-9%  majority  feels  “smart 
lawyers  have  made  a racket  out  of 
malpractice  suits  by  encouraging  pa- 
tients to  sue  their  doctors.’’ 

* A 72%-ll  % majority  believes  the 
solution  to  the  malpractice-insu- 
rance issue  is  to  “not  allow  lav\/yers’ 
fees  to  be  based  on  the  amount  of 
money  won  in  a malpractice 

suit.’’ 

*A72%-10%  majority  favors  “hav- 
ing an  impartial  panel  of  experts 
screen  all  malpractice  claims  before 
a case  is  tried.’’ 

* A 70%-7%  majority  supports  hav- 
ing “doctors’  insurance  for  malprac- 
tice handled  by  a nonprofit  fund, 
which  would  reduce  the  amount  doc- 
tors would  have  to  pay  for  their 
insurance.” 

* A 49% -27%  plurality  supports 
passing  legislation  that  would  “put  a 
ceiling  of  $100,000  on  the  amount 


any  doctor  can  be  made  to  pay  in  a 
malpractice  suit.” 


‘Medix’  honored  twice 

The  “Medix”  television  series  about 
medicine  and  health  has  recently  re- 
ceived two  honors,  one  from  the 
American  Medical  Association  and 
one  from  the  National  Academy  of 
Television  Arts  and 
Sciences. 

The  AMA  recognized  the  program 
“for  providing  the  public  with  scien- 
tifically accurate  information  and 
programs  designed  to  help  maintain 
health,  to  increase  understanding  of 
disease  prevention  and  to  promote 
the  efficient  use  of  health  care  ser- 
vices.” The  action  came  in  a resolu- 
tion passed  by  the  AMA  House  of 
Delegates  which  met  in  Atlantic  City 
in  Juneforthe  annual 
convention. 

The  public  service  series  has  also 
been  awarded  an  Emmy  for  “Best  Se- 
ries” given  by  the  Hollywood  Chapter 
of  the  National  Academy  of  Television 
Arts  and  Sciences.  The  Emmy  was 
won  in  the  “Information:  Series”  cat- 
egory in  which  the  contenders  are 
public  service  and  information  pro- 
grams, except  for  new  broadcasts. 

In  addition,  “Medix”  had  three  nom- 
inations in  the  individual  achieve- 
ment category  including  cinematog- 
raphy, film  editing,  and  Mario  Ma- 
chado, for  series  host. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 


Investment  Media* 

1975 

Through 

8/31/75 

3 Years 
Ended 
12/31/74 

5 Years 
Ended 
12/31/74 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+ 21.7% 

-35.1% 

-26.6% 

1.5% 

Loomis-Sayles  Mutual  Fund 

+ 17.7% 

-29.7% 

-21.1% 

3.8% 

Mercantile  Bank  Equity  Fund 

+26.9% 

-46.9% 

-36.1% 

4.1% 

Mercantile  Bank  Fixed  Income  Fund 

+ 0.5% 

-17.2% 

- 8.5% 

8.3% 

T Rowe  Price  Growth  Stock  Fund 

+ 28.9% 

-43.3% 

-33.5% 

2.2% 

T Rowe  Price  New  Income  Fund 

+ 0.1% 

N/A 

N/A 

7.0% 

Stein  Roe  & Farnham  Balanced  Fund 

+ 21.1% 

-29.6% 

-20.8% 

3.4% 

Standard  & Poor  500  Stock  Average 

+ 26.7% 

-32.8% 

-25.5% 

Dow  Jones  Industrial  Average 

+35.6% 

-30.7% 

-22.9% 

•Includes  reinvested  capital  gains  distributions. 
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CAPITAL  COMMENTS 


AUSTIN:  STUDY  COMMISSION  WORK  UNDER  WAY.  Subcommittee  2 of  the 
Medical  Professional  Liability  Study  Commission  held  a meeting  in  Austin  Aug  9. 
Items  of  discussion  of  this  subcommittee  chaired  by  Dr.  Milton  Davis  of  Dallas 
included:  1)  the  magnitude  of  impairment  in  current  health  care  services  and 
magnitude  of  threatened  impairment  to  those  services;  2)  increased  cost  to  pa- 
tients including  defensive  medicine  and  medical  fees  and  hospital  charges;  3) 
professional  conduct  and  professional  qualification  of  physicians. 

Subcommittee  4,  chaired  by  Dean  Page  Keeton,  met  Aug  30  to  discuss  issues 
relating  to  the  existing  court  compensation  systems  and  proposals  for  change. 
Subcommittee  1,  chaired  by  Landon  Alexander,  met  Sept  5 in  Arlington.  This 
subcommittee’s  charge  is  to  study  the  scope  of  the  medical  professional  liability 
problem.  The  full  committee  was  scheduled  to  meet  in  Austin  Sept  12  to  con- 
sider the  subcommittee  reports. 

AUSTIN:  TWO  REAPPOINTED  TO  BASIC  SCIENCE  BOARD.  Gov  Dolph  Briscoe 
has  reappointed  Everett  D.  Wilson,  PhD,  of  Huntsville,  and  Dr.  John  Mack  Pres- 
cott, PhD,  of  College  Station,  to  six-year  terms  on  the  State  Board  of  Examiners 
in  the  Basic  Sciences.  Wilson,  president  of  the  board,  is  dean  of  the  School  of 
Science  at  Sam  Houston  State  University.  Prescott  is  dean  of  the  College  of 
Science  at  Texas  A&M. 


Editor's  note: 
“Capital  Com- 
ments” is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 


WASHINGTON:  AMA  FILES  SUIT.  The  American  Medical  Association  has  filed 
suit  in  the  U S District  Court  in  Chicago  to  block  permanently  the  Department  of 
Health,  Education  and  Welfare’s  implementation  of  the  Maximum  Allowable  Cost 
Drug  Reimbursement  Program.  The  AMA  said  that  new  rules  violate  several  sec- 
tions of  the  Social  Security  Act  by  interfering  with  the  practice  of  medicine  and 
the  patient’s  right  to  receive  his  physician’s  best  medical  judgment.  The  suit 
charged  that  the  regulations  deny  quality  care  to  the  poor  and  elderly  patients 
under  the  Medicare  and  Medicaid  programs.  It  asked  for  a declaratory  judgment 
and  a permanent  injunction. 

WASHINGTON:  OPSR  DIRECTORSHIP  CHANGES.  Dr.  David  Weinman  has  been 
appointed  Acting  Director  of  the  Office  of  Professional  Standards  Review.  He 
replaces  Dr.  Henry  E.  Simmons,  who  resigned  effective  June  1.  Dr.  Weinman 
was  previously  deputy  director  of  the  OPSR  office.  It  is  expected  that  Dr.  Wein- 
man will  remain  as  acting  director  at  least  until  after  the  1976  elections. 

WASHINGTON:  BILLS  TO  REFORM  MEDICARE,  MEDICAID.  Sen  Herman  E.  Tal- 
madge  (D-Ga),  chairman  of  the  Finance  Committee’s  Health  Subcommittee,  is 
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preparing  a series  of  bills,  to  be  introduced  this  fall,  which  would  produce  far- 
reaching  reforms  in  the  Medicare  and  Medicaid  programs.  Accordingto  Tal- 
madge,  his  proposals  will:  1)  consolidate  insurance  carriers,  which  currently 
serve  as  the  government’s  agents  in  dealing  with  professional  providers,  and 
fiscal  intermediaries,  which  currently  serve  as  the  government’s  agents  in  dealing 
with  institutional  providers;  2)  require  stricter  definition  of  reimbursable  rea- 
sonable costs  for  care  rendered  by  hospital  and  physicians;  3)  institutetighter 
controls  over  fees  of  hospital  based  specialists;  4)  alleviate  the  inequities  be- 
tween the  payments  made  to  rural  and  urban  health  care  providers;  5)  institute 
closer  supervision  of  the  state’s  administration  of  Medicaid  and;  6)  create  a new 
administration  for  health  carefinancingwithin  HEW,  which  would  be  headed  by 
an  assistant  secretary  and  have  jurisdiction  over  the  Medicare  and  Medicaid  pro- 
grams, the  Office  of  Long  Term  Care,  and  the  Bureau  of  Quality  Assurance. 

WASHINGTON:  FEDERAL  MECHANISMS  AFFECT  MALDISTRIBUTION.  According 
to  a report  by  the  National  Planning  Association,  Washington,  D C,  the  physician 
maldistribution  problem  is  strongly  affected  by  Medicare  and  Medicaid  mechan- 
isms that  allow  physicians  practicing  in  suburban  areas  to  be  more  highly  com- 
pensated for  services  than  those  in  rural  areas.  The  report  says  that  if  a federal 
concept  of  usual  and  customary  or  prevailing  fees  is  carried  over  into  national 
health  insurance,  the  results  for  rural  people  could  be  disastrous. 

WASHINGTON:  PSRO  AMENDMENT.  Sen  Lloyd  Bentsen  of  Texas  has  introduced 
S 2092,  an  amendmenttothe  Social  Security  Act  to  provide  that  under  certain 
circumstances  the  entire  area  of  a state  would  be  re-designed  as  a single  PSRO 
area.  The  bill  would  require  the  secretary  of  HEW  to  conduct  a poll  of  practicing 
physicians  prior  to  naming  a PSRO  within  a state  in  which  two  or  more  areas 
have  already  been  designated.  Doctors  of  medicine  and  osteopathy  are  to  be 
questioned  as  to  whether  or  not  they  support  a change  from  the  present  local 
and  regional  PSRO  area  designations  to  a single  statewide  area  designation.  If 
more  than  50%  of  the  doctors  responding  to  such  a question  respond  in  the 
affirmative,  then  the  secretary  would  establish  the  entire  state  as  the  single 
PSRO  area.  The  provisions  of  the  bill  would  not  be  applicable  with  respect  to  the 
designation  of  a PSRO  area  in  any  state,  if,  prior  to  the  date  of  enactment  of  this 
act,  the  secretary  had  entered  into  an  agreement  with  an  organization  as  the 
PSRO  for  any  area  in  the  state. 

WASHINGTON:  UTILIZATION  REVIEW  REGULATIONS  WITHDRAWN.  The  Depart- 
ment of  Health,  Education  and  Welfare  is  revisingthe  utilization  review  regula- 
tions which  were  being  challenged  in  court  by  the  American  Medical  Association. 
The  regulations  would  have  required  hospitals  to  review  all  nonemergency 
admissions  of  Medicare  and  Medicaid  patients.  The  AMA  said  the  suit  could  be 
refiled  later  if  the  substitute  regulations  are  unsatisfactory. 
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NO  RON  IS 


Unless  the  kid  takes  it. 

Frivolous  observation? 
Hardly.  The  medical  literature 
is  no\A/  replete  with  data 
showing  that  25  to  50%  are 
drug  defaulters.*  Adults.  Kids. 


Everything  is  for  naught  if 
the  kid’s  taste  buds  reject 
the  product. 


That’s  what’s  nice  about 
INCREMIN  with  Iron  Syrup, 
it  really  tastes  okay. 


Now,  to  convince  yourself 
that  INCREMIN  with 
Iron  Syrup  makes  iron 
“bioavailable”  by  effec- 
tively delivering  it  to  the 
patient,  request  starter 
samples.  Also  available: 

A print  of  thisoriginal 
artwork  (without  any 
text)  suitable  for  framing. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River.  New  York  10965 


Lederle  Laboratories 
Bldg.  140,  Room  104R 
Pearl  River,  N.Y.  10965 

□ Please  have  your  representative 
deliver  samples  of  INCREMIN  with 
Iron  Syrup. 

□ Please  send  print  suitable  for  framing. 

□ Please  send  bibliography  on  patient 
compliance  problems. 


Dietary  Supplement 


uiti^idry  oupp) 

with  IRON  Syrup 


\ FREE  SAMPLE  COUPON 


Each  teaspoonful  (5  cc)  contains: 
Elemental  Iron 


(as  Ferric  Pyrophosphate) 

30  mg 

1-Lysine  HCI 

300  mg 

Thiamine  HCI  (B,) 

10  mg 

Pyridoxine  HCI  (B*) 

5 mg 

Vitamin  B12 

25  mcgm 

Sorbitol 

3.5  Gm 

Alcohol 

0.75% 

DOSAGE:  Prevention  of  iron-deficiency 
anemia— Children  and  Adults— 1 tsp.  (5  cc) 
daily.Treatment  of  iron-deficiency  anemia— 
Children:  1 tsp.  t.i.d.;  Adults:  1 tsp.  q.i.d. 


SUPPLY:  Bottles  of  4 fl.  oz.  and  16  fl.  oz. 


Want  a list  of  relevant  references?  Please  use  the  coupon. 
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Information  for  authors 


Material  for  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  1801  North  Lamar  Blvd.,  Austin 
78701.  It  must  be  offered  solely  to  this  journal. 
Each  paper  is  reviewed  by  a consultant  specialist 
and  an  editorial  board,  and  is  accepted  or  rejected 
on  the  basis  of  its  individual  merit  and  the  avail- 
ability of  other  material. 

Manuscripts  shou\6  be  typed  double-spaced 
with  ample  margins  on  firm  paper.  Two  copies 
should  be  submitted,  and  the  author  should  keep 
a copy. 

The  title  should  include  the  words  most  suit- 
able for  indexing  the  article  in  ‘‘Index  Medicus,” 
should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  gram- 
matically with  the  main  title. 

The  author’s  names  and  degrees  should  follow 
the  title,  and  their  mailing  addresses  should  be 
listed  at  the  end  of  the  article. 

A concise  introductory  summary  is  required. 

The  text  should  be  narrative  with  complete 
sentences,  few  abbreviations,  and  logical  sub- 
heading. For  spelling  and  usage  the  editors  follow 
“Dorland’s  Illustrated  Medical  Dictionary,”  24th 
edition,  and  ‘‘Webster’s  Third  New  International 
Dictionary,  Unabridged.”  Quotations  must  give 
credit  to  both  author  and  source. 

Reference  lists  should  contain  in  this  order 
(1)  author’s  last  name,  initials,  (2)  title  of  article 
or  book,  (3)  name  of  journal,  (4)  volume  and  in- 
clusive page  numbers,  written  33:156-160,  (5) 
year.  For  books,  the  title  should  be  followed  by 
place  of  publication,  name  of  publisher,  and  year. 

Illustrations  should  be  black  and  white  draw- 
ings or  positive  photographs,  with  neat,  uniform, 
fairly  large  lettering.  A label  pasted  to  the  back 
of  each  illustration  should  indicate  its  number, 
top,  author’s  name,  and  title  of  article  in  brief. 
Legends  should  be  in  complete  sentences,  num- 
bered, and  typed  on  a separate  sheet.  Color 
illustrations  are  authorized  if  they  are  of  special 
value. 

Tables  should  be  typed  on  separate  sheets. 
Column  headings  should  show  points  of  simi- 
larity; side  headings,  points  of  difference. 

Permission  should  be  obtained  from  the  pub- 
lishers and  the  authors  for  any  previously  pub- 
lished material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations 
in  the  text  may  be  used  without  permission,  but 


should  be  quoted  exactly  with  the  source  credited 
in  the  bibliography.  Copies  of  permission  letters 
should  be  submitted  with  the  manuscript. 

All  material  is  subject  to  editing,  but  authors 
receive  typescripts  to  check  before  publication. 
Prompt  return  of  typescripts  to  Texas  Medicine 
office  avoids  delay  in  publication.  After  the  article 
is  sent  to  the  printer,  only  minimal  revision  may 
be  made. 

Reprints  are  available  directly  from  the  printer 
at  an  established  schedule  of  costs.  Authors 
automatically  receive  order  blanks  when  their 
articles  are  published. 

Editorials  should  be  prepared  in  the  same  gen- 
eral manner,  and  should  be  written  in  clear,  con- 
cise language.  They  should  be  300-500  words  in 
length  (about  two  to  three  pages  typed  with 
double  spacing.) 

Contributions  to  the  news  section  should  be 
sent  to  the  Editorial  Offices,  1801  N.  Lamar 
Blvd.,  Austin  78701. 

Letters  w\\\  be  published  as  space  permits,  and 
at  the  discretion  of  the  Managing  Editor. 
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Medical  Association. 

Contributions,  previously  unpublished,  are  welcomed 
for  review.  News  and  other  items  should  be  sent  to  the 
Editorial  Offices  four  weeks  prior  to  publication.  Alt 
contributions  are  sent  at  the  owner’s  risk. 

Scientific  Articles  are  reviewed  by  technical  and  spe- 
cialist consultants  and  are  selected  for  publication  In 
Texas  Medicine  by  the  Scientific  Publication  Commit- 
tee, which  is  appointed  by  the  Board  of  Publication. 
Editorials  and  other  articles  are  subject  to  review  by 
officers  of  the  Texas  Medical  Association,  appropriate 
expert  and  technical  consultants,  and  representatives 
of  county  medical  societies  when  in  their  purview. 

Scientific  Publication  Committee:  Joseph  M.  Abell,  Jr.,- 
MD,  Austin,  Chairman;  Robert  Askew,  MD,  Austin,  Vice- 
Chairman;  Ronald  P.  Boren,  MD,  Austin;  Ernest  C.  But- 
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Publication  of  any  article  or  statement  is  not  to  be 
deemed  an  endorsement  of  the  views  expressed  there- 
in, nor  shall  publication  of  any  advertisement  be  con- 
sidered an  endorsement  of  or  approval  of  the  product 
or  service  involved. 
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consider  the  differences 


Besiecuted  animal  gland 
can  wmy  in  potency  from 


measure 
activity 
employed, 


It  is  recognized  that  T4  and 
Ta  content  in  desiccated 
thyroid  and  thyroglobulin 
varies  from  animal  to 
animal,  by  animal  species, 
geography,  and  animal  diet. 

Of  therapeutic  concern: 
In  addition  to  varying  amounts 
of  T4,  desiccated  thyroid  may 
contain  varying  amounts  of  Ta,  a 
potent  compound  with  rapid 
onset  and  fleeting  action  that 
can  produce  metabolic  surges. 

3 Even  when  kept  under 

proper  storage  conditions, 
desiccated  thyroid 
deteriorates  more  rapidly 
than  the  synthetic  hormone. 


Because  iodine  content  rather  than  biological 
the  standard  of  many  desiccated  thyroid 
can  vary  from  batch  to  batch.  Even  when 
biologic  activity  can  only  be 


The  “usual  maintenance  dose” 


for  the  widely  prescribed 
desiccated  thyroid  is  “from 
1 grain  to  3 grains  per 
day,  but  it  may  vary,  in 
individual  patients  from  1/2 
grain  to  10  grainsr^  The  “mual 
maintenance  dose”  of  the  most 


widely  prescribed  thyroglobulin 
(which  Is  also  a 
desiccated  thyroid 
product)  is 
“0.5  to  3.0  grains  daily.”^ 


1.  Armour  Thyroid  (Tablets).  1975  Physiciam’  Desk  Reference,  p.  561. 

2.  Proloid®  (thyroglobulin).  1975  Physicians’  Desk  Reference,  p.  1575. 


of  controlled  potency. 


SYNTHROID  is  T4.  It  provides  your 
patients  with  everything  they  need  for 
complete  thyroid  replacement  therapy. 
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Sodium  levothyroxine  is 
not  derived  from  any  animal 
gland  source.  It  is  a synthetic 
and,  since  sodium  levothyroxine 
is  the  only  active  ingredient, 
its  weight  is  the  sole 
determinate  of  potency. 

2 SYNTHROID  (sodium 
levothyroxine)  is  T4  which  is 
converted  hy  the  patient  to  Ta 
at  the  cellular  level,  thereby 
providing  a physiologic 
source  and  amount  of  Ta  to 
meet  metabolic  needs  for 
complete  thyroid  replacement 
therapy.  Because  the  onset  of 
effect  is  slower  and  more  steady,  the 
possibility  of  sudden  metabolic  surges 
is  reduced  with  SYNTHROID  therapy. 

3 SYNTHROID  (sodium  levothyroxine) 
products  have  a longer  and  more 
reliable  shelf  life  than  Thyroid  U.S.R 
when  kept  under  the  same  proper 
storage  conflitions.  There  is  no  animal 
protein  present  in  SYNTHROID  products. 

4 A recent  study  of  44  patients  with 

hypothyroidism  indicates  that 
89  percent  of  the  patients  were 
maintained  with  doses  of  L-thyroxine 
(SYNTHROID)  between  100  meg.  and 
200  meg.  (O.I  mg.  and  0.2  mg.)  per  day.^ 


3.  Stock.J.IVI.,  Surks,  IVI.I.,and  Oppenheimer,  J.H.: 
Replacement  dosa|>e  of  L-thyroxine  in  hypothyroidism. 
A re-evaluation.  New  Engl.  J.  IVIed.  290:529-33, 1974. 


Eliminates  many 
of  the  uncertainties  of 
desiccated  thyroid  therapy. 

Synthroiil' 

iumlevotiiyfDxine,U.S.P)  FLINT 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield.  Illinois  600)5 


See  reverse  side  for  full  prescribinj^  informati^^Ji. 


Syntitroid 

(sodium  levothyroxine,U.S.R ) FLINT 

Synthroid  Tablets— for  oral  administration 
Synthroid  for  Injection— for  parenteral  administration 


Description 

SYNTHROID  (sodium  levothyroxine)  Tablets  and  SYNTHROID  Injection  con- 
tain synthetic  crystalline  sodium  levothyroxine  (L-thyroxine).  L-thyroxine  is 
the  principal  hormone  secreted  by  the  normal  thyroid  gland. 


Actions 

SYNTHROID  (sodium  levothyroxine)  Tablets,  taken  orally,  provide  hormone 
that  is  readily  absorbed  from  the  gastrointestinal  tract.  SYNTHROID  Injection 
is  effective  by  any  parenteral  route.  Following  absorption,  the  synthetic 
L-thyroxine  provided  by  SYNTHROID  products  cannot  be  distinguished  from 
L-thyroxine  that  is  endogenously  secreted.  Each  is  bound  to  the  same  serum 
proteins  and  each  exhibits  a six  to  seven  day  circulating  half-life  in  the 
euthyroid  individual. 

Both  SYNTHROID  products  will  provide  L-thyroxine  as  a substrate  for 
physiologic  deiodination  to  L-triiodothyronine.  Therefore,  patients  taking 
SYNTHROID  products  will  demonstrate  normal  blood  levels  of  L-triiodolhyro- 
nine  even  when  the  thyroid  gland  has  been  surgically  removed  or  destroyed 
by  radioiodine.  Administration  of  levothyroxine  alone  will  result  in  complete 
physiologic  thyroid  replacement. 

Indications 

SYNTHROID  (sodium  levothyroxine)  products  serve  as  specific  replacement 
therapy  for  reduced  or  absent  thyroid  function  of  any  etiology.  SYNTHROID 
Injection  can  be  used  intravenously  whenever  a rapid  onset  of  effect  is  criti- 
cal, and  either  intravenously  or  intramuscularly  in  hypothyroid  patients  when- 
ever the  oral  route  is  precluded  for  long  periods  of  time. 

Contraindications 

There  are  no  absolute  contraindications  to  SYNTHROID  (sodium  levothy- 
roxine) therapy.  Relative  contraindications  include  acute  myocardial  infarc- 
tion, uncorrected  adrenal  insufficiency  and  thyrotoxicosis.  (See  WARNINGS) 

Warnings 

Patients  with  cardiovascular  diseases  warrant  particularly  close  attention 
during  the  restoration  of  normal  thyroid  function  by  any  thyroid  drug.  In  such 
cases,  low  initial  dosage  increased  slowly  by  small  increments  is  indicated. 
Occasionally,  the  cardiovascular  capacity  of  the  patient  is  so  compromised 
that  the  metabolic  demands  of  the  normal  thyroid  state  cannot  be  met.  Clinical 
judgment  will  then  dictate  either  a less-than-complete  restoration  of  thyroid 
status  or  reduction  in  thyroid  dosage. 

Endocrine  disorders  such  as  diabetes  mellitus,  adrenal  insufficiency  (Addi- 
son's disease),  hypopituitarism  and  diabetes  insipidus  are  characterized  by 
signs  and  symptoms  which  may  be  diminished  in  severity  or  obscured  by 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  therapy  for  such  patients 
may  aggravate  the  intensity  of  previously  obscured  symptoms  and  require 
appropriate  adjustment  of  therapeutic  measures  directed  at  these  concomitant 
disorders. 


Thyroid  replacement  may  potentiate  the  effects  of  anticoagulants.  Patients 
on  anticoagulant  therapy  should  have  frequent  prothrombin  determinations 
when  instituting  thyroid  replacement  to  gauge  the  need  to  reduce  anticoagu- 
lant dosage. 

Precautions 

Overdosage  with  any  thyroid  drug  may  produce  the  signs  and  symptoms  of 
thyrotoxicosis,  but  resistance  to  such  factitious  thyrotoxicosis  is  the  general 
rule.  With  SYNTHROID  (sodium  levothyroxine)  Tablets,  the  relatively  slow 
onset  of  action  minimizes  the  risk  of  overdose  but  close  observation  in  the 
weeks  following  institution  of  a dosage  regimen  is  advised.  Treatment  of 
thyroid  hyperactivity  induced  by  oral  medication  is  confined  to  interruption 
of  therapy  for  a week,  followed  by  reinstitution  of  daily  therapy  at  an  appro- 
priately reduced  dosage. 

Adverse  reactions 

Adverse  reactions  are  due  to  overdose  and  are  those  of  induced  hyperthy- 
roidism. 

Dosage  and  administration 

For  most  adults,  a final  dosage  of  100  meg  (0.1  mg)  to  200  meg  (0.2  mg)  of 
SYNTHROID  (sodium  levothyroxine)  Tablets  daily  will  restore  normal  thyroid 
function  and  only  occasionally  will  patients  require  larger  doses.  Failure  to 
respond  adequately  to  a daily  oral  intake  of  400  meg  (0.4  mg)  or  more  is  rare 
and  should  prompt  reconsideration  of  the  diagnosis  of  hypothyroidism,  spe- 
cial investigation  of  the  patient  in  terms  of  malabsorption  of  L-thyroxine  from 
the  gastrointestinal  tract  or  poor  adherence  to  therapy. 

The  concomitant  appearance  of  other  diseases,  especially  cardiovascular 
diseases,  usually  dictates  a replacement  regimen  with  initial  doses  smaller 
than  100  meg/day  (0.1  mg). 

In  otherwise  healthy  adults  with  relatively  recent  onset  of  hypothyroidism, 
full  replacement  dose  of  150  meg  (0.15  mg)  or  200  meg  (0.2  mg)  has  been 
instituted  immediately  without  untoward  effect  and  with  good  therapeutic 
response.  General  experience,  however,  favors  a more  cautious  approach  in 
view  of  the  possible  presence  of  subclinical  disorders  of  the  cardiovascular 
system  or  endocrinopathies. 

The  age  and  general  physical  condition  of  the  patient  as  well  as  the  severity 
and  duration  of  hypothyroid  symptoms  determine  the  starting  dosage  and  the 
rate  of  incremental  dosage  increase  leading  to  a final  maintenance  dosage. 
In  the  elderly  patient  with  long  standing  disease,  evidence  of  myxedematous 
infiltration  and  symptomatic,  functional  or  electrocardiographic  evidence  of 
cardiovascular  dysfunction,  the  starting  dose  may  be  as  little  as  25  meg 
(0  025  mg)  per  day.  Further  incremental  increases  of  25  meg  (0.025  mg)  per 
day  may  be  instituted  at  three  to  four  week  intervals  depending  on  patient 
response.  Conversely,  otherwise  healthy  adults  may  be  started  at  higher  daily 
dosage  and  raised  to  the  full  replacement  dosage  in  two  to  three  weeks. 
Clearly  it  is  the  physician's  judgment  of  the  severity  of  the  disease  and  close 
observation  of  patient  response  which  determines  the  rate  of  dosage  titration. 

Laboratory  tests  to  monitor  thyroid  replacement  therapy  are  of  limited  value. 
Although  measurement  of  normal  blood  levels  of  thyroxine  in  patients  on 
replacement  regimens  frequently  coincides  with  the  clinical  impression  of 
normal  thyroid  status,  higher  than  normal  levels  on  oral  replacement  of  levo- 
thyroxine occasionally  occurs  and  should  not  be  considered  evidence  of 
overdosage  per  se. 

In  all  cases,  clinical  impression  of  the  well-being  of  the  patient  takes 
precedence  over  laboratory  determination  in  determining  the  appropriate 
individual  dosage. 

In  infants  and  children,  there  is  a great  urgency  to  achieve  full  thyroid 
replacement  because  of  the  critical  importance  of  thyroid  hormone  in  sustain- 
ing growth  and  maturation.  Despite  the  smaller  body  size,  the  dosage  needed 
to  sustain  a full  rate  of  growth,  development  and  general  thriving  is  higher  in 
the  child  than  in  the  adult,  as  much  as  300  meg  (0.3  mg)  to  400  meg  (0.4  mg) 
per  day. 

In  myxedema  coma  or  stupor,  without  concomitant  severe  heart  disease, 
200  to  500  meg  of  SYNTHROID  Injection  may  be  administered  intravenously 
as  a solution  containing  100  mcg/ml.  Although  the  patient  may  show  evidence 
of  increased  responsivity  within  six  to  eight  hours,  lull  therapeutic  effect  may 
not  be  evident  until  the  following  day.  An  additional  100  to  300  meg  or  more 
may  be  given  on  the  second  day  if  evidence  of  significant  and  progressive 
improvement  has  not  occurred.  Like  the  oral  dosage  form,  SYNTHROID  Injec- 
tion produces  a predictable  increase  in  the  circulating  level  of  hormone  with 
a long  half-time.  This  usually  precludes  the  need  for  multiple  injections  but 
continued  daily  administration  of  lesser  amounts  intravenously  should  be 
maintained  until  the  patient  is  fully  capable  of  accepting  a daily  oral  dose. 

In  the  presence  of  concomitant  heart  disease,  the  sudden  administration  of 
such  large  doses  of  L-thyroxine  intravenously  is  clearly  not  without  its  cardio- 
vascular risks.  Under  such  circumstances,  intravenous  therapy  should  not  be 
undertaken  without  weighing  the  alternative  risks  of  the  myxedema  coma  and 
the  cardiovascular  disease.  Clinical  judgment  in  this  situation  may  dictate 
smaller  intravenous  doses  of  levothyroxine. 

SYNTHROID  Injection  by  intravenous  or  intramuscular  routes  can  be  sub- 
stituted for  the  oral  dosage  form  when  ingestion  of  SYNTHROID  Tablets  is 
precluded  for  long  periods  of  time. 

How  supplied 

SYNTHROID  (sodium  levothyroxine)  Tablets  are  supplied  as  scored,  color- 
coded  compressed  tablets  in  6 concentrations:  25  meg  (0.025  mg)— orange  . . . 
50  meg  (0.05  mg)— white  . . . 100  meg  (0.1  mg)— yellow  , , . 150  meg  (0.15  mg)— 
violet  . . . 200  meg  (0.2  mg)— pink  . . . 300  meg  (0.3  mg)— green.  Depending  on 
strength,  these  tablets  are  available  in  bottles  of  100,  500,  1000  and  5000. 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is  supplied  in  10  ml  vials 
containing  500  meg  of  lyophilized  active  ingredient  and  10  mg  of  Mannitol, 
U.S.P.  A separate  5 ml  vial  containing  Sodium  Chloride  Injection,  U.S.P.  is 
provided  as  a diluent. 

Directions  for  reconstitution 

Reconstitute  the  lyophilized  sodium  levothyroxine  by  aseptically  adding  5 ml 
of  the  Sodium  Chloride  Injection,  U.S.P.  to  the  vial.  Shake  vial  to  insure  com- 
plete mixing.  Use  immediately  after  reconstitution.  Discard  any  unused  portion. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  60015 


*U.S.  Pat.  2,889.363 
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Does  the 
Boggle 
haveacase 
on  youl 


The  LEKTRI  EVER  600  mechanized  file 
can  turn  it  into  a case  history! 


If  you  have  an  active, 
moderate-sized  office  using 
a conventional  filing  system, 
chances  are  the  Boggle  finds 
you  irresistible. 

Decentralized  or 
overcrowded  files  give  the 
Boggle  plenty  of 
opportunities  to  carry  on  his 
love  affair  with  your  vital, 
active  records.  A Boggled 
filing  system  wastes  time 
and  space . . . and  can  cause 
costly,  embarrassing 
mistakes. 


SPERRY  REMINGTON 


The  LEKTRIEVER600 
is  a modern  electric  lateral 
file,  specially  designed  for 
busy  offices  with  moderate 
file  volume.  In  fact ...  it  may 
be  the  only  file  you  need!  It 
holds  as  much  as  six 
conventional  four-drawer 
cabinets  (600"  of  filing 
space)  in  a single,  compact, 
attractive  unit. 

The  LEKTRIEVER  600 
centralizes  your  records 
within  easy  reach.  Records 
are  delivered  within  seconds 
at  the  push  of  a button.  No 
more  bending,  stretching  or 
searching!  It  arrives  fully 
assembled,  plugs  into  any 
n 0-1 20  volt  outlet,  and  is 
simple  and  safe  to  operate. 

The  LEKTRIEVER  600 
mechanized  file  has  brought 
many  of  the  Boggle’s  love 
affairs  to  an  abrupt  end . . ^ 
and  we  have  the  case 


histories  to  prove  it!  Use  the 
coupon  below  to  tell  us 
about  the “bugs”  in  your 
filing  system,  and  we’ll  show 
you  how  the  LEKTRIEVER 
600  has  helped  solve  a 
similar  problem.  And  who 
knows... we  may  be  writing 
our  next  case  history  about 
you! 

^ SPERRY  REMINGTON  ] 

! P.O.  Box  1000  (Dept.  100)  — j-io  * 

[ Blue  Bell,  PA  19422  ' 

! Please  send  a case  history  describing  I 
j how  the  LEKTRIEVER  600  mech-  i 
I anized  file  solved  a filing  system  prob-  ' 
I lem  similar  to  ours.  I understand  1 am  * 
I under  no  obligation. 

I ' 

I Type  of  office ‘ 

I Our  biggest  filing  problem ' 


I Name , 

Company | 

j Address i 

j City I 

I State Zip i 

I » 


SPEn^V=^^REA/\IN(jTON 

” OFFICE  SYSTEMS  AND  MACHINES 

IS  A DIVISION  OF  SPERRY  RAND  CORPORATION 
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Get  well  card. 


At  the  hospital,  nothing  works  quite  as  well  as 
a Blue  Cross  and  Blue  Shield  membership  card. 

It  gets  you  in  fast.  And  out  even  faster. 

Call  your  nearby  Blue  Cross  and  Blue  Shield 
representative.  (And  be  sure  and  ask  him  about 
our  all-new  group  dental  plans.) 

You’ll  find  him  in  the  Yellow  Pages.  And  you’ll 
find  him  most  helpful. 


Registered  Mark 
Blue  Cross  Association 

Registered  Service  Mark 
ot  the  National  Association 
of  Blue  Shield  Plans 


Entrapped  gas 


••• 


Silent  ^ 
partner  of 

GI  spasm 

Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidonna 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a nonsystemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladoima  alkaloids.  And  Sidonna  provides 
mild  sedation  with  butabarbital. 

Sidonna.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  syndrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindications : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects:  dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage:  one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 

Reed  & Carnrick/ Kenilworth,  N.J.  07033 

Sidonna 

Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 

A working  partnership 
against  the 
pain  of  gas  and  spasm 


COMING 

MEETINGS 


TEXAS  DISTRICT  BRANCH,  AMERICAN  PSYCHIATRIC 
ASSOCIATION 

The  Texas  District  Branch,  American  Psychiatric  Association, 
will  meet  Oct  31-Nov  2,  1975,  in  Austin.  The  scientific  session 
of  the  meeting  will  begin  Nov  1,  Topics  to  be  discussed  in  this 
portion  of  the  meeting  include  marital  therapy;  advances  in 
psychopharmacology;  art  and  videotherapy  in  the  therapeutic 
community;  the  right  to  treatment — issues  and  implications; 
malpractice  issues;  PSRO;  national  health  insurance;  and  cur- 
rent issues  in  psychiatry. 

Contact:  Dr.  Tracy  Gordy,  404  Medical  Park  Tower,  Austin 
78705. 


TEXAS  RADIOLOGICAL  SOCIETY,  RADIATION 
THERAPY  SEMINAR 

The  Texas  Radiological  Society  will  sponsor  a radiation  therapy 
seminar  Sat,  Oct  11,  1975,  in  the  auditorium  at  MD  Anderson 
Hospital  and  Tumor  Institute,  Houston.  Registration  is  from 
8:30  am  to  9 am,  followed  by  discussions  of  the  management 
of  breast  cancer,  radiation  therapy,  and  internal  medicine.  This 
will  be  followed  by  a business  meeting  of  the  Committee  on 
Radiation  Therapy.  Speakers  include  Drs.  H.  Stephen  Gallagher, 
John  E.  Martin,  Marvin  M.  Romsdahl,  Eleanor  D.  Montague, 
and  Nylene  E.  Eckles. 

Contact:  Dr.  George  R Brown,  St.  David’s  Hospital,  919  E 32nd, 
Radiation  Therapy,  Austin  78705. 


MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO 

San  Francisco  is  the  site  of  the  23rd  annual  convention  of  the 
Medical  Society  of  the  United  States  and  Mexico.  The  meeting 
is  scheduled  for  Oct  8-11,  1975,  at  the  San  Francisco  Hilton  and 
Tower  Hotel.  The  scientific  sessions  will  deal  with  a variety  of 
topics,  including  bum  treatment,  liposcarcoma,  obesity,  pharma- 
cology, and  anorectal  problems.  Registration  fees  are:  member 
and  spouse,  $130;  member,  $90;  nonmember,  $175.  These  fees 
cover  all  social  and  scientific  programs.  Transportation  will  be 
provided  for  the  social  activities.  Hotel  arrangements  are  to  be 
made  directly  with  the  hotel  on  an  individual  basis.  Simultane- 
ous translation  will  be  provided  at  the  scientific  sessions. 

Contact:  Mrs.  Virginia  E Bryant,  Exec  Sec,  333  W Thomas  Rd 
#207,  Phoenix,  Ariz  85013. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS,  Chicago,  Oct  6-9,  1975. 

27th  annual  scientific  assembly.  $25  regis- 
tration fee  for  AAFP  members,  $35  for 
nonmember  physicians.  Registration  fee 
for  medical  students,  interns  and  residents 
waived  by  Academy  Board  of  Directors. 
Palmer  House  will  be  headquarters  hotel. 
Headquarters  for  scientific  assembly  is 
McCormick  Place.  Scientific  sessions  begin 
Mon,  Oct  6.  Congress  of  Delegates  con- 
venes Sat,  Oct  4,  in  Palmer  House.  Dele- 
gates’ registration  at  Palmer  House,  Fri, 
Oct  3,  and  Sat,  Oct  4.  Advance  registration 
for  members  at  Palmer  House  Sat,  Oct  4, 
and  Sun,  Oct  5:  also  at  McCormick  Place 
Sun,  Oct  5.  Starting  Mon,  Oct  6,  all  regis- 
tration at  McCsrmick  Place.  Physicians 
will  earn  one  hour  of  prescribed  credit  for 
each  hour  of  participation  in  scientific 
program.  As  many  as  30  prescribed  hours 
of  AAFP  continuing  education  credit. 
Highlighting  spouses’  events  is  presenta- 
tion by  Joyce  Brothers.  Contact:  AAFP, 
1740  W 92nd  St,  Kansas  City,  Mo  64114. 

AMERICAN  GROUP  PRACTICE  ASSO- 
CIATION, Honolulu,  Oct  27-31,  1976,  at 
Sheraton-Waikiki  Hotel.  26th  annual  meet- 
ing. Theme,  Challenge  ’75 — Critical  Issues 
for  Action.  Includes  such  topics  as  national 
health  insurance,  health  planning,  primary 
care,  and  malpractice.  Seminars  and  edu- 
cational general  sessions.  Spouses’  pro- 
gram. Registration  fees:  member,  $176: 
nonmember,  $225;  spouse,  $110.  Fee  in- 
cludes island  tour,  three  receptions,  two 
luncheons,  two  breakfasts,  annual  banquet, 
refreshment  breaks,  all  educational  and 
meeting  sessions.  Contact:  AGPA,  20  S 
Quaker  Lane,  PO  Box  949,  Alexandria,  Va 
22313. 

AMERICAN  ACADEMY  OF  PEDIATRICS, 
Washington,  DC,  Oct  18-23,  1976.  44th  an- 
nual meeting.  Headquarters  in  the  Wash- 
ington Hilton  Hotel.  Scientific  program 
opens  with  one-  and  two-day  seminars  be- 
ginning Sat,  Oct  18.  These  cover  such 
topics  as  learning  disorders,  neonatology, 
adolescence,  pulmonary  disease,  gastroen- 
terology. General  sessions  include  presenta- 
tions on  the  battered  child,  hyperactivity, 
therapeutic  drug  monitoring,  enuresis. 
Round  table  discussion  groups  offered  on 
Mon,  Tues,  Wed.  These  examine  sexuality, 
behavior  modification,  visual  diagnosis,  en- 
docrinology, others.  Open  meetings  spon- 
sored by  Academy  sections  dealing  with 
such  specialties  as  cardiology,  allergy, 
anesthesiology.  Contact:  AAP,  PO  Box 
1034,  Div  M,  Evanston,  111  60204. 

For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  45-47. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


OTHER  OCTOBER  MEETINGS 

ACADEMY  OF  PARAPSYCHOLOGY  & MEDICINE, 
Tucson,  Ariz,  Oct  8-10,  1975.  314  Second  St,  Los  Altos, 
Calif  94022. 

AMBULANCE  SOCIETY  OF  AMERICA,  Omaha,  Oct 
9-10,  1975.  230  E 6th  St,  St.  Paul  66101. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  San  Juan, 
PR,  Oct  10-11,  1976.  Dr.  Eli  A Ramirez-Rodriguez,  J-4 
Club  Dr,  Garden  Hills,  Bayamon,  PR  00619. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Grove,  Okla, 
Oct  9-11,  1976.  Dr.  Ceylon  S Lewis,  Jr,  740  Doctors  Bldg, 
Tulsa,  Okla  74107. 

AMERICAN  COLLEGE  OF  PHYSICIANS.  Rochester, 
Minn,  Oct  11,  1976.  Dr.  Richard  J Reitemeier,  Mayo 
Clinic,  200  First  St,  SW,  Rochester,  Minn  65901. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Chicago. 
Oct  10-11,  1976.  Dr.  Robert  M Kark,  Presbyterian-St 
Luke’s  Hospital,  1763  Congress  Parkway,  Chicago  60612. 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
Chicago.  Oct  6-9,  1976.  1740  W 92nd  St,  Kansas  City, 
Mo  64114. 

AMERICAN  ACADEMY  OF  PEDIATRICS.  Washington, 
DC,  Oct  18-23,  1975.  Dr.  RG  Frazier,  Exec  Dir,  1801  Hin- 
man  Ave,  Evanston,  111  60204. 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMU- 
NOLOGY AND  ALLERGY.  Palm  Springs,  Calif,  Oct 
16-19,  1976.  PO  Box  912,  DTS,  Omaha  68101. 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY 
THERAPY,  Anaheim,  Calif,  Oct  31-Nov  6,  1976.  7411 
Hines  Place,  Dallas  76236. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS.  Ana- 
heim, Calif,  Oct  26-30,  1976.  Dr.  A Softer,  Exec  Dir, 
911  Busse  Hwy,  Park  Ridge,  III  60068. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSI- 
CIANS, Las  Vegas,  Nev,  Oct  7-9,  1976.  AE  Auer,  Exec 
Off,  241  E Saginaw,  East  Lansing,  Mich  48823. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct  13-17,  1976.  66  E Erie  St,  Chicago  60611. 

■ AMERICAN  DIETETIC  ASSOCIATION.  San  Antonio, 
Oct  20-24,  1976.  Clara  Zempel,  RD,  Exec  Dir,  430  N 
Michigan  Ave,  Chicago  60611. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SO- 
CIETY, Mexico  City,  Oct  16-18,  1976.  Mrs.  Margaret  H 
Henry,  Exec  Off.  4137  Erie  St,  Willoughby,  Ohio  44094. 

AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Hono- 
lulu, Oct  27-31,  1976.  20  S Quaker  Lane,  Alexandria, 
Va  22313. 

AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  SUNLIGHT  AND  HEALTH,  New  York,  Oct  20-21, 
1976.  Dept  of  Drugs,  636  N Dearborn  St,  Chicago  60610. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION.  Miami 
Beach,  Fla,  Oct  12-17,  1975.  Mrs.  Mary-j  Waterstraat, 
RRA,  Exec  Dir,  211  E Chicago  Ave,  Chicago  60611. 

■ AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIA- 
TION, Houston,  Oct  18-19,  1976.  Howard  N Schulz,  Exec 
Dir,  150  N Wacker  Dr,  Chicago  60606. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS. 
Chicago.  Oct  11-15,  1976.  John  W Andes,  Exec  Sec.  616 
Busse  Hwy,  Park  Ridge.  Ill  60068. 


AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE, 
Portland,  Ore,  Oct  3-4,  1975.  635  Central  Tower  Bldg, 
703  Market  St,  San  Francisco  94103. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  Toronto,  Oct  19-24,  1976. 

DF  Whaley,  CAE,  Exec  Off,  29  E Madison,  Chicago 
60602. 

AMERICAN  SOCIETY  OF  THERAPEUTIC  RADIOLO- 
GISTS, San  Francisco,  Oct  8-12,  1975.  Ms.  SA  McGing, 
Exec  Sec,  20  N Wacker  Dr,  Room  2920,  Chicago  60606. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  Orlando,  Fla,  Oct  16-18,  1976.  Frank  K 
Woolley,  Exec  Dir,  2111  Enco  Dr,  Suite  N-515,  Oak  Brook, 
111  60521. 

■ ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  Dallas,  Oct  13-16,  1976. 

Dr.  Chester  E Cook,  Pres,  PO  Box  2699,  Dallas  78421. 

CIVIL  AVIATION  MEDICAL  ASSOCIATION,  Mon- 
treal, Oct  19-23,  1976.  A Carriere,  Bus  Counsel,  801  Green 
Bay  Rd,  Lake  Bluff,  111  60044. 

CONGRESS  OF  NEUROLOGICAL  SURGEONS,  At- 
lanta, Oct  19-26,  1975.  Dr.  David  L Kelly,  Jr,  Sec,  Bow- 
man Gray  School  of  Medicine,  Winston-Salem,  NC  27103. 

GERONTOLOGICAL  SOCIETY,  Louisville,  Oct  26-30, 

1975.  E Kaskowitz,  Exec  Dir,  One  Dupont  Circle,  Suite 
620,  Washington,  DC  20036. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  San  Francisco.  Oct  8-11,  1976.  Mrs.  Virginia 
E Bryant,  Exec  Sec,  333  W Thomas  Rd,  Suite  #207, 
Phoenix.  Ariz  86013. 

NATIONAL  COUNCIL  ON  ALCOHOLISM,  INC,  Wash- 
ington, DC.  Oct  23-24,  1975.  George  C Dimas,  Exec  Off, 
2 Park  Ave,  New  York  10016. 

SOCIETY  FOR  CLINICAL  AND  EXPERIMENTAL 
HYPNOSIS,  Chicago,  Oct  7-12,  1976.  Mrs.  Marion  Kenn, 
Admin  Sec,  206  W End  Ave,  Apt  IP,  New  York  10023. 

■ SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Houston, 
Oct  4-7,  1976.  AS  Brentwell,  Exec  Off,  PO  Box  10387, 
Raleigh,  NC  27606. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Fort  Worth, 
Oct  17-18,  1976.  Dr.  William  F Spiller,  6000  Montrose, 
Suite  110,  Houston  77006. 

■ TEXAS  DISTRICT  BRANCH  OF  AMERICAN  PSY- 
CHIATRIC ASSOCIATION,  Austin,  Oct  31-Nov  2,  1976. 
Dr.  Tracy  Gordy,  404  Medical  Park  Tower,  Austin  78706. 

■ TEXAS  MEDICAL  ASSOCIATION,  Fall  Conference  and 
House  of  Delegates,  Austin,  Oct  3-5,  1975.  C Lincoln  Willis- 
ton.  Exec  Dir,  1801  N Lamar  Blvd,  Austin  78701. 

WORLD  MEDICAL  ASSOCIATION,  Tokyo,  Oct  6-11, 

1976.  Miss  Margaret  L Natwick,  Exec  Off,  10  Columbus 
Circle,  New  York  10019. 


NOVEMBER 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Atlanta,  Nov  16-21,  1976. 
Creston  C Herold,  Exec  Off,  30  N Michigan  Ave,  Chi- 
cago 60602. 
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TEXAS  MEDICINE 


AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Chi- 
cago, Nov  9-14,  1975,  RL  Thomas,  Exec  Dir,  1828  L St 
NW,  Washington,  DC  20036. 

AMERICAN  ASSOCIATION  OF  GYNECOLOGICAL 
LAPAROSCOPISTS,  Las  Vegas,  Nev,  Nov  20-23,  1976. 
Dr.  Jordan  M Phillips,  Pres,  11239  S Lakewood  Blvd, 
Downey,  Calif  90241. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Boston,  Nov  16-21,  1976.  Joseph  J 
Garvey,  Exec  Off,  2317  W Jefferson  St,  Joliet,  111 
60436. 

AMERICAN  ASSOCIATION  OF  PUBLIC  HEALTH 
PHYSICIANS,  Chicago,  Nov  16-20,  1976.  Dr.  JV  Sessums, 
Jr,  Sec-Treas,  1703  Ridgemont,  Austin  78723. 

AMERICAN  CANCER  SOCIETY,  INC,  New  York,  Nov 
6-7,  1976.  Lane  W Adams,  Exec  Off,  219  E 42nd  St, 
New  York  10017. 

AMERICAN  COLLEGE  OF  PREVENTIVE  MEDICINE, 
Chicago,  Nov  16-17,  1976.  Ward  Bentley,  Exec  Dir,  801 
Old  Lancaster  Rd,  Bryn  Mawr,  Pa  19010. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE, Atlanta,  Nov  16-21,  1976.  Creston  C Herold,  Exec 
Dir,  30  N Michigan  Ave,  Chicago  60602. 

AMERICAN  FRACTURE  ASSOCIATION.  Bal  Harbour, 
Fla,  Nov  16-20,  1976.  Dr.  HW  Wellmerling,  Sec-Gen, 
600  Livingston,  Bloomington,  111  61701. 

■ AMERICAN  HEART  ASSOCIATION,  Dallas,  Nov 
18-22,  1976.  WW  Moore,  Exec  Off,  44  E 23rd  St,  New 
York  10010. 

AMERICAN  MEDICAL  ASSOCIATION,  Honolulu,  Nov 
29-Dec  4,  1976.  636  N Dearborn,  Chicago  60610. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION, 
Tucson,  Ariz,  Nov  6-9,  1976.  Lorraine  Loesel,  Exec 

Off,  1740  Broadway,  New  York  10019. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Chi- 
cago, Nov  16-20,  1976.  Dr.  WH  McBeath,  Exec  Dir, 
1016  18th  St  NW.  Washington,  DC  20036. 

AMERICAN  SOCIETY  OF  CYTOLOGY.  San  Juan.  PR, 
Nov  6-8,  1976.  Dr.  Warren  R Lang,  Sec-Treas,  Health 
Sciences  Center,  130  S 9th  St,  Suite  1006,  Philadelphia 
19107. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Washington,  DC,  Nov  1-6,  1976,  Dr.  John  AD  Cooper, 
Pres,  One  Dupont  Circle,  NW,  Washington,  DC  20036. 

CONGRESS  OF  RADIOLOGY,  Manila,  Philippines. 
Nov  10-14,  1976.  The  Institute  for  Continuing  Educa- 
tion, PO  Box  11083,  Richmond,  Va  23230. 

INTERNATIONAL  SYMPOSIUM  ON  ACUTE  CARE, 
Rio  De  Janeiro,  Nov  3-7,  1976.  C Postal  14.700,  ZC-96, 
Rio  de  Janeiro,  Guanabara,  Brazil. 

NATIONAL  CONFERENCE  ON  PHYSICIANS. 
SCHOOLS  AND  COMMUNITIES,  Chicago,  Nov  20-21, 
1976.  636  N Dearborn,  Chicago  60610. 

NATIONAL  JOINT  PRACTICE  COMMISSION,  Chicago, 
Nov  2-4,  1976.  876  N Michigan  Ave.  Suite  1864,  Chicago 
60611. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA. 
Chicago,  Nov  30-Dec  6,  1976.  Adele  Swenson,  Exec  Dir, 
One  MONY  Plaza,  Syracuse,  NY  13201. 

SOUTHERN  MEDICAL  ASSOCIATION.  Miami  Beach, 
Fla,  Nov  16-19,  1976.  Mr.  Robert  F Butts,  Exec  Dir, 
2601  Highland  Ave,  Birmingham,  Ala  36206. 


■ TEXAS  ASSOCIATION  OF  PHYSICIANS  IN  NU- 
CLEAR MEDICINE.  Salado,  Nov  1-2,  1975.  Dr.  Fred  W 
Riley,  Vice-Pres,  3718  Hundred  Oaks,  San  Antonio 
78217. 

■ TEXAS  MEDICAL  ASSOCIATION,  House  of  Delegates. 
Austin,  Nov  8-9,  1975.  C Lincoln  Williston,  Exec  Dir,  1801 
N Lamar  Blvd,  Austin  78701. 

■ TEXAS  RESEARCH  INSTITUTE  OF  MENTAL  SCI- 
ENCES, Houston,  Nov  19-21,  1976.  Dr.  James  L Clag- 
horn,  1300  Moursund  Ave,  Houston  77025. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Fort  Worth,  Nov  7-8,  1976.  Dr. 
Bland  Schwarting,  Pres,  304  Medical  Professional  Bldg, 
San  Antonio  78212. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  San 
Francisco.  Dec  6-11,  1976.  Dr.  John  M Shaw,  Sec-Treas 
and  Exec  Off,  1116  S Fifth  Ave,  Tacoma,  Wash  98406. 

■ AMERICAN  SOCIETY  OF  HEMATOLOGY,  Dallas, 
Dec  6-9,  1976.  Charles  B Slack,  Inc,  6900  Grove  Rd, 
Thorofare,  NJ  08086. 

DEBORAH  HEART  AND  LUNG  CENTER,  New  York, 
Dee  5-6,  1976.  Dr.  Harry  Goldberg.  Chmn,  Symposium 
Committee.  Suite  1100,  110  E 69th  St,  New  York  10022. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  Hono- 
lulu. Dec  6-9,  1976.  Dr.  Jesse  L Ray,  1616  N Lake  Shore 
Dr,  Chicago  60610. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va,  Dec  8-10,  1976.  Dr.  WD  Warren,  Sec,  Emory  Uni- 
versity, Atlanta  30033. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Dec  4-6,  1975.  Dr.  Marvin  Gerard,  Chmn,  Registration 
and  Public  Relations  Committee.  670  W Arapaho,  Suite  2, 
Richardson,  Tex  75080. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec  4-6,  1976.  Dr.  Robert  D Bone,  Sec-Treas, 
Box  841,  Corsicana  76110. 


JANUARY,  1976 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, New  Orleans,  Jan  30-Feb  4.  1976.  Dr.  CV 
Heck,  430  N Michigan  Ave,  Chicago  60611. 

AMERICAN  COLLEGE  OF  PSYCHIATRISTS,  Coro- 
nado, Calif,  Jan  28-Feb  1,  1976.  Dr.  JC  Nemiah,  Sec- 
Gen,  330  Brookline  Ave,  Boston  02216. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH 
TEXAS  CHAPTER.  Brownsville,  Jan  29-31,  1976.  Dr. 
Edwin  M Sykes,  Jr,  Sec.  428  Baltimore,  San  Antonio 
78215. 

AMERICAN  ORTHOPAEDIC  FOOT  SOCIETY.  New 
Orleans,  Jan  30,  1976.  Dr.  RA  Mann.  Sec,  6495  Fernhoff 
Rd,  Oakland,  Calif  94619. 
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AMERICAN  SOCIETY  FOR  SURGERY  OF  THE  HAND, 
New  Orleans,  Jan  28-30,  1976.  Dr.  JA  Boswick,  Jr, 
Sec-Treas,  4200  E 9th  St,  Box  2414,  Denver  80220. 

INTER-AMERICAN  SYMPOSIUM  ON  INTERNAL 
MEDICINE,  Mexico  City,  Jan  12-15,  1976.  Dr.  Janies  F 
Hammarsten,  The  University  of  Okla  Health  Sciences 
Center,  College  of  Medicine,  Dept  of  Medicine,  PO  Box 
26901,  Oklahoma  City  73190. 

SOCIETY  OF  THORACIC  SURGEONS,  Washington, 
DC,  Jan  26-28,  1976.  WG  Purcell,  Bus  Mng,  111  E 
Wacker  Dr,  Chicago  60601. 

SOUTHERN  SOCIETY  FOR  PEDIATRIC  RESEARCH, 
New  Orleans,  Jan  23-24,  1976.  Dr.  JR  Montgomery,  Sec- 
Treas,  1200  Moursund  Ave,  Houston  77025. 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Snow- 
mass,  Colo,  Jan  24-31,  1976.  Donald  C Jackson,  Exec 
Dir,  1905  N Lamar  Blvd,  Austin  78705. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan  16-18, 
1976.  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar 
Blvd,  Austin  78701. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS.  Fort  Worth, 
Jan  23-25,  1976.  Iris  Wenzel,  1801  N Lamar  Blvd,  Aus- 
tin 78701. 


FEBRUARY,  1976 

AMERICAN  COLLEGE  OF  CARDIOLOGY,  New  Or- 
leans, P’eb,  1976.  William  D Nelligan,  Exec  Off.  9650 
Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  GROUP  PSYCHOTHERAPY  ASSOCIA- 
TION, Boston,  Feb  3-7,  1976.  Ms.  M Block,  Admn  Sec, 
1865  Broadway,  12th  Floor,  New  York  10023. 

AMERICAN  SOCIETY  OF  CONTEMPORARY  MEDI- 
CINE AND  SURGERY,  Bal  Harbour,  Fla,  Feb  29-Mar  5, 
1976.  Dr.  John  G Bellows,  Dir,  30  N Michigan  Ave,  Chi- 
cago 60602. 

a DISTRICT  I MEDICAL  SOCIETY  OF  THE  TEXAS 
MEDICAL  ASSOCIATION,  El  Paso.  Feb  7,  1976.  Dr. 
Laurance  N Nickey,  Sec-Treas,  1515  N Oregon,  El  Paso 
79902. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS.  San  Antonio,  Feb  26-27,  1976.  SE  Cock- 
rell, Jr,  Exec  Off,  202  W French  Place,  San  Antonio  78212. 

NOAH  WORCESTER  DERMATOLOGICAL  SOCIETY, 
Hollywood,  Fla,  Feb  28-Mar  6,  1976.  Dr.  H Plotnick,  Sec- 
Treas,  1150  David  Whitney  Bldg,  Detroit  48226. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLO- 
GY, Miami  Beach,  Fla.  Feb  29-Mar  5.  1976.  Dr.  John  Bel- 
lows, Exec  Off,  30  N Michigan  Ave,  Chicago  60602. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Houston.  Feb  18-20,  1976.  Mrs.  Floy  Bleker, 
Exec  Sec,  4300  N Lamar  Blvd.  Austin  78756. 

SOUTHEASTERN  SURGICAL  CONGRESS,  New  Or- 
leans, Feb  8-12,  1976.  Dr.  AH  Letton,  Sec-Dir,  315  Boule- 
vard NE,  Suite  500,  Atlanta  30312. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Galveston, 
Feb  23-26,  1976.  Robert  E Monroe,  Exec  Sec-Treas.  1117 
W 42nd,  Austin  78756. 


MARCH,  1976 

ALPHA  EPSILON  DELTA,  Tuscaloosa,  Ala,  Mar  31- 
Apr  3,  1976.  7 Brookside  Circle,  Bronxville,  NY  10708. 

AMERICAN  ACADEMY  OF  ALLERGY,  San  Juan,  PR, 
Mar  6-10,  1976.  JO  Kelley,  Exec  Off,  225  E Michigan 
St,  Milwaukee  63202. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  & 
BACTERIOLOGISTS,  Boston,  Mar  20-23,  1976.  9660 

Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  DIOPTER  & DECIBEL  SOCIETY,  San 
Diego,  Calif,  Mar  14-21,  1976.  Dr.  Albert  C Esposito, 
Exec  Dir,  Suite  100,  Medical  Center  Bldg.  420-422  11th 
St,  Huntington,  WVa  26701. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMA- 
COLOGY AND  THERAPEUTICS,  Seattle,  Mar  18-19, 
1976.  1718  Gallagher  Rd,  Norristown,  Pa  19410. 

ASPEN  RADIOLOGY  CONFERENCE,  Aspen,  Colo,  Mar 
1-6,  1976.  Registration  Division,  1818  Gaylord  St,  Denver 
80206. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDI- 
CAL INSTRUMENTATION,  Atlanta,  Mar  21-26,  1976. 
1901  N Ft  Myer  Dr,  Suite  602,  Arlington,  Va  22209. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  In- 
dia, Mar  17-Apr  4,  1976.  Exec  Offices,  147-41  Sanford 
Ave,  Flushing,  NY  11366. 

NEVADA  TUMOR  REGISTRY  OF  THE  NEVADA 
CANCER  CONTROL  INSTITUTE,  Las  Vegas,  Nev, 
Mar  11-12,  1976.  Ms.  Irene  S Peacock,  1800  W Charles- 
ton Blvd,  Las  Vegas,  Nev  89102. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY. 
New  Orleans,  Mar  29-Apr  1,  1976.  1430  Tulane  Ave, 
New  Orleans,  La  70112. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  New 
Orleans,  Mar  6-7,  1976.  Louis  R Giancola,  Exec  Dir, 
1400  Hicks  Rd,  Rolling  Meadows,  111  60008. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  McAllen,  Mar  11-13,  1976.  Iris  Wen- 
zel, 1801  N Lamar  Blvd,  Austin  78701. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Houston,  Mar 
4-6,  1976.  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin 
78701. 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema.  A one-week  trial 
period  IS  adequate  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications:  Children  14  years  or  less, 
senile  patients,  history  or  symptoms  of  G I in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia,  history  or 
presence  of  drug  allergy;  blood  dyscrasias, 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion; thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis, 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  ther- 
apy, existence  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition Itself  IS  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk  Serious,  even  fatal,  blood 
dyscrasias,  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes, appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals,  and  G. I tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient's weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car.  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions:  This  is  a potent  drug ; its 
misuse  can  lead  to  serious  results  Review  de- 
tailed information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis,  dys- 


pepsia, nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis, fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome,  Lyell  s syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia;  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98-146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 

BU  10259 


an  effective  combination  of  medication  ^ 
and  psychoiogy  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAMA  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg,  (10  grains);  magnesium  hydroxide,  N,F.,  150  mg.; 


aluminum  hydroxide  dried  gel,  150  mg, 

Unique  design.  In  shape,  size  and  color, 

GAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized’'  medication—one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positivety. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  1 0 grain 
increments. 


Economicat.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ey 

LABORATORIES 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Weiicoine  j North  Carolina  27709 
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TEXAS  MEDICINE 


ACCEPTED  CONCEPTS  IN  ANGINA  THERAPY* 

• Nitrates  are  the  first  line  of  defense 
against  angina  pectoris 

• The  therapeutic  goal  of  oral  nitrate  therapy 
Is  an  anaina-free  patient 


When  higher  dosage  is  necessary  in  the 
prophylaxis  of  angina 

prescribe 


HlTT 


(isosorbide 

dinitrate) 

20  mg. 


Scored,  oral  tablets 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg./day) 

• To  provide  prophylaxis  against  anginal  attacks  often  caused 
by  unavoidable  everyday  stress. 

•To  reduce  the  frequency  and  severity  of  angina  pectoris 
attacks.  (Not  intended  to  abort  the  acute  episode.) 


♦ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences — National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

"Possibly”  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 


Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 

Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Fleadache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  sendyou  reprints,  detailed  information  and/ or  professional  samples? 

IVES  LABORATORIES  INC.  A 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE® 
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for  young . . . old . . . in-between 


For  effectiveness  — Recommend  Rhinall  with  confidence  for 
short-term  therapy  in  the  acute  stage  of  nasal  congestion. 
Whether  in  spray  or  drops,  Rhinall  brings  fast,  temporary  re- 
lief from  stuffy  nose. 

For  safety  — Why  use  a “long-acting”  decongestant,  with  its 
contraindications,  for  short-term  therapy?  Rhinall  is  safe  and 
dependable  when  used  as  directed. 

For  children!  — Rhinall-10  (Phenylephrine  0.2%)  is  the  fla- 
vored nose  drop,  its  mild  strength  is  specially  formulated  for 


children.  Isotonic  — pH  is  adjusted  to  minimize  stinging  £ 
burning.  Cherry  flavor  makes  it  pleasant  to  use.  Parents  app 
ciate  Rhinall-10  because  it’s  easy  to  administer,  restores  fi 
breathing. 

For  convenience  — Regular  Rhinall  is  available  in  drc 
or  easy-to-use  spray.  And  Rhinall  products  require 
prescription. 

First  TCXUS  Pliurmaccuticuls,  Inc.  Oallas,  Texas  75J34 

the  Concern  for  Care 


Rhinall  drops  and  spray  contain:  Phenylephrine  HCI  U.S.P.  (0.25%), 
Chlorobutanol  (0.15%),  Sodium  Bisulfite  (0.03%),  Benzalkonium  Chlo- 
ride (1:10,000).  In  an  Isotonic  Saline  Solution. 


Rhinall-10  contains:  Phenylephrine  HCI  U.S.P.  (0.2%),  Chlorobuta 
(0.15%),  Sodium  Bisulfite  (0.03%),  Benzalkonium  Chloride  (1:10, 0( 
in  an  Isotonic  Saline  Solution. 


CONTINUING  EDUCATION  COURSES 


OCTOBER 

Cancer 

Title:  Leukemia:  Causes,  Treatment, 

New  Concepts  and  Roles 
Sponsors:  UT  Health  Science  Center  at 
San  Antonio;  UT  School  of  Nursing; 

The  Leukemia  Society  of  America,  Inc 

Dates:  Oct  9-10,  1975 

Credit:  12  elective  hours,  AAFP; 

12  hours.  Category  I,  AMA  Physician’s 
Recognition  Award 

Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio,  Room  409-410L 
Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at 
San  Antonio,  7703  Floyd  Curl  Dr, 

San  Antonio  78284 

Fractures 

Title:  Fractures:  Keep  out  of  Trouble 
in  the  Emergency  Room 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  La  Posada  Motor 
Hotel,  Laredo 
Dates:  Oct  25-26,  1975 
Duration:  Continuous;  11/2  days; 

7 total  hours  instruction 
Fee:  $85 

Designed  For:  Pediatricians,  family 
physicians,  emergency  room  physicians 
Enrollment:  Minimum,  30 
Credit:  7 prescribed  hours,  AAFP; 
Category  I,  AMA  Physician’s 
Recognition  Award 
Teaching  Methods:  Audiovisual 
materials,  lecture,  open  question 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean 
for  Continuing  Medical  Education, 

UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Dr, 

San  Antonio  78284 

General  Medicine 

Title:  Management  of  Reproductive 
System  Disorders  in  Teenagers  (Dr. 

Emil  Steinberger  and  Dr.  Keith  D Smith) 


Sponsors:  Harris  County  Academy  of 
Family  Physicians;  Dept  of  Reproductive 
Medicine,  UT  Medical  School  at 
Houston 

Location  of  Course:  Auditorium,  Jesse 
H Jones  Library  Bldg,  UT  Health 
Science  Center,  Houston 
Date:  Oct  13,  1975 
Duration:  1 session;  1 hour  of 
instruction 

Designed  For:  General  practice  and 
part  time  specialty;  Full  time  specialty 
Credit:  1 prescribed  hour,  AAFP; 
Category  1,  AMA  Physician’s 
Recognition  Award 
Teaching  Methods:  Audiovisual 
materials,  lecture 
Contact:  Dr.  Cassie  E Stuermer, 

Chmn,  Program  Committee,  Harris 
County  Academy  of  Family  Physicians, 
103  Jesse  H Jones  Library  Bldg, 
Houston  77025 


Title:  Symposium  on  Management  of 
Renal  Disease  (See  UROLOGY) 


Hematology 

Title:  Hematology  Review 
Sponsor:  Scott  and  White  Memorial 
Hospital  and  Scott,  Sherwood  and 
Brindley  Foundation,  Research  and 
Education  Division 
Location  of  Course:  Sid  Richardson 
Auditorium,  Scott  and  White 
Memorial  Hospital,  Temple 
Dates:  Oct  24-25,  1975 
Contact:  Dr.  NC  Hightower,  Scott  and 
White  Memorial  Hospital  and  Scott, 
Sherwood  and  Brindley  Foundation, 
Research  and  Education  Division, 
Temple,  Tex  76501 


Internal  Medicine 

Title:  The  Undescended  Testicle 
(See  UROLOGY) 


Title:  Symposium  on  Management  of 
Renal  Disease  (See  UROLOGY) 


Malignant  Disease 

Title:  The  Keener  Robinson  Moseley 
Pediatric  Oncology  Conference 
(See  PEDIATRICS) 


Obstetrics  & Gynecology 

Title:  What’s  New  and  Important  in 

Obstetrics  and  Gynecology 

Sponsors:  Dept  of  Obstetrics  and 

Gynecology,  UT  Southwestern  Medical 

School;  A Webb  Roberts  Center  for 

Continuing  Education 

Location  of  Course:  UT  Health  Science 

Center,  5323  Harry  Hines  Blvd,  Dallas 

Dates:  Oct  14-18,  1975 

Fee:  $350  complete  course,  $250  basic 

course,  $100  pathology  only 

Designed  For:  Obstetricians, 

gynecologists 

Teaching  Method:  Lecture 

Contact:  A Webb  Roberts  Center  for 

Continuing  Education,  3500  Gaston 

Ave,  Dallas  75246 


Ophthalmology 

Title:  Ophthalmology  and  Otolaryn- 
gology for  the  Primary  Care  Physician 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  Lakeway  Inn, 

Austin 

Dates:  Oct  6-10,  1975 
Fee:  $250 

Credit:  20  prescribed  hours,  AAFP; 

20  hours.  Category  I,  AMA  Physician’s 
Recognition  Award 
Teaching  Methods:  Audio-visual 
materials,  lecture,  demonstration, 
work  sessions  with  teaching  models 
Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at 
San  Antonio,  7703  Floyd  Curl  Dr, 

San  Antonio  78284 
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Title:  International  Symposium  on 
Intraocular  Lens  Technology 
Sponsor:  Program  in  Ophthalmology, 

UT  Medical  School  at  Houston 
Location  of  Course:  Hyatt  Regency, 
Houston 

Dates:  Oct  31-Nov  1,  1975 
Duration:  Continuous;  2 days; 

14  course  hours 
Fee:  $200 

Teaching  Methods:  Audiovisual  material, 
lecture,  open  question 
Contact:  Dr.  Charles  A Garcia,  6436 
Fannin,  Suite  401,  Houston  77025 


Orthopedic  Surgery 

Cancelled:  Moore  Lectureship  in 
Orthopedic  Surgery,  A Webb  Roberts 
Center  for  Continuing  Education, 
Dallas,  October,  1975 


Other:  Nephrology 

Title:  Symposium  on  Management  of 
Renal  Disease  (See  UROLOGY) 


Pediatrics 

Title:  The  Keener  Robinson  Moseley 
Pediatric  Oncology  Conference 
Sponsors:  Children’s  Medical  Center  of 
Dallas;  Dept  of  Pediatrics,  UT  Health 
Science  Center  at  Dallas  (Southwestern 
Medical  School) 

Date:  Oct  10,  1975 
Contact:  Dr.  Jo  Ann  M Cornet,  Dept  of 
Pediatrics,  5323  Harry  Hines  Blvd, 
Dallas  75235 


Radiology  & Radioisotopes 

Title:  Nuclear  Medicine  Visiting 
Fellowship 

Sponsors:  St.  Paul  Hospital,  Dallas; 
American  College  of  Radiology 
Location  of  Course:  St.  Paul  Hospital, 
Dallas 


Date:  May  and  October,  1975 
Duration:  Ck)ntinuous;  12  days;  8 hours 
instruction  per  day 
Fee:  $150 

Designed  For:  Postgraduate  traineeship; 
Full  time  specialty  in  Radiology 
Enrollment:  Maximum,  2 
Credit:  AMA,  ACR 

Teaching  Methods:  Audiovisual  ma- 
terials, clinical  conference,  enrollee 
observes  procedure,  enrollee  performs 
procedure,  laboratory  work,  lecture, 
open  question,  patient  demonstration, 
programmed  instruction 
Contact:  Dr.  RW  McConnell,  Dir,  Dept 
of  Nuclear  Medicine,  St.  Paul  Hospital, 
5909  Harry  Hines  Blvd,  Dallas  75235 


Cancelled:  Annual  Gilbert  Seminar  in 
Radiology,  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas, 
October,  1975 


Urology 

Title:  The  Undescended  Testicle 

Sponsor:  A Webb  Roberts  Center  for 

Continuing  Education 

Location  of  Course:  Beasley  Auditorium, 

Baylor  University  Medical  Center,  Dallas 

Date:  Oct  8,  1975 

Fee:  None 

Designed  For:  Urologists,  internists 
Teaching  Method:  Lecture 
Contact:  Dr.  George  J Race,  Dean, 

A Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston  Ave, 

Dallas  75246 

Title:  Symposium  on  Management  of 
Renal  Disease 

Sponsors:  The  Kidney  Foundation  of 
Houston  and  the  Greater  Gulf  Coast; 
Baylor  College  of  Medicine,  Houston; 

UT  Medical  School  at  Houston 

Location  of  Course:  Marriott  Motor 

Hotel,  Houston 

Dates:  Oct  31-Nov  1,  1975 

Duration:  Continuous;  2 days;  8V2  hours 

instruction  per  day 

Fee:  $20 


Designed  For:  General  practice  and  part 
time  spyecialty;  Full  time  specialty; 
pediatricians,  internists,  nephrologists 
Teaching  Methods:  Panel,  discussion 
Contact:  Dr.  FX  Schloeder,  Chmn,  Medi- 
cal Advisory  Committee,  Kidney  Foun- 
dation, Veterans  Administration  Hospi- 
tal, 2002  Holcombe,  Houston  77031 


NOVEMBER 

Arthritis  & Rheumatism 

Title:  Arthritis  Symposium  on  Office 
Practice 

Sponsors:  West  Texas  Chapter,  Arthritis 
Foundation,  Midland;  Texas  Tech  Uni- 
versity School  ®f  Medicine,  Lubbock 
Location  of  Course:  Villa  Inn  Motel, 
Amarillo 

Date:  Nov  8,  1975 

Duration:  1 day;  7 hours  of  instruction 
Fee:  $20 

Designed  For:  Practicing  physicians  and 
residents;  Full  time  specialty  in  internal 
medicine,  arthritis  & rheumatism 
Enrollment:  Minimum,  10 
Credit:  7 hours,  AAFP;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel, 
seminar;  Special  guest  lecturer.  Dr. 
Ronald  Kaye,  Palo  Alto,  Calif 
Contact:  Dr.  Charles  W Seward,  Pres, 
Panhandle  Division,  Arthritis  Founda- 
tion Medical  Board,  PO  Box  3460, 
Amarillo  79106 


Basic  Sciences:  Microbiology  & 
Immunology 

Title:  Second  Texas  Medical  Center 
Symposium  on  Infectious  Disease  and 
Microbiology 

Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; Baylor  College  of  Medicine;  UT 
System  Cancer  Center,  MD  Anderson 
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Hospital  and  Tumor  Institute,  Hous- 
ton; Houston  Association  of  Medical 
Microbiologists 
Date;  Nov  7,  1975 

Teaching  Methods:  Lecture,  clinical  and 
laboratory  seminars 
Contact:  The  Office  of  the  Dir,  UT  Health 
Science  Center  at  Houston,  Division  of 
Continuing  Education,  PO  Box  20367, 
Houston  77025 


Malignant  Disease 

Title:  20th  Annual  Clinical  Conference: 
Neoplasms  of  the  Skin  and  Malignant 
Melanoma 

Sponsors:  UT  System  Cancer  Center, 

MD  Anderson  Hospital  and  Tumor  In- 
stitute, Houston;  UT  Health  Science 
Center  at  Houston;  American  Cancer 
Society 

Location  of  Course:  Shamrock  Hilton 

Hotel,  Houston 

Dates:  Nov  13-14,  1975 

Duration:  Continuous;  2 days;  6V2  hours 

instruction  per  day 

Fee:  None 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Enrollment:  Maximum,  1,200 
Credit:  13  hours 

Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  lecture,  open 
question,  panel 

Contact:  Dr.  George  R Blumenschein, 
Assistant  Dir  for  Education,  UT  System 
Cancer  Center,  MD  Anderson  Hospital 
and  Tumor  Institute,  6723  Bertner  Ave, 
Houston  77025 


Title:  8th  Annual  Special  Pathology  Pro- 
gram: “Problems  in  Histopathological 
Diagnosis  of  Neoplasms  of  the  Skin: 
Selected  Case  Material” 

Sponsors:  Dept  of  Pathology,  UT  System 
Cancer  Center,  Houston;  Texas  Society 
of  Pathologists 

Location  of  Course;  Shamrock  Hilton 
Hotel,  Houston 


Date:  Nov  15,  1975 
Duration:  Continuous;  V2  day;  4 hours 
of  instruction 
Fee:  None 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Enrollment:  1,200 

Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  lecture,  open 
question,  panel,  seminar 
Contact:  Dr.  George  R Blumenschein, 
Assistant  Dir  for  Education,  UT  System 
Cancer  Center,  MD  Anderson  Hospital 
and  Tumor  Institute,  6723  Bertner  Ave, 
Houston  77025 


Ophthalmology 

Cancelled:  Tumor  Symposium;  Program 
in  Ophthalmology,  UT  Medical  School 
at  Houston;  November,  1975 


Orthopedic  Surgery 

Title:  The  Foot:  Child  and  Adult  (Ameri- 
can Academy  of  Orthopaedic  Surgeons 
Continuing  Education  Course) 
Sponsors:  American  Academy  of  Or- 
thopaedic Surgeons;  A Webb  Roberts 
Center  for  Continuing  Education,  Dallas 
Location  of  Course:  Marriott  Motor 
Hotel,  Dallas 
Dates:  Nov  6-8,  1975 
Duration:  Continuous;  3 days 
Fee;  AAOS  members,  $150;  Nonmem- 
bers and  other  physicians,  $200;  Resi- 
dents and  allied  health  personnel,  $100 
Designed  For;  General  practice  and  part 
time  specialty;  Full  time  specialty 
Enrollment:  250;  maximum,  300 
Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 

Teaching  Methods:  Lecture,  open  ques- 
tion, panel 

Contact:  Dr.  F Leon  Ware,  3600  Gaston 
Ave,  Suite  303,  Dallas  75246;  or  Dr. 
George  J Race,  Dean,  A Webb  Roberts 
Center  for  Continuing  Education,  3500 
Gaston  Ave,  Dallas  75246 


Pediatrics 

Title:  Newborn  Seminar 

Sponsor;  A Webb  Roberts  Center  for 

Continuing  Education 

Location:  Beasley  Auditorium,  Baylor 

University  Medical  Center 

Date:  Nov  5,  1975 

Duration:  V2  day 

Fee;  None 

Designed  for:  Pediatricians  and 
obstetricians 

Teaching  Method;  Lecture 
Contact:  A Webb  Roberts  Center  for 
Continuing  Education,  3500  Gaston  Ave, 
Dallas  75246 


Physical  Medicine  & Rehabilitation 

Title:  Sexual  Attitude  Reassessment 
(SAR)  Workshops 

Sponsor:  Texas  Institute  for  Rehabilita- 
tion and  Research 

Location  of  Course:  Texas  Institute  for 
Rehabilitation  and  Research,  Texas 
Medical  Center,  Houston 
Dates:  6 weekends;  call  or  write  contact 
for  dates 

Duration:  Continuous;  2V2  days;  20 
total  course  hours 
Fee:  $65 

Designed  For:  General  Practice  and  part 
time  specialty;  Full  time  specialty 
Teaching  Methods:  Audiovisual  mate- 
rials, small  group  discussion,  open 
question,  panel 
Enrollment:  Maximum,  60 
Contact;  Ms.  Joyce  Salhoot,  Chairper- 
son, Program  in  Human  Sexuality,  Texas 
Institute  for  Rehabilitation  and  Re- 
search, 1333  Moursund  Ave,  Houston 
77025 


Surgery 

Postponed:  Consultation  on  the  Jaundic- 
ed Patient;  UT  Health  Science  Center  at 
San  Antonio;  Nov  22-23,  1975 
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The  American  Society  For  Dermatologic  Surgery, 
The  American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Inc., 

The  American  Association  of  Cosmetic  Surgeons 

ANNOUNCE 
THE  THIRD  ANNUAL 

Hair  Transplant 

Symposium  and  Workshop 

Multi-discipline  faculty  including:  dermatologists, 
otolaryngologists,  regional  and  general  plastic  sur- 
geons. 

Attendance  Limited 


February  13th  and  14th,  1976 

FEE  5500°° 

The  Stough  Dermatology  and 
Cutaneous  Surgery  Clinic,  P.A. 

Doctors  Park 

Hot  Springs,  Arkansas  71901 

For  further  information,  contact: 

Program  Director,  D.B.  Stough,  III, 

M.D.  at  above  address. 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 
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PROLOID^  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid.  It  con- 
tains the  known  calorigenically  active  components. 
Sodium  Levothyroxine  {T4)  and  Sodium  Liothyro- 
nine  (T3).  Proloid  (thyroglobulin)  conforms  to  the 
primary  USP  specifications  for  desiccated  thyroid— 
for  iodine  based  on  chemical  assay— and  is  also 
biologically  assayed  and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the  So- 
dium Levothyroxine  and  Sodium  Liothyronine  con- 
tent of  Proloid  (thyroglobulin)  is  routinely  employed. 

The  ratio  of  T4  and  T3  In  Proloid  (thyroglobulin) 
is  approximately  2.5  to  1. 

Proloid  (thyroglobulin)  Is  stable  when  stored  at 
usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid  re- 
placement therapy  for  conditions  of  inadequate  en- 
dogenous thyroid  production:  e.g..  cretinism  and 
myxedema.  Replacement  therapy  will  be  effective 
only  in  manifestations  of  hypothyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyroglobu- 
lin) may  be  tried  therapeutically,  in  nonemergency 
situations,  in  an  attempt  to  reduce  the  size  of  such 
goiters. 

Contraindication.  Thyroid  preparations  are  contra- 
indicated m the  presence  of  uncorrected  adrenal 
insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used  in  the 
presence  of  cardiovascular  disease  unless  thyroid- 
replacement  therapy  is  clearly  indicated.  If  the  lat- 
ter exists,  low  doses  should  be  instituted  beginning 
at  0.5  to  1.0  grain  (32  to  64  mg)  and  increased  by 
the  same  amount  in  increments  at  two-week  inter- 
vals. This  demands  careful  clinical  judgment 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  adminis- 
tered, It  hypopituitarism  is  present,  the  adrenal  de- 
ficiency must  be  corrected  prior  to  starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to  thy- 
roid and  dosage  should  be  started  at  a very  low 
level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations  this 
drug  will  alter  results  of  thyroid  function  tests. 
Adverse  Reactions.  Overdosage  or  too  rapid  in- 
crease in  dosage  may  result  in  signs  and  symptoms 
of  hyperthyroidism,  such  as  menstrual  irregulari- 
ties, nervousness,  cardiac  arrhythmias,  and  angina 
pectoris. 

Dosage  and  Administration.  Optimal  dosage  is 
usually  determined  by  the  patient’s  clinical  re- 
sponse. Confirmatory  tests  include  BMR,  T3'3ii 
resin  sponge  uptake,  T3'3ii  red  cell  uptake,  Thyro 
Binding  Index  (TBI),  and  Achilles  Tendon  Reflex 
Test.  Clinical  experience  has  shown  that  a normal 
FBI  (3.5-8  mcg/100  ml)  will  be  obtained  in  patients 
made  clinically  euthyroid  when  the  content  of  T4 
and  T3  is  adequate.  Dosage  should  be  started  in 
small  amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual  main- 
tenance dose  is  0.5  to  3,0  grains  (32  to  190  mg) 
daily 

Instructions  for  Use.  The  following  conversion 
table  lists  the  approximate  equivalents  of  other 
thyroid  preparations  to  Proloid  (thyroglobulin)  when 
changing  medication  from  desiccated  thyroid,  T4 
(sodium  levothyroxine),  T3  (sodium  liothyronine),  or 
T4/T3  (liotrix). 


CONVERSION  TABLE 


Dose  of 
Proloid 
{thyro- 
globulin) 

Dose  of 
Desic- 
cated 
Thyroid 

Dose  of  T4 
(sodium 
levo- 

thyroxine) 

Dose  of  T3 
(sodium 
lio- 
thyronine) 

Dose  of  liotrix 

(Td/Ti) 

1 grain 

1 grain 

0.1  mg 

25  meg 

1 ( 60  mcg/15  meg) 

2 grains 

2 grams 

0 2 mg 

50  meg 

ttl  (120  mcg/30  meg) 

3 grains 

3 grains 

0.3  mg 

75  meg 

#3  (180  mcg/45  meg) 

4 grains 

4 grains 

0.4  mg 

100  meg 

5 grains 

5 grains 

0.5  mg 

125  meg 

In  changing  from  Thyroid  USP  to  Proloid  (thyro- 
globulin), substitute  the  equivalent  dose  of  Proloid 
(thyroglobulin).  Each  patient  may  still  require  fine 
adjustment  of  dosage  because  the  equivalents  are 
only  estimates. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  unusual 
bowel  motility.  Angina  pectoris  or  congestive  heart 
failure  may  be  induced  or  aggravated.  Shock  may 
develop.  Massive  overdosage  may  result  in  symp- 
toms resembling  thyroid  storm.  Chronic  excessive 
dosage  will  produce  the  signs  and  symptoms  of 
hyperthyroidism. 

(Treatment:  In  shock,  supportive  measures  should 
be  utilized.  Treatment  of  unrecognized  adrenal  in- 
sufficiency should  be  considered.) 

Supplied.  'A  grain  tablets  in  bottles  of  100  (N0047- 
0250-51)  and  1000  (N  0047-0250-60);  'h  grain  tab- 
lets in  bottles  of  100  (N0047-0251-51)  and  1000  (N 
0047-0251-60):  scored  1 grain  tablets  in  bottles  ol 
100  (N 0047-0252-51)  and  1000  (N 0047-0252-60) ; 
1 Vj  grain  tablets  in  bottles  of  100  (N0047-0253-51) 
and  1000  (N  0047-0253-60);  scored  2 grain  tablets 
in  bottles  of  100  (N 0047-0257-51 );  3 grain  tablets 
in  bottles  of  100  (N 0047-0254-51 ) and  1000  (N 
0047-0254-60):  scored  5 grain  tablets  in  bottles  of 
100  (N  0047-0255-51)  and  1000  (N  0047-0255-60). 
Full  information  is  available  on  request.  P.GP-51  4/c 

WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  N.J,  07950 
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Improving  on  nature... 

from  the  rough,  uncut  stone 
to  the  finished  gem 
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In  thyroid  therapy  too...  ' t 

all  the  qualities  of  the  "natural"  with  the 

added  improvements  of  man... 


Proloid' 

(thyroglobulin) 


^ "H.  «* 


natural  thyroid... but  uniquely  purified 

Devoid  of  any  glandular  debris, 
natural  thyroid... but  triply  standardized 
Standardized  chemically,  biologically, 
and  (at  intervals)  clinically,  for  consistent 
metabolic  activity  from  batch  to  batch, 
natural  thyroid . . . but  consistently  fresh 
Potency  undiminished  for  up  to  4 years 
under  proper  storage  conditions. 

It  all  adds  up  to  natural  thyroid  with  the 
added  improvements  of  man. 

Please  see  adjoining  column  for  brief  summary  of  prescribing  information. 


Central  action 

Catapres  appears  to  lower 
blood  pressure  through 
central  alpha-adrenergic 
stimulation,  as  shown  in 
animal  studies.  This  results 
in  diminution-but  not 
blocking- of  sympathetic 
outflow  from  cardioaccelera- 
tor  and  vasoconstrictor 
centers  in  the  medulla. 


Not  a “depleter”, 
“blocker”,  “inhibitor”  or 
“false  transmitter” 


Not  a rauwolf  ia 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Normal  hemodynamic  responses  to  exercise 
are  unaffected 


Renal  blood  flow  and  glomerular  filtration  rate 
essentially  unchanged 


Mild  to  moderate  potency 


The  most  common  side  effects  are  dry  mouth,  drowsiness  and 
sedation.  These  generally  tend  to  diminish  with  continued  therapy. 
Other  potential  adverse  reactions  are  listed  m the  Brief  Summary. 


Boehringer  Ingelheim 

Boehringer  Ingelheim  Ltd. 
Elmsford,  New  York  10523 


Catapres'^  (clonidlne  hydrochloride) 
Tablets  of  0.1  mg  and  0.2  mg 
Indication:  The  drug  is  indicated  in  the 
treatment  of  hypertension.  As  an  antihy- 
pertensive drug,  Catapres  (clonidine 
hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general 
treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed 
for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some 
patients  necessitating  a reevaluation  of 
therapy. 

Usage  in  Pregnancy:  In  view  of  embryo- 
toxic  findings  in  animals,  and  since  infor- 
mation on  possible  adverse  effects  in 
pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended 
in  women  who  are  or  may  become  preg- 
nant unless  the  potential  benefits  outweigh 
the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience 
is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 
Precautions:  When  discontinuing  Catapres 
(clonidine  hydrochloride),  reduce  the  dose 
gradually  over  2 to  4 days  to  avoid  a pos- 
sible rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  dis- 
continue therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive 
encephalopathy  and  death  have  been  re- 
corded after  cessation  of  clonidine  hydro- 
chloride therapy.  A causal  relationship  has 
not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise 
in  blood  pressure,  should  it  occur,  can  be 
reversed  by  resumption  of  clonidine 
hydrochloride  therapy  or  by  intravenous 
phentolamine.  Patients  who  engage  in 
potentially  hazardous  activities,  such  as 
operating  machinery  or  driving  should  be 
advised  of  the  sedative  effect.  This  drug 
may  enhance  the  CNS-depressive  effects 
of  alcohol,  barbiturates  and  other  seda- 
tives. Like  any  other  agent  lowering  blood 
pressure,  clonidine  hydrochloride  should 
be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial 
infarction,  cerebrovascular  disease  or 
chronic  renal  failure. 

As  an  integral  part  of  their  overall  long- 
term care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive 
periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug- 
related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres,  in 


several  studies  the  drug  produced  a dose- 
dependent  increase  in  the  incidence  and 
severity  of  spontaneously  occurring  retinal 
degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common 
reactions  are  dry  mouth,  drowsiness  and 
sedation.  Constipation,  dizziness,  head- 
ache, and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish 
with  continued  therapy.  The  following  re- 
actions have  been  associated  with  the  drug, 
some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been 
established).  These  include:  Anorexia, 
malaise,  nausea,  vomiting,  parotid  pain, 
mild  transient  abnormalities  in  liver  func- 
tion tests;  one  report  of  possible  drug- 
induced  hepatitis  without  icterus  and 
hyperbilirubinemia  in  a patient  receiving 
clonidine  hydrochloride,  chlorthalidone 
and  papaverine  hydrochloride. 

Weight  gain,  transient  elevation  of  blood 
glucose,  or  serum  creatine  phospho- 
kinase;  congestive  heartfailure,  Raynaud's 
phenomenon;  vivid  dreams  or  nightmares, 
insomnia,  other  behavioral  changes,  ner- 
vousness, restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic 
edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash, 
impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or 
burning  of  the  eyes,  dryness  of  the  nasal 
mucosa,  pallor,  gynecomastia,  weakly 
positive  Coombs'  test,  asymptomatic  elec- 
trocardiographic abnormalities  manifested 
as  Wenckebach  period  or  ventricular 
trigeminy. 

Overdosage:  Profound  hypotension,  weak- 
ness, somnolence,  diminished  or  absent 
reflexes  and  vomiting  followed  the  acci- 
dental ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from 
19  months  to  5 years  of  age.  Gastric  lavage 
and  administration  of  an  analeptic  and 
vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous 
doses  of  10  mg  at  30-minute  intervals 
usually  abolishes  all  effects  of  Catapres 
(clonidine  hydrochloride)  overdosage. 

How  Supplied:  Catapres,  brand  of  cloni- 
dine hydrochloride,  is  available  as  0.1  mg 
(tan)  and  0.2  mg  (orange)  oval,  single- 
scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full 
prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  GmbH 
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Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Surgical  treatment 
of  some  complications 
of  coronary  artery  disease 

Gerald  M.  Lawrie,  MB,  BS  (Sydney);  George  C.  Morris,  Jr.,  MD;  Don  W.  Chapman,  MD 


Direct  coronary  artery  surgery  has  revolu- 
tionized the  management  of  coronary 
artery  disease,  and  its  increasing  applica- 
tion should  reduce  the  incidence  of  the 
serious  surgical  complications  of  this  com- 
mon condition. 

Diffuse  ventricular  dysfunction,  ventri- 
cular aneurysm,  mitral  insufficiency,  acute 
ventricular  septal  defect  and  cardiac 
rupture,  and  arrhythmias  secondary  to 
coronary  artery  disease  have  all  been 
treated  successfully  by  surgery,  with  stead- 
ily improving  results.  The  addition  of  direct 
revascularization  to  established  procedures 
has  brought  improved  prospects  for  relief. 

Introduction 

The  surgical  treatment  of  coronary  artery 
disease  by  aortocoronary  bypass  grafting 
employing  saphenous  vein  has  increased 
exponentially  during  the  past  seven  years. 
Long-term  observation  of  the  results  of 
surgery  supports  its  effectiveness  in  reliev- 
ingangina  pectoris  and  prolonging  life.^’^ 
Graft  patency  has  been  maintained  at  ac- 
ceptable levels  (Fig  1).  Recognition  and 
treatment  of  lesions  known  to  be  asso- 


ciated with  high  mortality,  such  as  left  main 
coronary  artery  obstruction  (Fig  2),  has 
reduced  the  incidence  of  myocardial  in- 
farction and  death. 

However,  despite  this  success,  certain 
problems  remain.  The  treatment  of  the 
“uncomplicated”  established  acute  myo- 
cardial infarction  by  emergency  surgery 
seems  logical  in  order  to  preserve  myocar- 
dium by  direct,  early  revascularization  and 
reduce  early  mortality,  but,  at  present,  con- 
servative management  produces  superior 
results.  Some  encouraging  results  have 
been  reported  concerning  the  treatment  of 

1.  Graft  patency  in  159  patients  restudied  up  to  68 
months  after  surgery. 
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2.  Preoperative  and  postoperative  coronary  arteri-  and  left  main  coronary  lesion.  Graft  was  patent 

ograms  of  a 53-year-old  man  with  severe  angina  and  patient  asymptomatic  four  years  after  surgery. 
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unstable  angina  pectoris  and  evolving 
myocardial  infarctions. ^ In  general,  how- 
ever, surgery  other  than  for  elective  revas- 
cularization is  performed  only  for  compli- 
cations of  coronary  artery  disease.  The 
most  important  and  common  of  these  are 
discussed  in  this  article. 

Diffuse  Ventricular  Dysfunction 

In  accumulatingexperience  in  the  surgical 
treatment  of  coronary  artery  disease,  we 
have  seen  many  patients  with  congestive 
heart  failure,  usually  with  angina  pectoris, 
secondary  to  diffuse  muscle  damage  from 
advanced  coronary  artery  disease.  In  some 
cases,  there  has  been  no  discrete  episode 
of  myocardial  infarction. 

While  these  patients  obviously  are  at 


higherthan  usual  surgical  risk,  they  are 
the  ones  with  the  most  demanding  symp- 
toms, are  least  responsive  to  medical 
treatment,  and  have  the  most  to  gain  from 
some  further  therapeutic  procedure. 

The  patients  under  consideration  have 
symptoms  and  signs  of  congestive  heart 
failure,  are  in  New  York  Heart  Association 
functional  Class  III  or  IV,  and  have  been 
treated  with  digitalis  and  diuretics.  Cardiac 
catheterization  reveals  either  generalized 
poor  contractility  of  the  left  ventricle  or 
poor  left  ventricular  function  with  more 
localized  areas  of  dyskinesis.  Left  ventricu- 
lar pressures  are  usually  greater  than  20 
mm  of  Hg.  The  selection  of  patients  from 
this  group  who  will  have  an  acceptable 
surgical  risk  and  a prospect  for  good  long- 
term relief  is  difficult.  Absolute  values  of 


3.  Ventriculograms  of  a 46-year-old  man  with  grafts  were  performed  to  LAD  and  right  coronary 

severe  congestive  heart  failure,  no  angina.  Bypass  arteries. 
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end-diastolic  pressure,  ejection  fractions 
and  ventriculographic  findings  in  general 
have  not  proven  to  be  reliable  in  predicting 
success  except  in  extreme  cases.  The  most 
important  single  factor  has  been  the  pre- 
sence of  good  vessels  suitable  for  grafting 
distal  to  obstructive  lesions. 

The  best  overall  results  have  been  ob- 
tained in  patients  with  congestive  heart 
failure  and  angina  pectoris.  Angina  implies 
areas  of  ischemic  muscle  which  should  de- 
velop improved  contractility  after  revascu- 
larization. In  those  patients  with  diffuse 
and  severely  impaired  left  ventricular  func- 
tion but  no  angina,  the  myocardium  fre- 
quently is  damaged  irreversibly  and  exten- 
sively infiltrated  with  fibrous  tissue.  In  this 
group  of  patients,  the  long-term  results  are 
less  favorable.^'® 

Recently,  1,196  patients  undergoing  di- 
rect coronary  artery  revascularization  pro- 
cedures have  been  reviewed.®  Twenty-one 
percent  of  the  patients  had  congestive 
heart  failure  and  angina  pectoris.  Hospital 
30-day  mortality  was  8.4%  in  these  pa- 


tients compared  with  3.5%  for  the  whole 
group.  However,  late  mortality  has  been 
comparable  in  both  groups.  At  follow-up 
for  as  long  as  six  years,  the  annual  attrition 
rate  has  been  similar  in  both  groups  at 
about2.5%. 

Relief  of  angina  has  been  striking,  with 
only  15%  of  patients  still  experiencing  it 
after  surgery.  Some  degree  of  exertional 
dyspnea  remained  in  21  %,  and  orthopnea 
in  9%,  of  patients  (Fig4). 


4.  Improvement  in  symptoms  in  1,196  patients  fol- 
lowing revascularization  surgery. 


5.  Preoperative  chest  x-ray  of  patient  with  a left 
ventricular  aneurysm.  Note  the  calcification  in  the  aneuiysm. 
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In  some  patients,  follow-up  angiography 
has  shown  improvement  in  ventricular 
function  (Fig3)  but  in  many,  no  change 
can  be  detected  by  ventriculogram.  De- 
spite this  lack  of  angiographic  improve- 
ment, 64  % of  this  group  of  patients  who 
were  all  severely  disabled  preoperatively, 
have  been  able  to  return  to  work  after 
surgery. 

These  results  are  encouraging,  and  fur- 
ther experience  should  bring  continued 
improvement  in  operative  mortality  and 
long-term  relief. 

Ventricular  Aneurysm 

A ventricular  aneurysm  represents  the  end- 
stage  of  ischemic  injury  to  an  area  of  ven- 
tricular myocardium.  Its  presence  is  al- 
ways associated  with  severe  coronary 
artery  disease.'^ 

Ventricular  aneurysms  develop  in  12- 
15%  of  patients  following  acute  myo- 
cardial infarctions,^  but  also  are  seen  in 
patients  with  severe  coronary  artery  lesions 
without  a previous  myocardial  infarction.' 


6.  Same  patient.  Appearance  of  left  ventricle  at 
surgeiy. 


Most  ventricular  aneurysms  occur  on 
the  anterior  wall  or  apex  of  the  left  ventricle 
secondary  to  severe  obstructive  lesions  in 
the  left  anteriordescending  branch  of  the 
left  coronary  artery.  A small  number  of 
aneurysms  occur  in  the  posterior  left  ven- 
tricle, secondary  to  lesions  in  the  right 
coronary  artery  and  circumflex  branch  of 
the  left  coronary  artery.  Very  occasionally, 
the  right  ventricle  is  involved.® 

A true  ventricular  aneurysm  consists  of 
an  area  of  thin  dense  fibrous  tissue  or 
fibrous  tissue  interspersed  with  small 
areas  of  muscle.  The  aneurysm  usually 
contains  thrombus  and  is  usually  adherent 
to  the  pericardium  overlying  it.  Calcifica- 
tion may  occur  in  all  or  part  of  the  aneu- 
rysm (Figs  5,  6).  During  cardiac  systole, 
the  aneurysm  bulges  beyond  the  cardiac 
border.  Thinned-out  areas  of  poorly  con- 
tractile muscle  represent  a form  of  localiz- 
ed ventricular  dyskinesia  ratherthan  true 
aneurysm  and  are  considered  as  separate 
entities. 

The  diagnosis  of  a ventricular  aneurysm 
may  be  difficult  in  some  cases.  It  should  be 
suspected  in  patients  developing  persis- 
tent left  ventricular  failure  after  a myo- 
cardial infarction.  Careful  physical  ex- 
amination of  the  precordium  will  reveal  an 
abnormal  cardiac  impulse  in  the  majority 
of  cases. The  classically  described  elec- 
trocardiogram and  chest  x-ray  signs  fre- 
quently are  absent  in  these  patients.'^  Left 
ventriculography  provides  the  most  re- 
liable diagnostic  method  and  is  combined 
with  coronary  arteriography.  These  studies 
should  be  performed  if  an  aneurysm  is 
suspected  even  if  results  of  other  investiga- 
tions are  negative. 

Although  ventricular  aneurysms  are  rela- 
tively common,  onlya  minority  of  them  will 
require  surgical  excision.  The  two  most 
common  indications  for  surgery  are  persis- 
tent congestive  heart  failure  and  angina 
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pectoris.  Occasionally,  recurrent  systemic 
embolization  of  mural  thrombus  and  ar- 
rhythmias may  demand  treatment. 

The  use  of  cardiopulmonary  bypass  dur- 
ing excision  of  the  aneurysm  (and  the  re- 
cent addition  of  coronary  bypass  grafting 
where  possible)  has  provided  a safe  surgi- 
cal technique  forthese  patients  since  its 
introduction  in  1958.1°  Operation  can  be 
accomplished  with  a risk  of  less  than  8%. 

Surgical  results  are  favorable  in  this 
condition.  Congestive  heart  failure  re- 
sponds well  to  aneurysmectomy,  which  has 
been  shown  in  these  patients  to  produce 
significant  improvement  in  ejection  frac- 
tion, cardiac  index,  cardiac  percentage 
fiber  shortening,  ventricular  volume,  and 
left  ventricularend  diastolic  pressure. “ 


Angina  pectoris  is  also  relieved  in  the  ma- 
jority of  patients  operated  upon. 

The  use  of  coronary  bypass  grafting  in 
addition  to  simple  aneurysmectomy  has 
improved  results  by  improving  blood  sup- 
ply to  ischemic  myocardium  surrounding 
the  aneurysm.  With  aneurysms  secondary 
to  lesions  of  the  left  anterior  descending 
coronary  artery  branch,  direct  revasculari- 
zation of  the  ventricular  septum  has  pro- 
vided significant  improvement  in  its  blood 
supply. 

Mitral  Insufficiency 

As  the  incidence  of  postrheumatic  mitral 
valve  disease  has  declined,  mitral  insuf- 
ficiency resulting  from  coronary  artery  dis- 


7.  (Left)  Appearance  of  the  mitral  valve  at  surgery 
in  a 66-year-old  man  with  progressive  mitral  insuf- 
ficiency following  myocardial  infarction.  Prolapse 
of  the  posterior  leaflet  (arrow)  secondary  to  chordal 


rupture.  (Right)  Complete  competence  restored  by 
valvuloplasty  and  annuloplasty  of  posterior 
commissure  (arrow). 
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ease  is  being  recognized  with  increasing 
frequency. 

Mitral  insufficiency  occurs  in  these  pa- 
tients secondary  to  ruptured  chordae  ten- 
dinae,  or  to  papillary  muscle  dysfunction 
or  frank  rupture  of  all  or  part  of  a papillary 
muscle  due  to  ischemia  or  infarction  of  the 
muscle  ortheadjoiningarea  of  left  ventri- 
cular wall.  These  lesions  lead  to  prolapse 
of  the  affected  mitral  leaflet,  usually  the 
posterior,  into  the  left  atrium  during  ven- 
tricular systole,  causing  incompetence. 

Ventricular  dilation  secondary  to  diffuse 
myocardial  involvement  or  to  ventricular 
aneurysm  can  distortthe  relationship  of 
the  mitral  valve  leaflets  and  their  chordal 
attachments  to  the  papillary  muscles.  This, 
alongwith  dilation  of  the  mitral  annulus, 
may  also  lead  to  significant  mitral  in- 
sufficiency. 

Although  acute  papillary  muscle  and 
chordal  rupture  leadingto  rapid  circula- 
tory failure  have  been  reported, the  most 
common  clinical  presentation  is  the  ap- 
pearance of  a murmur  following  a myocar- 
dial infarction  in  a patient  who  previously 
had  no  signs  of  mitral  insufficiency.  The 
onset  of  a murmur  is  followed  usually  dur- 
ing the  next  12-36  months  by  a progressive 
increase  in  mitral  insufficiency  with  cor- 
responding clinical  deterioration.  In  pa- 
tients with  significant  cardiac  symptoms, 
the  severity  of  the  mitral  insufficiency  is 
assessed  best  by  left  ventricular  angio- 
graphy, combined  with  coronary  angio- 
graphy to  assess  the  severity  of  the  under- 
lying coronary  pathology. 

Treatment  is  by  mitral  valve  reconstruc- 
tion and  coronary  artery  bypass  surgery. 
The  mitral  valve  usually  requires  replace- 
ment with  a prosthesis. However,  some- 
times valve  competence  can  be  restored 
by  reconstruction  of  the  mitral  valve  by 
valvuloplasty  and  annuloplasty  (Fig  7). 


The  best  results  following  surgery  are 
obtained  in  those  patients  with  short  his- 
tories of  disease  (two  years  or  less)  and 
good  left  ventricular  function  in  whom 
valvular  insufficiency  is  the  main  cause  of 
symptoms.  In  those  patients  with  dilated, 
poorly  contractile  ventricles  and  mitral  in- 
competence secondary  to  cardiac  dilation, 
the  long-term  results  of  valve  replacement 
are  less  favorable.^^  The  application  of 
simultaneous  revascularization  has  im- 
proved results  significantly.^® 

Ventricular  Septal  Defect 

Acute  ventricular  septal  defect  (VSD)  is  an 
uncommon  but  serious  complication  of 
coronary  artery  disease.  It  is  seen  at  au- 
topsy in  1-2%  of  patients  dying  of  acute 
myocardial  infarction. 

The  muscular  ventricular  septum  usual- 
ly ruptures  between  two  days  and  two 
weeks  after  an  acute  myocardial  infarction 
as  the  necrotic  muscle  softens.  Most  com- 
monly, the  site  of  perforation  is  in  the  api- 
cal or  middle  portion  of  the  muscularsep- 
tum,  but  occasionally  it  is  inthe  superior 
portion.  Multiple  perforations  are  present 
in  about 40%  of  patients. 

Clinically,  the  diagnosis  of  an  acute  VSD 
should  be  suspected  early  after  acute  myo- 
cardial infarction  in  patients  who  develop 
severe  congestive  cardiac  failure  with  an 
associated  loud  holosystolic  murmur. 
Acute  mitral  insufficiency  may  be  difficult 
to  differentiate  clinically  from  a VSD.  Diag- 
nosis can  be  confirmed  by  cardiac  cathe- 
terization with  left  ventriculography  and 
coronary  arteriography. 

Surgical  treatment  of  this  lesion  carries 
a significant  risk,  but  mortality  without 
surgery  is  high.  In  one  series  of  91  pa- 
tients, 87  % died  in  the  first  two  months. 
Only4.5%  survived  more  than  a year.^'^ 
The  high  mortality  is  related  to  the  hemo- 
dynamic burden  of  a left-to-right  shunt  on 
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a left  ventricle  whose  function  is  already 
compromised  by  a major  myocardial 
infarction. 

Where  possible,  surgical  treatment  is 
best  deferred  for  six  weeks  to  three  months 
to  allow  some  healing  and  fibrosis  of  the 
margins  of  the  VSD  to  facilitate  closure. 
However,  in  critically  ill  patients  unrespon- 
sive to  medical  treatment,  acute  surgery 
still  offers  the  best  chance  of  survival.^® 

The  VSD  is  closed  by  direct  suture  or 
with  a Dacron  patch,  while  the  patient  is  on 
cardiopulmonary  bypass.  Significant  cor- 
onary artery  lesions  are  bypassed  at  the 
same  time.  Associated  acute  left  ventricu- 
lar aneurysms  sometimes  present  are  also 
treated.  The  prospects  for  survival  in  these 
critically  ill  patients  are  considerably  im- 
proved by  surgery.  In  65  patients  who  had 
surgical  closure  of  a VSD  after  acute  myo- 
cardial infarction,  58%  were  alive  at  two 
months,  while  32%  survived  more  than 
oneyear.^® 

Cardiac  Rupture 

Cardiac  rupture  is  the  cause  of  sudden 
death  in  2-5%  of  patients  following  acute 


8.  Left  subcostal  approach  to  the  heart.  Suitable 
sites  for  sutureless  screw-in  electrode  insertion  are 
marked  (X). 


myocardial  infarction. It  usually  occurs 
in  the  first  week  after  a myocardial  infarc- 
tion. Like  the  acute  VSD,  the  infarcted  myo- 
cardium softens.  An  intramural  hematoma 
then  forms,  which  ruptures  into  the  peri- 
cardium causing  an  acute  hemopericardi- 
um,  cardiac  tamponade,  and  sudden  death. 
However,  a few  patients  survive  a short 
time,  sufficient  for  resuscitation,  pericar- 
diocentesis, emergency  cardiac  catheteri- 
zation, and  direct  suture  of  the  heart  with 
the  patient  on  cardiopulmonary  bypass. 

Arrhythmias 

Arrhythmias  secondary  to  coronary  artery 
disease  occasionally  demand  surgical 
treatment. 

Left  ventricular  aneurysmectomy  may 
be  required  occasionally  to  control  ventri- 
cular arrhythmia  refractory  to  drug  thera- 
py, while  in  rare  cases,  acute  myocardial 
infarctectomy  has  been  performed  for  the 
same  indication. 

Although  complete  heart  block  occurs 
in  2-5%  of  patients  with  acute  myocardial 
infarction  (most  frequently  diaphragma- 
tic), it  is  almost  always  temporary  and 
can  be  treated  with  a temporary  transven- 
ous pacemaker. 

In  a few  patients,  however,  persistent 
complete  heart  block  develops  and  requires 
permanent  pacing. 

Recently,  an  approach  to  the  heart 
through  a left  subcostal  incision  has  been 
employed  which  enables  sutureless  screw- 
in  myocardial  electrodes  to  be  inserted 
with  minimal  morbidity  in  these  sick  pa- 
tients, providing  more  reliable  pacingthan 
the  transvenous  route  (Fig  8). 

Conclusion 

The  major  complications  of  coronary  artery 
disease  amenable  to  surgical  treatment 
have  been  outlined.  More  widespread 
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recognition  and  treatment  of  coronary 
artery  disease  in  its  earlier  stages  will  re- 
duce the  incidence  of  these  serious  com- 
plications. As  long-term  survival  after  sur- 
gery in  some  patients  is  limited  by  reinfarc- 
tion from  underlying  coronary  artery  dis- 
ease, the  addition  of  coronary  artery  by- 
pass surgery  to  established  procedures 
should  improve  significantly  the  prognosis 
forthese  seriously  ill  patients. 
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Double  aortic  arch 
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Seven  children,  ages  3 to  19  months,  were 
operated  on  for  significant  tracheal  ob- 
struction caused  by  vascular  ring  due  to 
persistence  of  a double  aortic  arch.  The 
history,  physical  examination,  and  barium 
esophagram  are  mainstays  in  the  diagnosis 
of  double  aortic  arch.  Operation  should  be 
performed  once  the  diagnosis  is  made, 
since  sudden  death  from  tracheal  obstruc- 
tion can  occur.  The  one  death  in  this  series 
resulted  from  failure  to  recognize  and  com- 
pletely divide  the  vascular  ring.  Long-term 
results  have  been  excellent  in  all  survivors, 
although  some  obstructive  symptoms  per- 
sisted for  weeks  to  months  in  two  patients. 

Introduction 

Noisy  respirations  are  common  in  the 
neonate  and  young  infant,  but  the  occur- 
rence of  stridor  should  alert  the  physician 
to  a potentially  serious  problem.  One  of 
the  causes  of  tracheal  obstruction  in  the 
neonate  and  young  infant  is  a vascular  ring 
anomaly,  most  commonly  caused  by  per- 
sistence of  a double  aortic  arch.  A recent 
case  emphasized  the  importance  of  this 
lesion  and  prompted  a review  of  this  entity 
at  The  University  of  Texas  Medical  Branch 
Hospitals. 

Clinical  Material  and  Results 

From  November  1960  through  July  1972, 
seven  children  had  operative  procedures 
for  correction  of  tracheo-esophageal  ob- 
struction due  to  a vascular  ring.  All  pre- 
sented with  symptoms  of  tracheal  ob- 
struction. Stridor,  recurrent  respiratory 
infections,  and  occasional  cyanotic  epi- 
sodes were  commonly  noted  by  parents. 
The  onset  occurred  soon  afterbirth  in  all 
patients  and  a frequent  chief  complaint  on 
admission  was  “difficulty  breathing.”  Stri- 
dor and  intercostal  retractions  were  com- 


monly noted  on  physical  examination.  Ages 
on  admission  to  the  hospital  ranged  from 
3 to  19  months,  with  a median  age  of  8 
months.  There  were  four  boys  and  three 
girls. 

Radiographic  studies  aided  greatly  in 
the  diagnosis.  On  admission  roentgeno- 
grams of  the  chest  revealed  a right  aortic 
arch  with  anterior  tracheal  bowing  in  two 
patients.  Two  patients  had  roentgeno- 
graphic  changes  consistent  with  pneumon- 
itis, and  three  had  normal  chest  films.  As 
emphasized  by  other  authors,  the  barium 
esophagram  was  the  most  important  diag- 
nostic study.  Six  patients  had  barium  swal- 
low, and  in  each  case  there  was  compres- 
sion of  the  esophagus  posteriorly  at  the 
level  of  the  aortic  arch  (Figs  1,2).  One 
case  was  misdiagnosed  as  tracheal  tumor 
based  on  results  of  bronchoscopy  and  tra- 
cheography,  but  no  barium  esophagog- 
raphy.  The  misdiagnosis  was  detected  at 
operation.  Although  bronchoscopy,  tra- 
cheography,  and  arteriography  were  per- 
formed in  several  of  these  patients,  there 
was  no  consistent  indication  for  their 
performance  and  in  no  instance  did  these 
studies  add  to  information  that  was  already 
available. 

Treatment  in  all  patients  was  surgical 
division  of  the  occlusive  vascular  ring  via 
left  thoracotomy.  The  ligamentum  arteri- 
osum  or  patent  ductus  arteriosus  was  rou- 
tinely identified  and  divided.  The  site  of 
division  of  the  vascular  ring  was  dependent 
on  findings  at  operation,  and  is  summar- 
ized in  Fig 3. 

Four  children  were  significantly  im- 
proved immediately  after  surgery.  Two 
others  were  improved,  but  continued  to 
have  symptoms  postoperatively  for  sev- 
eral months.  Both  were  readmitted  for 
evaluation,  but  were  discharged  afterward, 
and  are  asymptomatic  at  the  present  time. 
The  one  operative  death,  early  in  the 
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series,  occurred  in  a 7-month-old  girl  with 
symptoms  of  severe  tracheal  obstruction. 
At  operation  the  ligamentum  arteriosum 
was  divided.  The  patient  failed  to  improve 
and  died  13  days  postoperatively  as  a re- 
sult of  upper  airway  obstruction.  Autopsy 
revealed  a double  aortic  arch  with  domi- 
nant right  (posterior)  arch  and  a persistent 
complete  vascular  ring  due  to  a smaller  left 
(anterior)  arch  which  had  been  missed  at 
operation. 

Discussion 

Hommel  described  the  first  double  aortic 
arch  in  1737,  and  the  surgical  significance 
of  the  anomaly  was  noted  by  Abbott  in  her 


classical  text  published  in  1932.  The  first 
successful  division  of  a double  aortic  arch 
was  performed  by  Gross  in  1945.^  The 
patient  had  rapid  relief  of  symptoms  and 
an  uncomplicated  course.  Gross  has  done 
much  to  emphasize  the  importance  of  this 
anomaly  since  that  time.^  ^ 

Although  some  authors  estimate  that 
3 % of  the  population  has  some  form  of 
aortic  arch  anomaly,  clinically  signifi- 
cant vascular  rings  are  uncommon.  Sev- 
eral different  varieties  have  been  reported, 
but  by  far  the  most  common  and  clinically 
significant  isthe  double  aortic  arch. 

The  pertinent  embryological  aspect  is 
the  failure  of  obliteration  of  the  right  fourth 
aortic  arch.^'^  Persistence  of  the  right  as 
well  as  the  left  arch  results  in  the  forma- 
tion of  a double  aortic  arch.  The  right  arch 
courses  posteriorly  behind  the  trachea 
and  esophagus,  and  the  left  in  front  of 
these  structures,  forming  a complete  vas- 
cular ring.  In  the  majority  of  cases,  the 
right  arch  is  the  larger  of  the  two.  The 
aorta  may  descend  on  either  side  of  the 


1 . Compression  of  the  esophagus  from  both  the 
right  and  the  left,  typical  of  a double  aortic  arch. 


2.  Compression  of  the  esophagus  from  the  posterior 
and  of  the  trachea  from  the  anterior  confirm  the 
presence  of  a true  vascular  ring. 
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vertebral  column,  but  more  commonly 
does  soon  the  left. 

Occasionally,  the  right  aortic  arch  per- 
sists and  the  left  arch  obliterates,  usually 
in  conjunction  with  the  descending  aorta 
coursing  to  the  right  of  the  vertebral  col- 
umn. In  this  instance  the  ligamentum  ar- 
teriosum  or  patent  ductus  arteriosus  may 
pass  behind  the  trachea  and  esophagus  to 
join  the  pulmonary  artery,  resulting  in  a 
constricting  ring.  This  is  the  second  most 
common  type  of  vascular  ring  anomaly  pro 
ducing tracheoesophageal  obstruction  in 
the  young  infant. 

Several  other  forms  of  vascular  abnor- 
malities exist  which  have  been  reported 
as  causes  of  tracheal  compression.  These 
include  aberrant  takeoff  of  the  right  sub- 
clavian artery  from  the  descending  aorta,® 
aberrant  origin  of  the  innominate  or  car- 
otid artery,’^  ® and  aberrant  takeoff  of  the 
left  pulmonary  artery  to  the  right  of  the 
trachea  and  esophagus — the  “vascular 
sling”  originally  described  by  Potts. 
Tracheal  compression  may  also  occur  with 
enlargement  or  displacement  of  the  pul- 
monary artery  in  certain  types  of  congen- 
ital heartdisease.il 

The  clinical  features  are  those  distinc- 
tive of  significant  tracheal  obstruction. 
Symptoms  may  be  present  in  the  newborn, 
but  most  often  begin  in  the  early  months 
of  life.  All  these  children  have  noisy  res- 
pirations and  a chronic  cough.  Two-thirds 


also  have  episodic  wheezing,  dyspnea, 
cyanosis,  or  recurrent  respiratory  infec- 
tions. Esophageal  obstructive  symptoms 
are  uncommon  and  usually  do  not  occur 
until  the  child  begins  to  eat  solid  foods. 

Diagnosis  may  be  made  by  an  appreci- 
ation of  the  clinical  picture  supplemented 
by  barium  esophagram.  A classic  com- 
pression deformity  of  the  esophagus  will 
be  seen  posteriorly  at  the  level  of  the 
aortic  arch.  We,  as  well  as  others,  feel 
that  this  study  is  sufficient  to  make  the 
diagnosis  of  vascular  ring,  and  do  not 
feel  that  other  studies  such  as  bronchos- 
copy, bronchography,  or  aortography 
should  be  performed  routinely. 

The  symptomatic  infant  with  a vascular 
ring  should  be  regarded  as  a surgical 
emergency,  and  should  be  operated  upon 
as  soon  as  the  diagnosis  is  confirmed, 
since  sudden  deaths  have  occurred  in  a 
significant  number  of  cases  in  the  past. 
The  operative  approach  is  routinely  via 
left  posterolateral  thoracotomy.  From  this 
approach  the  pathologic  anatomy  can  be 
assessed  and  an  appropriate  procedure 
performed.  The  ligamentum  arteriosum 
(or  patent  ductus  arteriosus)  is  routinely 
divided.  Generally,  the  smaller  aortic  arch 
is  divided  at  a point  which  will  not  compro- 
mise blood  flow  to  the  head  or  arm.  The 
trachea  and  esophagus  should  be  dissect- 
ed free  from  surrounding  tissues  to  assure 
that  no  compression  remains  after  division 


3.  Summary  of  cases.  DA  A:  Double  aortic  arch:  PDA:  Patent  ductus  arteriosus. 


Patient 

Date  of 
Operation 

Age 

Anatomy 

Operation 

Result 

1 

11/9/60 

3 mo. 

DAA — Small  posterior 

Division  of  posterior  arch,  suture 
ascending  aorta  to  retrosternum 

Good 

2 

5/9/61 

5 mo. 

DAA — Small  posterior 

Division  of  posterior  arch 

Readmission- 

cleared 

3 

11/14/63 

7 mo. 

DAA — Large  posterior, 
right  desc.  aorta,  PDA 

Division  of  PDA 

Died  13  days 
postoperatively 

4 

2/12/64 

13  mo. 

DAA — Large  posterior, 
PDA 

Division  of  anterior  arch, 
division  of  PDA 

Good 

5 

9/1/66 

19  mo. 

DAA — Symmetrical 

Division  of  anterior  arch  distal 
to  subclavian  artery,  division  of 
ligamentum  arteriosum 

Good 

6 

5/5/72 

4 mo. 

DAA — Large  posterior 

Division  of  anterior  arch, 
division  of  ligamentum  arteriosum 

Good 

7 

7/7/72 

6 mo. 

DAA — Large  posterior 

Division  of  anterior  arch, 
division  of  ligamentum 
arteriosum 

Readmission- 

cleared 
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of  the  vascular  ring.  We  do  not  dissect  be- 
tween the  trachea  and  aorta  anteriorly, 
however,  since  it  adds  nothing  in  terms  of 
relieving  obstruction  and  can  result  in 
major  hemorrhage.  The  divided  anterior 
arch  is  routinely  anchored  anteriorly  to 
the  pericardium  to  prevent  compression. 

Postoperatively  the  patient  should  be 
observed  carefully,  since  significanttra- 
cheal  obstruction  resulting  from  tracheo- 
malacia or  preexisting  deformity  of  tra- 
cheal rings  may  occur.  The  baby  should 
be  kept  in  a warm,  humid  atmosphere  and 
precautions  should  be  taken  in  case  rein- 
tubation is  necessary.  Symptoms  generally 
are  improved  significantly  after  operation, 
but  usually  are  not  completely  relieved 
for  several  weeks  or  months. 

Mortality  statistics  are  difficult  to  eval- 
uate, since  all  series  span  a long  period  of 
time  because  of  the  rarity  of  this  anomaly. 
In  light  of  current  methods  of  operative 
and  perioperative  management,  the  mor- 
tality rate  should  probably  not  exceed  2%. 
It  is  significant  that  the  only  death  inthis 
series  was  caused  by  failure  to  appreciate 
that  a double  aortic  arch  was  present  in 
addition  to  a patent  ductus  arteriosus. 

Our  current  approach  is  to  completely  dis- 
sect out  all  structures  causing  tracheo- 
esophageal compression.  This  should 
avoid  such  intraoperative  misdiagnosis  in 
the  future. 

Summary 

A review  of  the  recent  experience  at  The 
University  of  Texas  Medical  Branch  Hos- 
pitals with  operative  treatment  of  double 
aortic  arch  causingtracheal  compression 
is  presented.  The  seven  cases  treated  and 
a review  of  recent  literature  emphasize 
several  important  points. 

1.  Double  aortic  arch  and  right  aortic 
arch  with  left  ligamentum  arteriosum  (or 


PDA)  form  complete  vascular  rings  and 
present  with  signs  of  tracheal  obstruction 
in  early  infancy. 

2.  Persistence  of  stridor  or  episodes  of 
upper  airway  obstruction  in  a young  infant 
should  alert  the  physician  to  the  possibility 
of  a vascular  ring  and  lead  to  performance 
of  barium  esophagram. 

3.  A positive  barium  esophagram  study 
and  signs  of  airway  obstruction  should  lead 
to  operative  intervention  without  delay. 

4.  Close  attention  to  postoperative  care 
is  emphasized  since  some  degree  of  air- 
way obstruction  may  persist  for  several 
weeks  to  months. 
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Spontaneous  fistula  between 
an  abdominal  aortic  aneurysm 
and  the  inferior  vena  cava 


James  A.  Allums,  MD;  Fallon  T.  Gordon,  MD 

The  spontaneous  rupture  of  an  abdominal 
aortic  aneurysm  into  the  vena  cava  is  most 
unusual.  It  was  first  described  by  James 
Syme  of  Edinburgh  in  1831.Hn  1955, 

Boffi  reviewed  the  world  literature  and 
found  26  cases  with  no  survivors.-  The  first 
attempt  to  repair  one  of  these  lesions  was 
by  Lehman  in  1938.^  This  was  unsuccess- 
ful. The  first  successful  repair  was  done  in 
1954  by  Cooley.^  Reckless  reviewed  the 
world  literature  and  added  two  additional 
cases  in  1972. ^ He  found  71  instances  of 
this  phenomenon.  Forty-one  of  these  cases 
had  been  surgically  treated  and  there  had 
been  30  survivors. 

This  article  records  another  case  of 
rupture  of  an  abdominal  aortic  aneurysm 
into  the  inferiorvena  cava,  and  under- 
scores pertinent  points  in  the  management 
of  this  problem. 

Case  Report 

The  patient  was  a 69-year-old  white  man 
who  presented  in  the  emergency  room  of 
St.  Elizabeth  Hospital  on  May  12,  1974, 
with  abdominal  pain  of  one  day’s  duration. 
The  pain  had  been  quite  severe  since  its 
onset,  and  radiated  through  the  lumbar 
area  of  the  back.  There  was  no  history  of 
any  discomfort  before  the  onset  of  his 
acute  symptoms,  and  the  patient  felt  that 
he  had  been  in  good  health  uptothat  point. 
There  was  no  history  of  heart  failure. 

The  initial  physical  examination  reveal- 
ed a thin,  elderly,  white  man  who  was  in 
obvious  pain.  Blood  pressure  was  120/80 
mm  Hg;  pulse  rate  was  88/minute  and 
regular.  There  was  no  neck  vein  distention 
and  the  lungs  were  clear.  No  heart  mur- 
murs were  noted  and  the  heart  did  not 
seem  enlarged.  Abdominal  examination 
revealed  a tender,  pulsatile  mass  involving 
the  entire  upper  abdomen.  The  femoral 
and  pedal  pulses  were  excellent  bilaterally. 


The  hemoglobin  value  was  13.8  gm/100 
ml;  the  hematocrit  was  38.3%;  and  the 
white  blood  cell  count  was  14,200  with  a 
normal  differential.  The  blood  urea  nitro- 
gen was  22  mg/100  ml.  The  electrocar- 
diograms showed  no  significant  abnormal- 
ities. The  urinalysis  was  normal.  A roent- 
genogram of  the  abdomen  revealed  a soft- 
tissue  density  in  the  upperabdomen.  No 
definite  calcification  was  seen  to  suggest 
an  aneurysm.  A chest  x-ray  did  not  reveal 
any  significant  abnormalities. 

Hospital  Course 

The  initial  impression  was  that  the  patient 
had  a leakingabdominal  aortic  aneurysm. 
Plans  were  made  to  perform  surgery  as 
quickly  as  possible.  However,  4 hours 
elapsed  between  thetime  of  his  initial  eva- 
luation and  the  time  he  arrived  in  the  oper- 
ating room.  Duringthistime  he  had  had 
no  drop  in  blood  pressure,  but  his  pulse 
rate  had  risen  sharply  to  150  beats/min- 
ute. Examination  in  the  operating  room 
revealed  athrill  overthe  lower  abdomen, 
which  had  not  been  felt  earlier.  The  sig- 
nificance of  this  thrill  was  not  appreciated 
at  the  time.  The  operation  was  begun  with- 
out incidence  and  the  abdomen  was  open- 
ed through  a long  midline  incision.  Upon 
openingthe  abdomen  a large  aneurysm 
involvingthe  infrarenal  portion  of  the  ab- 
dominal aorta  and  extending  down  to  the 
bifurcation  was  noted.  There  was  hemorr- 
hage in  the  retroperitoneal  tissue  around 
the  upper  portion  of  the  aneurysm.  There 
was  no  free  blood  in  the  peritoneal  cavity 
and  the  amount  of  blood  in  the  retroperi- 
toneal area  was  minimal.  Minimal  dissec- 
tion was  carried  out  to  isolate  the  com- 
mon iliac  arteries  below  the  aneurysm  and 
the  abdominal  aorta  between  the  renal 
arteries  and  the  aneurysm.  The  patient  was 
given  systemic  heparin.  Clamps  were  plac- 
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ed  across  the  common  iliac  arteries  first  to 
lessen  the  chance  of  embolization  into  the 
lower  extremities.  After  these  clamps  had 
been  placed,  pulsations  were  still  present 
in  both  groins.  At  this  time,  the  possibility 
of  a fistula  between  the  aorta  and  vena 
cava  was  first  suspected.  A clamp  was  then 
placed  across  the  aorta  just  above  the 
aneurysm  and  the  aneurysm  was  opened 
widely.  After  the  clot  had  been  evacuated, 
dark  blood  continued  to  come  from  the 
aneurysm  sac.  Exploration  revealed  a 3 cm 
longitudinal  fistula  between  the  right  pos- 
terior lateral  wall  of  the  aneurysm  and  the 
inferior  vena  cava.  The  bleeding  from  the 
vena  cava  was  controlled  initially  by  extern- 
al pressure,  and  then  by  placing  #18  Foley 
catheters  proximally  and  distally  and  in- 
flatingthe  balloons.  The  fistula  was  then 
closed  with  a simple  running  suture.  Fol- 
lowingthis,  routine  repair  of  the  aneurysm 
was  carried  out  using  a woven  Dacron  tube. 

This  patient  did  quite  well  during  his 
surgical  procedure.  Estimated  blood  loss 
was  2,500  cc,  and  the  patient  was  trans- 
fused with  2,500  cc  of  whole  blood. 

The  patient’s  postoperative  course  also 
was  quite  benign.  He  did  have  a few  epi- 
sodes of  supraventricular  tachycardia, 
which  apparently  represented  paroxysmal 
atrial  tachycardia.  This  responded  readily 
to  carotid  sinus  massage,  but  would  reoc- 
cur. This  was  ultimately  controlled  with 
propranolol.  The  remainder  of  his  hospital 
course  was  uneventful  and  he  was  dis- 
charged on  the  eighth  postoperative  day 
for  outpatient  followup. 

Discussion 

Since  the  occurrence  of  a fistula  between 
an  abdominal  aortic  aneurysm  and  the  in- 
ferior vena  cava  is  quite  rare,  no  surgeon 
has  any  significant  experience  with  this 
problem.  In  this  instance  the  correct  diag- 


nosis was  not  made  preoperatively  and  no 
preliminary  studies  were  made  to  docu- 
ment the  problem.  It  seems  most  likely 
that  the  fistula  did  not  exist  when  this  pa- 
tient was  first  examined.  In  all  likelihood 
the  fistula  occurred  duringthe  interval  be- 
tween the  initial  evaluation  in  the  emer- 
gency room  and  the  actual  surgical  proce- 
dure. The  fact  that  the  fistula  was  so  large 
at  the  time  of  surgery  supports  this  hypo- 
thesis, as  one  would  have  expected  heart 
failure  to  have  occurred  quite  rapidly  from 
such  a largefistula.  Another  possibility  for 
the  lack  of  significant  failure  in  the  pre- 
sence of  a fistula  would  be  the  partial  ob- 
struction of  the  fistula  by  laminated  clot 
within  the  aneurysm.  If  this  were  true,  the 
fistula  could  have  been  enlarged  by  dis- 
placement of  the  clot  during  palpation  of 
the  aneurysm.  Had  this  occurred,  however, 
one  would  have  expected  a rather  large 
pulmonary  embolus  to  have  resulted.  As 
there  was  no  evidence  of  a major  pul- 
monary embolus,  this  mechanism  does  not 
appearto  be  likely. 

There  are  several  significant  hazards 
associated  with  a fistula  between  an  ab- 
dominal aortic  aneurysm  and  the  inferior 
vena  cava.  The  most  obvious  of  these 
would  be  congestive  heart  failure.  A second 
obvious  potential  problem  would  be  the 
embolization  of  thrombus  into  the  pul- 
monary vasculature.  The  third  obvious 
complication  is  intraoperative  hemorrhage 
from  an  unrecognized  fistula.  To  avoid 
these  problems  several  points  in  technique 
are  worth  emphasizing: 

1.  In  an  aneurysm  which  is  leaking  and 
in  which  exsanguination  is  imminent,  dis- 
section around  the  vena  cava  prior  to  con- 
trol of  the  aneurysm  is  distinctly  contrain- 
dicated; the  risk  of  uncontrolled  hemorr- 
hage too  greatly  outweighs  the  advantages 
of  having  control  of  the  vena  cava  early  in 
the  procedure. 
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2.  Excessive  manipulation  of  the  aneur- 
ysm should  be  avoided  to  minimize  the 
opportunity  of  dislodging  a thrombus  into 
the  vena  cava. 

3.  Control  of  the  hemorrhage  from  the 
vena  cava  into  the  aneurysmal  sac  can  be 
easily  obtained  by  external  compression 
on  the  vena  cava  and  by  internal  tampo- 
nade of  the  vena  cava  using  balloon 
catheters.  This  allows  an  unhurried  de- 
finitive repair  of  the  fistula. 

If  these  points  are  observed  the  remain- 
der of  the  aneurysmal  repair  should  be 
routine  and  uncomplicated. 

As  the  fistula  was  not  diagnosed  pre- 
operatively  in  this  case,  several  points 
regarding  diagnosis  should  be  emphasized: 

1.  Auscultation  over  all  aneurysms 
should  be  carried  out,  as  a small  fistula 
might  be  present  that  is  not  causing  any 
hemodynamic  derangements. 

2.  If  obvious  venous  pulsations  are  pre- 
sent or  the  patient  is  in  congestive  heart 
failure,  the  possibility  of  fistula  should  be 
strongly  entertained. 

Summary 

A case  of  spontaneous  fistula  occurring 
between  an  abdominal  aortic  aneurysm 
and  the  inferior  vena  cava  has  been  pre- 
sented. Pertinent  points  involving  diagnosis 
and  management  are  stressed.  Although 
this  entity  is  rare,  proper  management 
should  result  in  survival  of  most  patients 
treated  for  it. 


References 

1.  Seal  PV,  Shepherd  RC:  Rupture  of  an  abdominal 
aortic  aneurysm  into  the  inferior  vena  cava.  A report  of 
three  cases.  Br  J Surg  57:904-906,  1970. 

2.  Reckless  JP,  McColl  I,  Taylor  GW:  Aortocaval  fis- 
tulae:  an  uncommon  complication  of  abdominal  aortic 
aneurysms.  BrJ  Surg  59:461-462,  1972. 

3.  Lehman  EP:  Spontaneous  arteriovenous  fistula 
between  abdominal  aorta  and  inferior  vena  cava;  case 
report.  Ann  Surg  108:694-700,  1938. 

4.  Cooley  DA:  Discussion  following  Hushang  J:  Re- 
section of  ruptured  aneurysms  of  abdominal  aorta. 

Ann  Surg  142:613-621,  1955. 

Dr.  Allums  and  Dr.  Gordon,  2900  North  Street, 
Beaumont,  Texas  77702. 


Volume  71,  October,  1975 


SEAVIEW 

PHYCHIATRIC 

HOSPITAL 


Announces  an  expanded  specialized  program  for 
the  patient  with  acute  physical,  psychological  and 
social  problems.  Complete  diagnostic  and  therapeu- 
tic services  are  offered  in  an  open  environment 
conducive  to  recovery.  Bilingual  professional  and 
support  staff. 

Patients  of  all  age  groups  are  accepted  by  referral. 


QUALIFIED  CARE  BY: 

PSYCHIATRIST  STAFF: 

Charles  Bludworth,  MD 
Cecil  A Childers,  MD 
William  B Cline,  MD 
Willis  G Goodenow,  MD 
Shannon  Gwin,  MD 
Joel  Kutnick,  MD 
Maria  Izquierdo,  MD 
James  M May,  MD 
James  M Meaney,  MD 
James  C Walker,  MD 
Laurence  Taylor,  DO 


PSYCHOLOGY  SERVICES: 

David  Feltoon,  PhD 
Byron  Dodd,  MA 
Stephen  Simmons,  MA 

SOCIAL  SERVICE: 

Wallace  Whitworth,  ACSW 

OCCUPATIONAL  THERAPY: 

Melinda  Huggins,  OTR 

DIRECTOR  OF  NURSING: 

Susan  Fowler,  RN 


Accredited:  Joint  Commission  on  Accreditation  of  Hospitals 

Licensed:  State  Department  of  Mental  Health  and  Retardation 

Approved  by:  Blue  Cross,  CHAMPUS,  Medicare  and  commercial  in- 
surance 

Member  of  all  local,  state  and  national  hospital  associations 

OUTPATIENT  INPATIENT  DAY  CARE 

1 316  Third  Street 
Corpus  Christi,  Texas  78404 
Phone  512-883-0931  Collect 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  alter  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  lor  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nalline®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  special  caution  in  young  chil- 
dren. because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12years  old.  For  ages 
2 to  5 years.  4 ml,  (2  mg.)  t.I.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i  d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  Vz  ml.  (total  capacity.  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680  455 
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Diarrhea  can  hook  anyone.  When  it  does, 
physicians  and  patients  both  want  prompt 
control  of  diarrheal  symptoms.  Lomotil  will 
usually  control  diarrhea  promptly. 

This  rapid  action  can  halt  the  emergency 
aspect  of  diarrhea  and  is  comforting  and 
reassuring  to  the  patient.  Electrolyte  and 


fluid  losses  can  be  corrected  while  the  spe- 
cific cause  of  the  diarrhea  is  being  deter- 
mined. If  an  infective  agent  is  the  cause, 
appropriate  specific  therapy  should  be 
given  along  with  Lomotil. 

Lomotil  is  contraindicated  in  children 
less  than  2 years  old. 


LomotiL. 

Each  tablet  and  each  5 ml  of  liquid  contain  diphenoxylate  hydrochloride  2 5 mg  (Warning  May  be  habit  forming),  atropine  sulfate  0 025  mg 

holds  the  line. 


In  hypertension, 


usually  offers  more 
than  effective  lowering 
of  blood  pressure. . . 


(Methyidopa,  MSD), 
existing  renal  function 
is  usually  unchanged 

ALDOMET  has  no  direct  effect  on  renal 
function.  When  used  in  effective  doses, 
ALDOMET  usually  does  not  reduce  glo- 
merular filtration  rate,  renal  blood  flow, 
or  filtration  fraction. 


With  ALDOMET 
(Methyidopa,  MSD), 
cardiac  output  is 
generally  unchanged 

ALDOMET  has  no  direct  effect  on  cardiac 
function.  When  ALDOMET  is  used  in  effec- 
tive doses  cardiac  output  is  usually 
maintained  with  no  cardiac  acceleration; 
in  some  patients  the  heart  rate  is  slowed. 


With  ALDOMET 
(Methyidopa,  MSD), 
symptomatic  postural 
hypotension  is  infrequent 


ALDOMET  reduces  both  supine  and  standing  blood  pressure. 
Less  frequent  symptomatic  postural  hypotension  is  experienced 
with  ALDOMET  than  with  many  other  antihypertensive  agents. 
Exercise  hypotension  and  diurnal  blood  pressure  variations 
rarely  occur. 


to  further 
simplify  therapy 
for  many  patients 


now  available 

ALDOMErSOOmg 

(METHYLDOPAIMSD) 


• often  more  practical  to  prescribe 

• easier  for  patients  to  remember 

Now  offered  in  addition  to  the  standard 
250-mg  tablet,  the  new  ALDOMET  500  mg 
tablet  is  a patient  convenience.  An  especially 
important  one,  since  in  hypertension  con- 
venience of  the  dosage  schedule  is  one  factor 
that  can  make  the  difference  in  compliance 
of  the  patient.  The  minimum  daily  dose  of 
ALDOMET  is  250  mg  b.i.d.  The  usual  starting 
dose  is  250  mg  t.i.d.  Dosage  is  adjusted  as 
necessary  by  adding  or  deleting  250  mg  or 
500  mg  at  intervals  of  not  less  than  two 
days.  The  maximum  dose  is  3.0  g per  day. 
Examples  of  b.i.d.  or  t.i.d.  dosage  convenience 
provided  by  ALDOMET  500  mg  within  the 
usual  daily  dosage  range  of  500  mg  to  2.0  g: 


for  hypertension 

TABLETS,  250  mg,  500  mg,  and  125  mg 

ALDOMET 

(METHYIDOFAIMSD) 

a unique  antihypertensive  agent 

ALDOMET  is  contraindicated  in  active  hepatic  disease, 
hypersensitivity  to  the  drug,  and  if  previous  methyidopa 
therapy  has  been  associated  with  liver  disorders.  It  is 
not  recommended  in  pheochromocytoma. 

It  is  important  to  recognize  that  a positive  Coombs  test, 
hemolytic  anemia,  and  liver  disorders  may  occur  with 
methyidopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  MSD 
or  liver  disorders  could  lead  to  potentially  fatal  complica-  MERCK 

tions  unless  properly  recognized  and  managed.  For  more  SWkRft 

details  see  the  brief  summary  of  prescribing  information.  DOHME 


1.0-g 

daily 

dose 


1.5-g 

daily 

dose 


2.0-g 

daily 

dose 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


NOTE:  Tablets  shown  are  not  actual  size. 


in  hypertension 

ALDOIVIET(methyldopaimsd) 

usually  lowers  blood 
pressure  effectively 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis;  if  previous 
methyidopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyidopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyidopa  therapy,  10%  to  20%  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy.  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less.  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications. One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyidopa.  If  a positive  Coombs  test 
develops  during  methyidopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem.  For  exam- 
ple, in  addition  to  a positive  direct  Coombs  test 
there  is  less  often  a positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood. 

At  the  start  of  methyidopa  therapy,  it  is  desirable  to 
do  a blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a baseline  or  to  establish  whether 
there  is  anemia  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia.  It 
may  be  useful  to  do  a direct  Coombs  test  before 
therapy  and  at  6 and  12  months  after  the  start  of 
therapy.  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyidopa  and  the  drug 
should  be  discontinued.  Usually  the  anemia  remits 
promptly.  If  not,  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered  If  the 
hemolytic  anemia  is  related  to  methyidopa,  the  drug 
should  not  be  reinstituted.  When  methyidopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyidopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyidopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive  A positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 


cross  matching  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  major  cross 
match  and  the  assistance  of  a herhatologist  or 
transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy, 
sometimes  with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SCOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy.  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyidopa.  If 
caused  by  methyidopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued. 
Methyidopa  should  not  be  reinstituted  in  such  pa- 
tients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur 
Patients  should  be  followed  carefully  to  detect  side 
reaction  or  unusual  manifestations  of  drug  idio- 
syncrasy. 

Use  in  Pregnancy:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks; 
possibility  of  fetal  injury  can  not  be  excluded 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of;  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyi- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported. 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma.  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery.  Methyidopa 
IS  not  recommended  for  patients  with  pheochromo- 
cytoma.  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyidopa  or  its 
metabolites. 


Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascu- 
lar disease.  Patients  may  require  reduced  doses  ol 
anesthetics;  hypotension  occurring  during  anes- 
thesia usually  can  be  controlled  with  vasopressors. 
Hypertension  has  recurred  after  dialysis  in  patients 
on  methyidopa  because  the  drug  is  removed  by  this 
procedure. 

Adverse  Reactions:  Central  nervous  system: 
Sedation,  headache,  asthenia  or  weakness,  usually 
early  and  transient;  dizziness,  lightheadedness, 
symptoms  of  cerebrovascular  insufficiency, 
paresthesias,  parkinsonism.  Bell’s  palsy,  involuntary 
choreoathetotic  movements;  psychic  disturbances, 
including  nightmares  and  reversible  mild  psychoses 
or  depression 

Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris.  Orthostatic  hypotension  (decrease  daily 
dosage).  Edema  (and  weight  gam)  usually  relieved 
by  use  of  a diuretic.  (Discontinue  methyidopa  if 
edema  progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention, 
constipation,  flatus,  diarrhea,  mild  dryness  of 
mouth,  sore  or  "black”  tongue,  pancreatitis, 
sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice, 
liver  disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic 
anemia.  Leukopenia,  granulocytopenia,  throm- 
bocytopenia, 

AHergic:  Drug-related  fever,  skin  rash. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence, 
decreased  libido,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  to 
500  mg  daily  when  given  with  antihypertensives 
other  than  thiazides.  Tolerance  may  occur,  usually 
between  second  and  third  month  of  therapy;  in- 
creased dosage  or  adding -a  thiazide  frequently 
restores  effective  control.  Patients  with  impaired 
renal  function  may  respond  to  smaller  doses.  Syn- 
cope in  older  patients  may  be  related  to  increased 
sensitivity  and  advanced  arteriosclerotic  vascular 
disease;  this  may  be  avoided  by  lower  doses. 

How  Supplied:  Tablets,  containing  125  mg 
methyidopa  each,  in  bottles  of  100;  Tablets,  contain- 
ing 250  mg  methyidopa  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000; 
Tablets,  containing  500  mg  methyidopa  each,  in 
single-unit  packages  of  100  and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSB 
representative  or  see  full  prescribing  informa- 
tion. Merck  Sharp  & Dohme,  Division  of  Merck  & 
Co.,  Inc.,  West  Point,  Pa.  19486 


MSD  MERCK  SHARP  & DOHME 


nXAS  MEDICAL  ASSOCIATION 


Sou(h  Pooific  ndyenlure 

Quiciiks  you. 


We  leave  Feb.  18, 1976  from  Dallas-Ft.  Worth  and  Houston 


Join  us  for  two  care-free  weeks.  It's  summer 
Down  Under  in  New  Zealand.  Australia  and  Tahiti. 

The  cost  is  just  $ 1438  , complete. 

Our  trip  includes  chartered  World  Airways  jet 
flights,  deluxe  hotels,  full  American  breakfasts 
and  gourmet  dinners  at  a selection  of  the  finest 
restaurants,  plus  a host  of  many  extras  to  make 
your  adventure  unforgettable! 

New  Zealand— Christchurch,  the  most  English 
town  outside  of  England... Auckland's  Waite- 
mata  Harbor. . .the  volcanic  geysers  of  Rotorua 
. . . the  friendly  native  Maoris. 

Australia  —Sophisticated  Sydney  . . . the  mag- 
nificent new  Opera  House . . . the  harbor  bridge 
. . . sheep  shearing  in  the  outback . . . koala  bears, 
kangaroos  . . . rugged  mountains  and  superb 
beaches. 

Tahiti  —Exotic  Papeete ...  lush,  romantic  para- 
dises . . . gentle,  life-loving  Tahitians  . . . white 
sand  beaches,  swaying  coconut  palms  and  crys- 
tal blue  lagoons. 


A Non-Regimented  INTRAV  Deluxe 
Adventure 


Space  on  our  South  Pacific  Adventure  is  limited. 
To  confirm  your  reservation,  please  return  the 
coupon  today. 


I SEND  TO:  Texas  Medical  Association 

I South  Pacific  Adventure 

1801  North  Lamar  Blvd. 

I Austin,  Texas  78701 

I Enclosed  is  my  check  for  $ made  payable 

ito  Manchester  Bank  Trust  Account— S.  P. 
Adventure.  ($100  per  person  as  deposit) 

I NAME 

■ ADDRESS 

CITY 

I STATE 

PHONE 


n 

I 
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I 

I 

I 

I 

I 
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Experience  with 
subclavian  steal  syndrome 


Ernest  Poulos,  MD;  William  Dammert,  MD; 
Eddie  R.  Chandler,  MD;  Terry  M.  Lindsey,  MD 

The  subclavian  steal  syndrome  is  reviewed 
with  regard  to  its  early  description  and 
therapy.  The  transition  of  corrective  sur- 
gery from  direct  attacks  and  transthoracic 
jumps  to  extrathoracic  procedures  has  re- 
sulted in  a reduction  of  mortality  from 
20%  to  2. 8%.  Our  experience  with  eight 
related  cases  is  reviewed.  Physiologic  data 
are  discussed  and  the  fear  of  carotid  steal 
is  put  to  rest.  The  recently  described  axil- 
loaxillary  shunt  was  used  in  four  patients 
with  good  results  in  three  of  four  and  no 
harmful  effects  in  the  fourth  patient.  The 
continued  use  of  the  axilloaxillary  shunt  is 
recommended  in  the  treatment  of  symp- 
tomatic subclavian  steal  syndrome. 

Stroke  and  stroke-like  syndromes  have 
been  of  interest  to  surgeons  since  research- 
ers^® demonstrated  that  causally  related 
anatomic  lesions  could  be  surgically  cor- 
rected with  low  mortality  and  morbidity 
rates.  A particular  posterior  circulation 
syndrome  was  puzzling  until  Contorni^ 
described  brachiad  flow  of  blood  from  the 
vertebral  artery  to  the  subclavian  artery 
distal  to  an  obstructive  lesion  in  the  proxi- 
mal subclavian  artery.  This  syndrome  is 
characterized  by  dizziness,  diplopia,  tin- 
nitus, hearing  loss,  syncope,  and  stagger- 
ing in  various  combinations.  It  may  be  pre- 
cipitated by  effort  of  the  involved  arm  or 
may  be  spontaneous.  The  second  syndrome 
is  manifest  by  ischemia  of  the  extremity, 
and  a third  syndrome  consists  of  both  cere- 
bral symptoms  and  those  of  arm  ischemia. 
Thoughts  of  similar  syndromes  have  been 
previously  expressed  in  medical  literature. 
Willis  in  1684,  as  quoted  by  Ekiof,®  sug- 
gested that  a steal  might  take  place  via  the 
circle  of  Willis  if  a carotid  artery  were  oc- 
cluded. In  1869  Smyth®  ligated  a vertebral 
artery  for  attacks  of  syncope  in  a patient 
with  traumatic  aneurysm  of  the  subclavian 
artery  which  had  been  previously  treated 


by  subclavian  and  innominate  artery 
ligation. 

After  Reivich  and  others^®  found  similar 
lesions  in  two  patients  and  reproduced  the 
lesions  in  experimental  animals,  and  de- 
monstrated reversal  of  vertebral  flow,  the 
editors  of  the  New  England  Journal  of 


1.  Obstruction  of  the  left  subclavian  artery  is  seen 
in  the  usual  location  proximal  to  the  vertebral 
artery.  A standard  carotid  subclavian  bypass  graft 
of  Dacron  is  in  place. 
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Medicine^^  created  the  name  ‘‘subclavian 
steal  syndrome.”  Another  inclusive  de- 
scriptive term  is  ‘‘centrifugal  cerebral 
ischemia.”^-  Brachiovertebral  and  brachio- 
basilar  insufficiency  are  other  names  ap- 
plied to  the  syndrome. 

The  early  efforts  to  treat  patients  with 
this  syndrome  consisted  of  direct  attacks 
on  the  lesions  by  endarterectomy,  excision, 
and  replacement  of  the  involved  artery  and 
later  by  transthoracic  jump  grafting  pro- 
cedures. Alternative  methods  include  liga- 
tion of  the  vertebral  artery.  Clark  and 
Perry^^  performed  vertebral  carotid  anas- 
tomosis to  increase  vascularity.  More  re- 
cently, the  useful  femoral  axillary  jump 
graft^^  has  been  used  to  revascularize  the 
subclavian  artery  to  relieve  cranial  symp- 
toms in  one  patient  and  to  relieve  arm 
claudication  in  another.^® 

It  has  been  clearly  shown  that  extra- 
thoracic  procedures  have  a real  advantage 
over  previous  methods,  and  the  most  re- 
liable of  these  has  been  the  carotid  sub- 
clavian jump  graft  (Fig  1).  The  newest 


method  of  treatment  has  been  the  use  of  a 
jump  graft  from  one  axillary  artery  to  the 
other,  ortheaxilloaxillary  graft^®  (Fig  2). 
This  report  is  concerned  with  the  latter  two 
methods. 

Eight  patients  have  been  seen  with  sub- 
clavian steal  syndrome  and  related 
problems. 

The  first  group  of  four  patients  included 
three  women  and  one  man.  Two  had  symp- 
toms of  arm  ischemia  with  subclavian  oc- 
clusion distal  to  the  vertebral  artery.  The 
first  of  these  was  the  earliest  patient  in 
these  series,  and  she  presented  with  early 
gangreneof  the  fingers  of  the  left  hand.  A 
dorsal  sympathectomy  salvaged  the  hand 
and  a subclavian  thromboendarterectomy 
was  successful  for  only  a few  weeks.  Ex- 
cision of  the  involved  area  with  vein  graft 
replacement  was  also  successful  for  only 
about  two  months.  She  then  was  treated 
with  a carotid  axillary  graft  with  good  re- 
sults. After  two  years  this  graft  occluded 
after  she  slept  on  the  area,  but  thrombec- 
tomy of  the  graft  was  successful.  The  other 
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patient  had  an  ischemic  right  arm  and  was 
treated  by  carotid  axillary  graft  with  excel- 
lent results.  The  third  patient  was  a 66- 
year-old  woman  with  cerebral  symptoms  of 
dizziness,  fainting  spells,  and  numbness 
of  the  hand.  She  was  treated  by  sequential 
bilateral  carotid  endarterectomy  and  by 
right  carotid  subclavian  knitted  Dacron  8 
mm  jump  graft.  All  symptoms  were  reliev- 
ed and  oscillometry  was  equal  at  5 in  each 
arm. 

A 42-year-old  man  had  symptoms  of 
diplopia,  dizziness,  and  faintingfor  one 
year,  which  were  made  worse  by  walking. 
Roentgenograms  showed  isolated  right  sub- 
clavian obstruction  of  98%  with  normal 
carotid  arteries.  A right  carotid  subclavian 
knitted  8 mm  Dacron  graft  was  placed 
without  event.  He  has  been  totally  relieved 
of  symptoms  for  more  than  two  years,  and 
has  an  oscillometric  index  of  5 in  each 
arm. 

The  second  group  of  four  patients  con- 
sisted of  three  men  and  one  woman,  all 
suffering  cerebral  episodes  and  all  treated 
with  axilloaxillary  subcutaneous  grafts. 

A 61-year-old  man  complained  of  diz- 
ziness and  staggering  and  bumping  into 
walls.  He  was  obese  and  had  bilateral  caro- 
tid bruits  and  also  a left  supraclavicular 
bruit.  A decreased  left  radial  pulse  was  pre- 
sent and  a 40  mm  decrease  in  blood  pres- 
sure was  detected  on  the  left.  Angiograms 
showed  bilateral  carotid  occlusive  disease 
and  left  subclavian  obstruction  with  revers- 
ed brachiad  vertebral  flow.  He  had  right 
vertebral  to  left  vertebral  steal  and  right 
vertebral  stenosis,  also.  Sequential  bila- 
teral carotid  thromboendarterectomies 
were  done,  and  an  axilloaxillary  graft  was 
placed  seven  days  after  the  second  carotid 
surgery.  The  blood  pressure  was  10  mm 
lower  on  the  left  after  surgery  and  the  dif- 
ferential was  decreased  by  30  mm  Hg.  The 
patient’s  symptoms  were  relieved,  but  his 


dizziness  returned  when  his  blood  pres- 
sure was  lowered  too  much  with  medica- 
tion. However,  this  was  relieved  by  allowing 
the  blood  pressure  to  rise. 

The  second  axilloaxillary  shunt  was  done 
on  a 68-year-old  woman  with  stroke  symp- 
toms. A left  carotid  thromboendarterec- 
tomy  was  done  for  an  occlusive  lesion,  and 
ninedays  laterthe  axilloaxillary  shunt  was 
put  in  place  for  a left  vertebral  steal.  Thirty- 
six  hours  postoperatively  she  developed 
intestinal  obstruction  which  was  surgically 
corrected.  The  blood  pressure  had  been 
variable  in  her  arms;  at  one  time  the  blood 
pressures  were  equal  and  at  anothertime 
there  was  a 40-point  drop  in  the  blood  pres- 
sure in  the  left  arm.  The  graft  clotted  twice 
and  thrombectomies  were  carried  out  suc- 
cessfully, but  the  patency  of  the  graft  could 
not  be  maintained.  The  subclavian  steal 
was  unsuccessfully  treated  and  was  left 
without  furthertreatment.  She  had  an  ab- 
dominal aortic  aneurysm  and  left  iliac  oc- 
clusive disease,  both  of  which  were  sub- 
sequently corrected.  She  has  had  no  fur- 
ther cerebral  spells  and  the  blood  pressure 
is  now  equal  in  both  arms  even  though  the 
graft  is  closed,  indicating  a variably  effec- 
tive left  subclavian  obstruction. 

A 78-year-old  active  man,  who  had  pre- 
viously had  an  obstruction  of  the  terminal 
aorta  corrected, developed  dizzy  spells 
and  had  bilateral  carotid  artery  occlusive 
disease  with  complete  left  subclavian 
stenosis  and  a pronounced  left  subclavian 
steal.  Axilloaxillary  graft  was  carried  out, 
equalizingthe  blood  pressure  in  each  arm. 
Subsequently,  a right  carotid  thromboen- 
darterectomy  was  done  and  the  patient  had 
no  further  symptoms.  The  graft  was  patent 
at  five  months. 

A 45-year-old  man  with  diabetes  com- 
plained of  dizzy  spells,  numbness  in  the 
right  upper  arm,  and  glove  paresthesia  in 
the  right  hand.  Angiograms  showed  signi- 
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f icant  lesions  of  the  right  and  left  carotid 
arteries  with  severe  stenosis  of  both  sub- 
clavian arteries  and  left  subclavian  steal. 
Right  and  left  carotid  thromboendarterec- 
tomies  were  done  sequentially  for  the  caro- 
tid lesions.  A left  carotid  subclavian  bypass 
graft  with  8mm  knitted  Dacron  was  done 
and,  because  of  persistent  absence  of 
pulses  and  the  presence  of  numbness  in 
the  right  arm,  an  axilloaxillary  shunt  was 
performed.  The  blood  pressure  was  130 
mm  Hg  in  each  arm  after  surgery,  whereas, 
prior  to  surgery,  blood  pressure  in  the 
right  arm  was  undetectable.  The  patient 
has  had  no  more  cerebral  symptoms  but 
still  has  pain  in  the  right  arm  and  also  has 
some  angina  pectoris. 

Discussion 

The  natural  history  of  the  patient  with  sub- 
clavian steal  syndrome  is  under  constant 
scrutiny.  Fields’*  states  that  of  many  pa- 
tients with  subclavian  steal  followed  for 
long  periods  of  time,  no  irreversible  cere- 
bral infarction  occurs.  He  also  states,  and 
others  agree,  that  the  asymptomatic  sub- 
clavian steal  should  not  be  operated  on  as 
a prophylactic  measure  unless  unusual  cir- 
cumstances obtain.  The  cooperative  study 
concludes  that  if  concomitant  carotid 
lesions  are  repaired  it  will  not  be  necessary 
to  repairthe  subclavian  obstruction.  The 
current  patients  with  cerebral  symptoms 
had  carotid  and  subclavian  lesions  operat- 
ed upon  without  an  observation  interval  to 
confirm  direct  symptomatology.  In  retro- 
spect, the  graft  which  occluded  could  have 
been  left  undone  in  view  of  current  absence 
of  symptoms. 

The  long-term  graft  patency  in  short 
segment  grafts  is  known  to  be  quite  high, 
but  that  of  the  longer  axilloaxillary  grafts 
is  not  yet  established.  All  of  the  carotid 
subclavian  or  carotid  axillary  grafts  in  the 


current  series  are  patent  up  to  three  and 
one-half  years  in  the  postsurgical  period. 
Three  of  the  four  axilloaxillary  grafts  are 
patent;  the  first  one  was  done  in  August 
1973. 

The  choice  of  the  extrathoracic  over  the 
direct  attack,  or  intrathoracic  procedures, 
was  clearly  shown  by  Dietrich  and  asso- 
ciates’® in  1967  and  by  Crawford  and  as- 
sociates-® in  their  extensive  report  in  1969 
in  which  the  mortality  was  reduced  from 
20%  for  transthoracic  procedures  to 
2.3  % for  extrathoracic  procedures.  The 
value  of  the  carotid  subclavian  shunt  was 
thus  firmly  established. 

There  are  certain  disadvantages  to  the 
carotid  subclavian  shunt,  one  of  which  is 
the  possibility  of  cerebral  damage  from 
ischemia  orembolization,  and  these  prob- 
lems have  been  reported.  Ehrenfeld  and 
others^’  in  1968  used  a saphenous  vein 
crossover  graft  from  the  left  subclavian 
artery,  in  front  of  the  trachea,  to  the  right 
subclavian  artery  and  the  right  common 
carotid  arteries  usingsidearm  branches. 
This  was  successful  and  indicated  that 
common  carotid  origin  could  be  avoided 
as  the  source  artery.  A subclavian  to  sub- 
clavian shunt  was  used  in  15  patients  by 
Finkelstein  and  associates, 2-  and  is  the 
largest  such  series  to  date.  One  patient 
died  of  acute  yellow  atropy  of  the  liver,  but 
the  others  are  symptom-free  with  open 
grafts  and  with  equal  blood  pressures  in 
each  arm.  This  method  had  been  shown  by 
Forestner  and  others-*  to  correct  the  flow 
defect  in  dogs. 

Myers  and  associates’®  in  1971  used  an 
axilloaxillary  graft  to  revascularize  an  arm, 
and  it  was  patent  until  the  patient  died  on 
the  fifth  postoperative  day.  The  similar 
procedure  of  axilloaxillary  graft  was  used 
by  Mozersky*’  in  January  1973,  when  he 
reported  three  patients  treated  with  knitted 
Dacron  10  mm  jump  grafts.  The  derange- 
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merits  were  corrected.  Jacobson  and 
others, 25  also  in  January  1973,  reported 
treatment  of  a 56-year-old  woman  with 
subclavian  steal  by  means  of  an  axilloaxil- 
lary  graft  of  saphenous  vein  with  good  re- 
sult. There  was  some  left  arm  weakness, 
presumably  from  brachial  plexus  stretch 
damage.  However,  this  cleared  without 
event. 

The  technique  of  the  axilloaxillary  graft 
is  fairly  simple.  Bilateral  subclavicular  in- 
cisions are  made  from  the  costoclavicular 
junction  to  the  coracoid  process.  The  pec- 
toral is  major  fibers  are  split  and  a tunnel 
is  cut  through  them  to  accommodate  the 
graft.  A tunnel  is  then  made  subcutaneous- 
ly to  join  both  of  these  areas.  The  clavipec- 
toral  fascia  is  incised  and  the  axillary  ar- 
tery is  located  medial  to  the  pectoralis 
minor.  Care  must  be  taken  to  prevent  trac- 
tion on  the  brachial  plexus.  After  mobiliza- 
tion of  the  arteries  on  both  sides,  the  pa- 
tient is  heparinized  and  a preclotted  8 or 
10  mm  knitted  Dacron  graft  is  sutured  end 
to  side  to  each  artery  and  placed  in  the 
subcutaneous  tunnel  anterior  to  the  ster- 
num (Fig  2).  Antibiotics  are  usually  given 
preoperatively  to  lessen  the  danger  of 
infection. 

The  advantages  of  axilloaxillary  jump 
grafts  over  other  methods  are  simplicity 
and  the  avoidance  of  the  possibility  of  cere- 
bral vessel  mishaps.  The  recurring  objec- 
tion to  any  type  of  shunt  procedure  is  the 
question  of  whether  or  not  a steal  is  pro- 
duced from  the  donor  vessel.  It  was  orig- 
inally shown  by  Reivich^®  that  there  was 
reversal  of  flow  in  the  vertebral  artery  from 
cephalad  to  brachiad  into  the  subclavian 
artery  with  proximal  subclavian  obstruc- 
tion, and  a related  41  % fall  in  cerebral 
blood  flow.  Subsequent  studies  by  many 
investigators26-28  have  corroborated  the 
constant  reversal  of  blood  flow  from  the 
vertebral  arterytowardsthearm  under 


these  circumstances.  However,  effects  on 
cerebral  blood  flow  have  been  controversial 
depending  on  the  method  of  determination 
and  investigation.  A recent  definitive  study 
by  Ekiof  and  Schwartz,®  using  xenon  flow 
determinations,  shows  the  cerebral  blood 
flow  is  not  decreased  by  the  subclavian 
steal  syndrome.  Lord  and  Ehrenfeld^^  cre- 
ated a classic  experimental  model  and 
showed  that  there  was  no  steal  from  the 
carotid  after  placement  of  a carotid  sub- 
clavian shunt,  except  when  the  proximal 
common  carotid  artery  was  narrowed  60  to 
70%.  Only  30to40%  stenosis  of  com- 
mon carotid  arteries  was  required  to  pro- 
duce carotid  steal  if  a distal  arteriovenous 
fistula  was  produced  from  the  subclavian 
artery  to  subclavian  vein.  Although  Forest- 
ner23  demonstrated  correction  of  the  de- 
fects by  subclavian  to  subclavian  shunt, 
the  vertebral  artery  flow  was  never  re- 
stored quite  to  normal,  and  this  was  con- 
sistent with  the  findings  of  Harper  and 
associates®”  and  Barner  and  others.®^  How- 
ever, clinically  the  pressure  and  flow  are 
restored  enough  towards  normal  to  relieve 
the  symptomatic  condition  completely. 

Conclusions 

One  can  conclude  that  the  subclavian  steal 
syndrome  is  a fairly  common  entity  produc- 
ing a set  of  neurological  symptoms.  Phy- 
siologic studies  demonstrate  reversal  of 
vertebral  flow  from  an  average  of  50  ml/ 
minute  cephalad  to45  ml/minute  brachi- 
ad.® Correction  of  the  hemodynamic  defect 
by  a variety  of  methods  results  in  relief  of 
symptoms.  The  most  reliable  method,  with 
the  lowest  mortality,  has  been  the  carotid 
subclavian  shunt.  Carotid  steal  has  not 
been  demonstrated  conclusively,  experi- 
mentally or  clinically,  unless  a proximal 
common  carotid  lesion  is  present.  The  al- 
ternative method  of  axilloaxillary  shunt 
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corrects  the  hemodynamic  defect  clinically 
withoutthe  danger  of  cerebral  emboliza- 
tion. It  is  too  early  to  determine  the  long- 
term patency  of  this  type  of  graft,  particu- 
larly because  of  its  subcutaneous  position, 
closely  related  to  the  sternum.  Current  suc- 
cessful reports  would  indicate  its  continu- 
ed cautious  use  when  flow  correction  is 
needed. 
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YESTERDAY: 


In  1966,  this  dentist,  like  most  professional  men, 
spent  50%  of  his  time  working  for  the  IRS,  but 
little  working  for  his  future. 


TODAY: 


He  controls  a 100-million-dollar  business. 


TOMORROW: 


He  will  show  how  you  can  build  solid  financial 
security — with  facts  you  won’t  find  anywhere  else! 

Professional  Lecture  Series  presents  Jerry  A.  Argovitz,  DDS,  on 
“EFFECTIVE  MONEY  MANAGEMENT  FOR  THE  DOCTOR” 

Only  a man  who  has  shared  the  financial  problems  and  experiences  of  his  fellow  professionals  can  know 
and  communicate  the  facts  that  they  need.  That’s  why,  in  these  intensive  two-day  seminars,  Dr.  Argovitz 
covers  such  a multitude  of  subjects  as  the  difference  between  good  and  bad  investments;  ways  to  accumulate 
investment  funds;  the  why  and  how  of  tax-free  dollars — along  with  proven  methods  for  avoiding  pitfalls  and 
realizing  investment  potentials. 

He  points  out  that  most  doctors  have  limited  financial  reserves  if  they  become  disabled;  have  income 
protection  for  families  only  if  they  die;  remain  in  practice  after  age  65  by  necessity;  and  invest  50%  of  earnings 
in  taxes,  with  no  hope  of  profit. 

During  the  nine  years  since  Dr.  Argovitz  analyzed  his  own,  similar  position,  and  made  his  first 
investment,  he  has  accumulated  a vast  fund  of  invaluable  experience.  He  can  therefore  offer  seminar  audiences 
a depth  of  financial  knowledge,  in  a short  period  of  time,  which  would  ordinarily  take  many  years  to 
acquire — knowledge  fully  backed  by  his  own  impressive  success. 

REGISTER  NOW  for  one  of  the  Seminars  to  be  held  as  follows: 

• Lubbock,  Texas  — October  4 and  5,  1975  — South  Park  Inn 

• Dallas,  Texas  — November  8 and  9,  1975  — Registry  Hotel 

• Tulsa,  Oklahoma  — December  6 and  7,  1975  — Hilton  Inn 

All  Seminars  are  from  8:30  a.m.  to  5 p.m.  each  day.  Registration  fee  is  $195.00  and  includes  both  Doctor 
and  Wife.  Indicate  Seminar  you  wish  to  attend  and  send  your  check  payable  to  Professional  Lecture  Series,  c/o 
Mrs.  Barbara  Bounds,  Suite  A,  400  S.  Cottonwood,  Richardson,  Texas  75080.  For  more  information,  call 
(214)  234-8082. 

NOTE:  Please,  no  tape  recorders  during  the  lecture. 
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The  MTJDRAIVES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 

Phenobarbital  (to  lessen  cardiac  stimulation) . 
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INDICATIONS:  For  the  prompt  sympcomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyi>erthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons. 


Federal  law  prohibits  dispensing  %vithout  prescription. 
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and  often  underdiagnosed 


Solar  keratosis  is  not  an  uncommon 
medical  problem. 

Of  course,  the  prevalence  of  keratotic  lesions  is  greater  in 
locations  south  of  the  38th  parallel— the  so-called  "Solar  Keratosis 
Belt”— receiving  the  greatest  amounts  of  solar  radiation.  However, 
solar  keratosis  can  occur  among  any  light-skinned  population, 
usually  in  persons  over  40,  wherever  people  are  subject  to  extended 
exposure  to  the  sun. 

Solar  keratoses  are  generally  not  difficult 

to  identify. 

These  skin  lesions  are  usually  multiple,  flat  or  slightly  elevated, 
brownish  or  red  in  color,  papular,  dry,  rough,  adherent  and  sharply 
defined.  They  are  found  on  areas  of  the  skin  having  extensive  exposure 
to  sunlight.  Clinical  characteristics  of  the  lesions,  their  predominant 
location  on  exposed  surfaces,  the  age  of  the  patient  and  his  skin  type 
are  important  considerations  in  the  diagnosis. 

Solar  keratoses  can,  and  should,  be  treated 
because  they  are  potentially  premalignant. 

Chronic  exposure  to  sunlight  frequently  leads  to  degenerative 
changes  in  the  skin.  This  can  often  result  in  the  development  of 
multiple,  potentially  premalignant  keratotic  lesions.  Therefore,  early 
detection  and  treatment  is  advisable. 

Treatment  with  Efudex  (fluorouracil)  provides  a high  degree  of 
effectiveness  with  a low  recurrence  rate,  ease  and  convenience  of 
therapy,  low  incidence  of  scarring,  excellent  cosmetic  results  in  most 
cases,  and  a high  level  of  patient  acceptability. 

Efudex'5%  Cream 

fluorouracil  / Roche® 

Because  there  may  be  more  than  meets  the  eye. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar  kera- 
toses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 
Warnings:  If  occlusive  dressing  used,  may 
increase  inflammatory  reactions  in  adjacent 
normal  skin.  Avoid  prolonged  exposure  to 
ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near 
eyes,  nose  and  mouth.  Lesions  failing  to 


respond  or  recurring  should  be  biopsied. 
Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  appli- 
cation site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppura- 
tion, scaling,  swelling,  irritability,  medicinal 
taste,  photosensitivity,  lacrimation,  leuko- 
cytosis, thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  suffi- 
cient quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 
How  Supplied:  Solution,  10-ml  drop  dis- 


ease history  for  patient  photographed  at  left  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


pensers— containing  2%  or  5%  fluoroura- 
cil on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris  (hydroxymethyl) 
aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium 
edetate. 

Cream,  25-Gm  tubes— containing  5% 
fluorouracil  in  a vanishing  cream  base  con- 
sisting of  white  petrolatum,  stearyl  alcohol, 
propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Aspirin  and 

myocardial  infarction  study 


Elmer  E.  Cooper,  MD 

During  the  last  two  years  of  the  coronary 
drug  project  research  sponsored  by  the 
National  Heart  and  Lung  Institute,  2,000 
patients  were  evaluated  in  a double-blind 
study  with  aspirin  as  the  variant  drug.  Half 
the  patients  were  instructed  to  take  aspirin, 
5 grains  three  times  a day,  and  the  other 
half  were  given  a placebo.  All  patients 
studied  were  permitted  to  continue  on  all 
other  drugs  and  diets  as  regulated  by  their 
referring  physicians.  The  initial  findings  in- 
dicated a definite  positivetrend  from  the 
standpointof  the  value  of  aspirin  in  recur- 
rent myocardial  infarction  and  mortality.^ 
The  recent  reports  from  the  Epidemio- 
logy Unit  of  Cardiff,  South  Wales,  in  a 
randomized  control  study  of  aspirin  in  pre- 
vention of  reinfarction,  indicated  the  mor- 
tality of  myocardial  infarction  in  the  aspirin 
groupwas  12%  lowerthan  that  in  the 
placebo  group  in  the  first  six  months  after 
admission  to  the  trial,  and  25%  lowerat 
the  end  of  12  months. ^ 

The  Boston  Surveillance  Gioup'*  recently 
published  their  results  in  a study  of  776 
patients  treated  in  a hospital  and  having  a 
discharge  diagnosis  of  myocardial  infarc- 
tion. Compared  to  14,000  patients  with 
other  discharge  diagnoses,  there  was  a 
negative  association  between  regular 
aspirin  intake  and  nonfatal  myocardial  in- 
farction. Their  conclusion  was  that  the  data 
were  consistent  with  the  hypothesis  that 
aspirin  protects  against  this  disease. 

The  National  Heart  and  Lung  Institute 
initiated  a nationwide  clinical  evaluation  of 
aspirin  and  myocardial  infarction  to  deter- 
mine if  this  hypothesis  is  correct.  This 
cooperative  program  is  to  be  known  as  the 
Aspirin-Myocardial  Infarction  Study 
(AMIS).  There  will  be  30  participating  in- 
stitutions, orcenters,  and  each  centerwill 
enroll  approximately  150  patients  to  be 
randomized  in  a double-blind  aspirin  and 
placebo  clinical  study.  More  than  4,000 


patients,  male  and  female,  will  be  recruited 
forthis  five-year  study  of  myocardial  in- 
farctions. The  patients,  ages  39-69,  will  be 
statistically  evaluated  by  the  National 
Heart  and  Lung  Institute  relative  to  recur- 
rent myocardial  infarctions,  mortality,  and 
cerebrovascular  episodes. 

Studies  have  shown  that  aspirin  (acetyl 
radical)  will  effect  inhibition  of  collagen 
induced  platelet  release  factors,  for  exam- 
ple, adenosine  diphosphate,  adenosine 
triphosphate,  kinines,  and  serotonin. 
Therefore,  aspirin  will  inhibit  the  release 
of  adenosine  diphosphate  which  causes 
platelets  to  aggregate  and  initiate  fibrino- 
platelet  dumpings.  This  may  either  be  a 
source  of  embolus  orthe  beginningof  an 
arterial  thrombus.  Aspirin  also  prevents 
formation  of  platelet  aggregates  which  can 
effect  transient  cerebral  ischemic  attacks. 
Hemostasis  is  only  slightly  altered  in  the 
500  mg,  twice-a-day  dosage  to  be  used. 
Rheumatologists  have  used  much  larger 
doses  for  many  years  with  exceedingly  low 
morbidity. 

Study  patients  will  consist  of  men  and 
women,  ages  39  through  69,  who  have  had 
at  least  one  previous  myocardial  infarction 
8 weeks  to  5 years  before  entering  the 
study.  Patients  to  be  excluded  are  those 
with  severe  hepatic  or  renal  disease,  severe 
pulmonary  insufficiency,  and  malignant 
diseases  or  other  diseases  making  survival 
for  five  years  unlikely.  Also  to  be  excluded 
are  patients  taking  drugs  such  as  anti- 
coagulants, aspirin-containing  drugs, 
dipyridamole,  indomethacin,  and  sulfin- 
pyrazone; and  those  with  active  or  past 
history  of  peptic  ulcer,  aspirin  sensitivity, 
upper  gastrointestinal  bleeding,  surgery 
for  coronary  artery  disease,  severe  cardiac 
disease  (class  3 or  4)  regardless  of  cause, 
alcoholism,  or  severe  psychoneurosis  or 
other  mental  aberrations.  Patients  who  re- 
quire bypass  surgery  once  while  in  the 
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study  will  not  be  dropped  from  the  project. 

Patients  seeking  admission  to  the  proj- 
ect should  be  referred  by,  or  obtain  consent 
from,  their  personal  physician.  They  re- 
main underthe  care  of  their  personal  pri- 
mary physician  forthe  duration  of  the 
study;  he  may  regulate  diet  and  control 
other  medications.  Patients  will  be  examin- 
ed at  four-month  intervals  by  members  of 
the  study  team  at  the  participating  center. 
Physical  examinations,  chest  x-rays,  and 
electrocardiograms  are  to  be  performed 
frequently  throughout  the  year.  Blood  will 
be  drawn  every  four  months  and  tested 
locally  for  coagulation  aberrations,  then 
submitted  to  a central  laboratory  for  chemi- 
cal profiles,  electrolyte,  lipid,  enzyme,  and 
platelet  aggregation  studies  (C14  serotonin 
release).  Tests  to  exclude  drug  toxicity  and 
to  assure  adherence  will  be  done  routinely. 
More  frequent  visits  may  be  scheduled  at 
the  discretion  of  the  center  personnel  as 
required  foradequate  supervision.  Uni- 
form observations  are  to  be  recorded  and 
forwarded  for  review  to  a coordinating  cen- 
ter at  the  University  of  Maryland  School  of 
Medicine  in  Baltimore.  Close  cooperation 
with  the  patient’s  own  physician  is  essen- 
tial, not  only  to  provide  background  infor- 
mation regarding  suitability  for  the  study 
but  also  to  provide  information  regarding 
illness,  particularly  recurrent  myocardial 
infarction  or  stroke.  All  of  the  services  will 
be  provided  without  expense  to  the 
patients. 

The  aim  of  the  study  is  to  determine 
whether  aspirin  can  reduce  the  mortality  of 
myocardial  infarction,  and  to  attempt  to 
decrease  the  incidence  of  complications, 
for  example,  recurrent  myocardial  infarc- 
tions and  cerebrovasculartransient  is- 
chemic attacks.  If  successful,  the  impli- 
cations are  obvious.  If  aspirin  does  not 
prove  to  be  beneficial,  thisfindingwill 
enable  physicians  and  patients  to  save 
money  and  effort  by  avoiding  ill-advised 
medication.  Also,  large  cooperative  studies 
of  this  type  are  helping  physicians  gain 
valuable  data  relative  to  the  natural  history 
of  coronary  heart  disease  and  cerebrovas- 
culardisease. 

Funds  forthe  study  (estimated  at  $12 
million)  are  being  provided  by  the  National 


Institutes  of  Health,  awarded  under  the 
usual  review  mechanism  for  research  con- 
tracts. The  organization  and  logistics  are 
impressive,  and  the  detailed  planning  is 
evident  from  the  progress  made  to  date.  A 
policy  committee  and  a steering  commit- 
tee, both  composed  of  distinguished  in- 
vestigators in  the  atherosclerosis-hema- 
tology field,  have  been  responsible  forthe 
planningand  coordination.  Data  regarding 
patients,  assignment  of  patients  to  the  drug 
programs,  and  reports  of  results  are  the 
responsibility  of  a computerized  Coordinat- 
ing Center  in  Baltimore.  The  Central  Lab- 
oratory (US  Public  Health  Service,  Com- 
municable Disease  Center,  Atlanta)  has 
provided  instructions  and  has  already  be- 
gun its  important  role.  The  National  Heart 
and  Lung  Institute  has  staff  members  for 
liaison,  study  sections  to  evaluate  applica- 
tions, and  statistical  consultation  during 
development  of  the  protocol.  The  research 
has  been  endorsed  by  the  American  College 
of  Cardiology  and  the  American  Heart 
Association. 

The  Santa  Rosa  Medical  Center  in  San 
Antonio  has  been  granted  funds  for  these 
studies.  Counties  included  in  the  prospec- 
tive enrollment  area  are  Bexar,  Wilson, 
Guadalupe,  Comal,  Atascosa,  Medina, 
Gonzales,  Karnes,  and  south  to  San  Patri- 
cio. Physicians  practicing  reasonably  close 
to  this  study  center  are  encouraged  to  ob- 
tain further  information  regarding  referral, 
and  to  assist  the  Santa  Rosa  Medical  Cen- 
ter in  achievingenrollmentof  its  share  of 
patients.  Through  active  cooperation  of 
well-informed  referring  physicians  working 
with  the  study  teams,  this  project  should 
become  an  outstanding  nationwide  coop- 
erative study. 
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Relationship  between 
physicians,  parents  and  teachers 


Jerry  Newton,  MD 

Afteryears  in  private  pediatric  practice,  I 
accepted  a full-time  position  in  the  school 
health  field.  Having  worked  both  sides  of 
the  fence,  I have  learned  much  about  how 
parents,  physicians,  and  school  personnel 
can  effectively  helpthe  child  who  has  a 
school  problem.  It  is  of  basic  importance 
forthe  physician  and  parentto  know  the 
school  personnel  and  theirfunctions.  The 
elementary  school  is  underthe  administra- 
tion of  the  school  principal.  Although  the 
principal  has  to  answer  to  the  central  ad- 
ministration— the  superintendent  of  the 
district — by  and  large  he  has  a great  deal 
of  autonomy.  The  principal  gives  orders 
and  instructions  to  the  teachers  and  others 
in  school,  handles  all  discipline  problems, 
and  is  very  influential  in  the  placement  of 
a child.  The  principal  also  has  a great  deal 
of  influence  in  deciding  whetheror  not  a 
child  is  admitted  to  the  school  orshall 
transfer  out  of  the  school  in  case  of  any 
irregularities.  Negotiations  that  a doctor 
or  parent  has  to  make  with  a school  should 
always,  in  some  way  or  other,  include  the 
principal  in  order  to  effectively  help  influ- 
ence the  way  the  school  deals  with  the 
child. 

Another  important  individual  in  the  ele- 
mentary school  is  the  counselor.  Counsel- 
ors, usually  formerteachers,  think  of  them- 
selves, as  a group,  as  capable  of  counsel- 
ing. They  have  all  had  course  work  in 
psychology,  but  rarely  any  practice  time  in 
community  mental  health  institutions.  They 
have  had  what  is  known  in  educational 
circles  as  “in  service  training”  which 
means  continuing  education.  Very  often 
these  sessions  are  conducted  by  psycholog- 
ists, psychiatrists,  or  social  workers.  A 
counselor’s  skill  depends  to  a great  degree 
on  the  personality,  training  and  skill  of  that 
individual  counselor. 

High  school  and  junior  high  counselors 
are  very  busy  with  scheduling.  They  also 


organize  variously  called  leadership  groups 
or  service  groups  todiscuss  whatevertheir 
students  wish.  The  counselors  are  not  try- 
ingto  reach  children  with  serious  emotion- 
al problems.  They  are  aiming  at  the  stu- 
dents who  want  to  talk  about  the  common 
problems  of  growing  up — problems  nor- 
mally associated  with  adolescence.  If  a 
child  is  seeing  the  counselor,  it  usually 
means  he  is  having  some  kind  of  problem. 

The  interaction  between  physician,  par- 
ent, and  counselor  occurs  when  the  student 
has  problems  of  an  emotional  or  psycho- 
logical nature.  Counselors  draw  a distinc- 
tion between  counseling  and  what  physi- 
cians know  as  psychotherapy.  Some  physi- 
cians may  feel  that  counseling  is  a form  of 
therapy,  but  counselors  do  not.  Most  coun- 
selors would  like  to  have  a resource  person 
— a psychologist  or  psychiatrist — for  as- 
sistance. In  some  school  districts  such 
help  is  available. 

The  third  person  with  whom  the  doctor 
or  parent  might  interact  isthe  special  edu- 
cation teacher  or  regular  classroom 
teacher. 

How  does  a child  get  placed  in  special 
education?  The  school  must  follow  specific 
criteria.  For  example,  a student  has  to  be 
seen  by  an  otologist  to  be  placed  in  a class 
for  the  deaf.  For  placement  in  the  category 
forthe  blind,  the  child  must  be  examined 
by  a “vision  specialist.”  This  nomenclature 
was  chosen  very  carefully  to  leave  a choice 
of  optometrist  or  ophthalmologist.  The 
other  categories  usually  require  an  exam- 
ination by  any  licensed  physician,  MD  or 
DO.  Minimal  brain  damage  is  a special 
category  requiring  a neurological  examina- 
tion and  positive  neurological  signs. 

A final  key  person  is  the  school  nurse. 
The  nurse  occupies  a unique  position  by 
being  the  only  person  whose  background 
is  different  from  that  of  the  educational 
establishment.  The  nurse  works  underthe 
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direction  of  a school  physician — either  a 
full  time  school  physician  in  a large  school 
district  or  a part-time  physician-consultant 
in  a small  school  district.  Most  often  the 
nurse  is  not  at  the  school  every  day.  This 
person  provides  an  excellent  contact  with- 
in the  school  framework. 

What  happens  when  a child  comes  to 
school  and  somebody  in  the  school  feels 
the  child  needs  to  see  a doctor?  If  the 
problem  is  obvious,  for  example  cerebral 
palsy,  arrangements  will  have  been  made 
in  advance.  This  is  an  extreme  handicap. 
Let’s  say  a child  comes  to  school  and  for 
some  reason  never  pays  attention  to  what 
the  teacher  is  saying,  or  is  always  fidgety 
or  doesn’t  learn — in  other  words  a con- 
tinuous pattern  of  bizarre  behavior  or  poor 
learning.  The  first  and  most  frequent  re- 
course of  the  school  is  to  tell  the  mother 
to  take  her  child  to  the  doctor  and  find  out 
what’s  wrong  with  him.  Right  here  the  doc- 
tor gets  involved. 

The  mother  usually  will  want  to  do 
everything  she  can  to  help  her  child  and 
will  go  to  the  doctor.  She  will  tell  the  doctor 
“the  teacher  told  me  my  child  is  always 
fidgety  in  school  and  doesn’t  seem  to  be 
learning  anything.”  This  is  a different  kind 
of  complaint.  The  doctor  is  used  to  hearing 
the  mother  say  her  child  had  temperature 
of  104F  the  previous  night.  But  when  faced 
with  vague  complaints  the  doctor  is  likely 
to  think  the  trouble  lies  with  the  teacher. 

If  everything  seems  normal  in  the  examina- 
tion, the  doctor  may  be  tempted  to  tell  the 
mother  there  is  nothing  wrong.  The  doctor 
has  to  take  this  type  of  complaint  more 
seriously.  For  the  mother  and  the  school 
personnel,  this  is  just  as  serious  a com- 
plaint as  if  the  child  has  a high  fever.  For 
the  child,  it  may  be  a much  more  serious 
problem.  This  kind  of  child  does  not  have 
an  obvious  physical  handicap.  In  most 
cases,  the  examination  is  normal.  The  child 


is  at  high  risk  for  the  development  of  a 
learning  disability.  He  may  already  have  a 
learningdisability.  If  the  doctor  can  help 
identify  him  in  the  first  grade  the  child  is 
way  ahead  of  the  game.  In  these  cases,  it 
is  very  important  to  take  a careful  develop- 
mental history  to  detect  any  occurrences  in 
his  prenatal,  natal,  or  neonatal  period  that 
could  be  associated  with  later  learning  dis- 
ability. The  doctor  must  also  take  a careful 
history  of  the  developmental  milestones — 
the  early  childhood  period,  any  peculiar  be- 
havior, his  unique  personality  type,  the 
family  background.  Is  there  alcoholism  in 
thefamily?  Is  there  physical  abuse?  Is  there 
family  disruption  or  severe  emotional  dis- 
turbance? All  of  these  factors  are  frequent- 
ly found  in  children  with  learningdisabili- 
ties.  In  addition,  a careful  physical  examin- 
ation is  necessary.  (I  will  not  say  anything 
now  about  the  neurological  examination  or 
the  “soft  signs.”  I frequently  do  this  type 
of  examination  and  view  the  results  guard- 
edly. If  used  in  conjunction  with  all  the 
other  findings,  this  examination  can  be 
helpful.) 

If  the  physician,  at  this  stage,  has  found 
no  cause  for  the  problem,  then  he  should 
take  another  step.  It  takes  time,  but  there’s 
no  way  to  discover  the  total  extent  of  the 
child’s  problem  unless  the  doctor  com- 
municates with  school  personnel.  The 
school  nurse,  counselor,  or  teacher  may 
provide  further  insight  into  the  child’s 
problem.  Too  often,  the  parents  feel  that 
someone  in  the  school  is  nottreatingtheir 
child  right.  The  physician  should  start  with 
the  principal.  He  should  explain  the  situa- 
tion and  ask  what  the  principal  suggests. 

It  is  likely  to  be  the  first  call  he’s  had  all 
day  that  hasn’t  been  a complaint.  The  prin- 
cipal should  be  the  one  to  steer  the  physi- 
cian to  the  nurse,  counselor,  or  teacher. 
Once  it  is  determined  who  really  knows  the 
answers  about  the  child,  it  doesn’t  take  a 
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lot  of  time  to  gather  the  needed  data.  One 
can  get  all  the  information  needed  in  a few 
minutes,  after  the  initial  contact.  There  are 
also  other  things  a doctor  can  do  if  he  is 
willingtotake  the  time.  One  is  to  observe 
the  child  in  action  in  school.  The  physician 
will  usually  be  most  welcome  and  can  pick 
up  a great  deal  of  additional  information. 

A doctor  may  wish  to  exclude  the  school 
personnel  in  his  treatment  of  a patient.  He 
may  feel  that  they  shouldn’t  be  involved 
and  can’t  understand  why  they  want  to  be. 
For  example,  epilepsy  or  asthma  can  well 
be  treated  with  medication  given  at  home 
by  the  mother.  But  things  often  happen  to 
children  with  these  diseases  at  school. 
Those  with  epilepsy  convulse.  Children 
with  asthma  begin  to  wheeze  at  school. 
When  the  school  personnel  have  not  been 
prepared  or  don’t  even  know  the  child  has 
an  illness,  they  feel  vital  information  has 
been  withheld  from  them.  Although  the 
doctor  may  feel  the  school  is  prying,  the 
school  wants  this  information  to  protect 
the  child.  Unfortunately,  school  records 
are  not  completely  private.  They  can  be 
seen  by  various  agencies  and  individuals. 
So  the  doctor  does  have  to  temper  what  he 
tellsthe  school.  In  many  chronic  illnesses, 
the  doctor  could  tell  the  principal,  in  light 
of  the  newer  privacy  laws,  with  proper  legal 
protection. 

There  are  basically  two  kinds  of  prob- 
lems a doctorwill  deal  with  in  schools.  The 
first  is  relatively  simple  and  consists  of 
strictly  medical  problems  such  as  conta- 
gion and  head  lice.  In  these  conditions  the 
doctor’s  word  is  final.  The  second  is  more 
complicated  and  consists  of  the  broad  area 
of  behavior  and /or  learning  disorders. 
When  a doctor  helps  with  this  type  prob- 
lem, he  has  to  consider  himself  as  part  of 
the  school  team.  Each  individual  on  the 
team  has  a special  expertise.  The  doctor 
should  realize  that  the  school  must  re- 


spond to  many  pressures.  However,  school 
personnel  will  usually  do  all  they  can  to 
carry  out  whatever  reasonable  suggestions 
the  doctor  makes. 

In  the  area  of  learningdisability  or  aber- 
rant behavior,  one  of  the  most  important 
things  the  physician  has  to  offer  is  an 
etiological  diagnosis.  For  example,  a par- 
ticularchild  may  not  be  learningwell  be- 
cause his  delivery  was  unusually  difficult; 
he  was  blue;  he  had  to  be  in  an  incubator. 
He  walked  at  age  12  months  but  didn’t 
talk  until  age  3 years.  This  child  may  have 
a form  of  brain  dysfunction  which  is 
amenable  to  special  educational  methods. 

It  is  worth  a hard  trial  at  salvation  to  get 
him  back  into  the  mainstream  of  the  reg- 
ular class.  The  teacher,  hearingthisfrom 
the  doctor,  is  going  to  exert  more  effort 
and  will  not  regard  the  pupil  as  retarded. 

In  the  area  of  aberrant  behavior  the  phy- 
sician’s input  can  be  helpful.  He  may  be 
the  only  person  who  knows  that  the  child’s 
temper  outbursts  are  postencephalitic;  that 
there  is  alcoholism  or  severe  home  emo- 
tional problems.  The  physician’s  explana- 
tion of  such  things  at  a brief  principal- 
teacher  conference  may  completely  change 
the  way  the  child  is  handled  at  school, 
much  more  so  than  if  the  parent  attempted 
such  talks  alone. 

Dr.  Newton,  Director,  School  Health  Services, 

San  Antonio  Independent  School  District,  141 
Lavaca  St.,  San  Antonio,  Texas  78210. 
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Where  should  you  have  an  accident? 


J.H.U.  Brown,  PhD 

When  an  individual  steps  off  the  curb  into 
the  path  of  an  oncoming  car,  his  chances 
for  survival  depend  on  where  his  accident 
occurs.  In  almost  any  large  American  city, 
the  victim  would  remain  lying  on  the  street 
while  waiting  for  transportation  to  the  hos- 
pital. Worse,  he  could  be  carried  to  a near- 
by home  to  wait  for  the  ambulance,  caus- 
ingfurther  injury  through  inept  handling. 
The  ambulance,  which  may  respond  after 
20  minutes,  could  be  the  hearse  for  a local 
funeral  home,  converted  to  an  ambulance 
for  the  moment,  and  the  driver  an  un- 
trained chauffeur.  After  the  victim  reaches 
the  hospital,  the  doctor  may  be  called  from 
his  home  and  reach  the  hospital  in  an  hour. 
It  is  a wonder  that  the  patient  survives. 

In  another  city,  an  injured  person  may 
be  picked  up  by  a neighbor  who  is  trained 
in  handlingthe  injured,  and  who  immedi- 
ately can  dial  a special  emergency  num- 
ber. A well-equipped  ambulance  with  well- 
trained  attendants  is  on  the  scene  in  min- 
utes. The  patient  is  rapidly  transported  to 
the  emergency  department  of  a hospital 
where  doctors  on  duty  24  hours  per  day 
rapidly  and  competently  take  care  of  her 
injuries.  The  patient  is  as  severely  injured 
as  the  first  one,  but  stays  in  the  hospital 
many  fewer  days  and  recovers  completely. 
The  first  patient  may  wear  a brace  for  a 
back  injury  received  as  he  was  carried  from 
the  scene  following  the  accident. 

These  two  stories  are  not  fiction.  Each 
has  occurred,  and  each  occurs  on  a daily 
basis  in  the  large  cities  of  our  country. 

Our  emergency  medical  care  system  is 
the  nation’s  shame.  We  spend  about  $300 
for  research  on  every  victim  of  cancer, 
about  $200  for  each  heart  attack,  and  less 
than  $1  on  every  emergency  victim.  Yet  the 
medical  emergency  is  the  nation’s  third 
largest  disease.  Each  year,  10  million 
Americans  are  injured  in  accidents, 

1 15,000  die,  and  thousands  more  are 


permanently  injured.  Heart  attacks  claim 
350,000  lives.  Yet  it  has  been  reliably 
stated  that  30,000  of  those  dying  in  acci- 
dents could  be  saved  with  prompt,  excel- 
lent medical  attention,  and  that  upto one- 
third  of  the  heart  attack  victims  could  be 
expected  to  survive  the  initial  attack  with 
good  emergency  care. 

Strangely  enough,  the  technology  is 
available.  We  know  howto  monitorthe 
heart  attack,  and  how  to  establish  good 
communications,  and  how  to  treat  the  ac- 
cident victim  effectively.  We  simply  have 
not  used  well  the  knowledge  that  is  avail- 
able and  has  been  tested  by  the  military  in 
Vietnam. 

In  fact,  a person  stood  a better  chance 
of  surviving  a sniper’s  bullet  in  Vietnam 
than  an  ordinary  accident  of  comparable 
severity  on  the  streets  of  any  large  city  in 
the  United  States. 

We  are  in  danger  from  the  moment  of 
an  accident.  It  is  an  established  fact  that 
the  period  of  time  before  treatment  begins 
is  crucial  to  recovery,  especially  for  the 
victim  of  a heart  attack.  Yet  the  victim  lies 
on  the  street  for  long  periods  while  some- 
one calls  the  police  or  an  ambulance;  the 
ambulance  arrives  from  a distance;  and 
finally  the  victim  is  transported  to  the  near- 
est hospital. 

Often  thetrouble  begins  with  the  pickup 
at  the  site  of  the  accident.  Some  60%  of 
the  ambulances  in  the  country  are  operated 
by  funeral  homes.  They  are  poorly  equip- 
ped to  handle  accident  or  emergency  vic- 
tims of  any  kind.  The  victim  may  be  taken 
to  a hospital  which  holds  a contract  with 
the  ambulance  company.  Good  treatment 
centers  may  be  passed  on  the  way.  In  one 
large  city,  it  has  been  stated  that  if  you 
have  a severe  accident  on  one  side  of  the 
street  you  will  live,  but  on  the  other  you  will 
die,  because  the  ambulance  pickup  on  the 
two  sides  go  to  different  hospitals. 
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Reaching  a hospital  alive  is  no  guaran- 
tee. Of  the  6,000  hospitals  in  this  country, 
only  300  have  class  A emergency  rooms 
as  defined  by  the  National  Academy  of 
Sciences.  The  rest  vary  from  good  to  ter- 
rible. It  is  axiomatic  that  intervention  in  a 
crisis  situation  requires  trained  personnel, 
instantly  available  v/ith  necessary  equip- 
ment and  knowledge  to  handle  the  emer- 
gency. Yet  most  emergency  rooms  are  at 
present  staffed  by  personnel  untrained  in 
emergency  procedures,  with  doctors  who 
are  on  call  but  may  not  be  in  the  hospital, 
and  with  inadequate  equipment  to  handle 
major  emergencies  such  as  heart  attacks. 

The  current  television  series,  “Emer- 
gency,” documents  an  idealized  situation 
where  equipment,  trained  personnel,  and 
adequate  facilities  exist  to  take  care  of  the 
emergencies  of  a large  city.  Unfortunately, 
almost  no  city  in  the  country  has  such 
facilities. 

Where  should  you  have  an  accident? 
Minimum  services  are  necessary  to  provide 
good  emergency  care.  You  can  rate  your 
city  and  your  own  chances  of  survival  ac- 
cordingto  the  criteria  listed  below: 

An  Emergency  Alert  System:  In  England 
and  in  Russia  a single  telephone  number 
will  alert  police,  fire,  or  ambulance  to  an 
emergency.  A very  few  cities  in  this  country 
have  such  a system.  In  the  USSR,  a citizen 
can  dial  on  any  phone,  without  a coin  de- 
posit, his  choice  of  fire,  police,  or  ambu- 
lance with  almost  instantaneous  response. 
In  England  the  familiar  999  will  reach  a 
central  switchboard.  Every  US  citizen 
should  have  access  to  such  a number. 

What  is  your  community’s  emergency 
number?  Is  it  a three-digit  number,  like 
911,  ora  seven-digit  numberalmost  im- 
possible to  remember?  (Five  points) 


An  Informed  Population:  An  accident  vic- 
tim should  be  handled  with  care  by  some- 
one trained  in  emergency  procedures.  The 
injured  should  not  be  moved,  for  example, 
until  the  degree  of  back,  neck,  or  head 
injury  has  been  determined.  How  many  of 
us  are  trained  in  simple  home  emergency 
treatment?  The  Division  of  Emergency 
Health  Services  of  the  Public  Health  Serv- 
ice has  tried  to  outline  training  courses  for 
the  population  at  large,  and  has  provided 
instruction  to  large  groups,  but  the 
chances  of  having  proper,  informed  help 
at  the  site  of  an  accident  are  still  small. 

We  must  create  an  informed  user  of  the 
medical  system  who  can  help  himself  and 
others  in  an  emergency. 

Does  your  local  area  offer  a course  in 
first  aid?  (Five  points) 

A Communication  System:  A central 
switchboard  linking  hospitals,  fire  stations, 
police,  and  ambulances,  should  be  in  oper- 
ation 24  hours  a day.  The  first  few  minutes 
after  any  accident  are  crucial,  and  the  fast- 
er a relief  vehicle  can  reach  the  scene  the 
better  are  the  victim’s  chances  for  survival. 
No  one  should  be  more  than  10  minutes 
from  help  at  any  time.  This  requires  care- 
ful routing  of  vehicles,  assignment  of  the 
proper  personnel,  and  a determination  of 
which  vehicle  should  answer  the  call. 
Nothing  can  be  worse  than  the  sight  of 
two  ambulances  racing  each  other  to  an 
accident. 

Can  ambulances  be  routed  as  necessary 
in  your  city?  What  is  the  response  time? 

Do  you  have  a central  switchboard,  or 
must  you  call  several  numbers  to  get  emer- 
gency help?  (15  points) 

A Transportation  System:  Ambulances 
should  be  equipped  for  life-saving  pro- 
cedures and  staffed  with  at  least  two 
people,  both  of  whom  are  well-trained  in 
emergency  medical  care.  The  ambulances 
should  be  dispatched  centrally,  and  the 
kind  of  vehicle  should  be  based  on  the 
magnitude  of  the  accident.  There  is  little 
use  in  sendinga  $40,000  ambulance  to 
take  care  of  a cut  finger,  especially  when 
that  vehicle  may  be  needed  to  care  for  a 
coronary  emergency.  The  control  for  all 
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ambulances  should  be  in  the  hands  of  a 
single  group. 

Does  your  community  have  special  car- 
diac care  vehicles,  true  emergency  trucks, 
and  other  special  purpose  transportation? 
Are  the  ambulance  attendants  trained  as 
paramedics  with  a minimum  of  100  hours 
of  instruction?  Are  they  required  to  refresh 
theirtraining  regularly?  (15  points) 

ATriage  System:  Triage  is  simply  the 
process  of  separating  the  injured  on  the 
basis  of  the  extent  of  injury.  There  is  no 
point  in  placing  a slightly  injured  person  in 
an  intensive  care  unit  complete  with  car- 
diac resuscitation  devices.  On  the  other 
hand,  the  real  cardiac  case  will  require 
all  the  skill  and  technology  such  a unit 
can  muster.  Ambulances  must  be  in  com- 
munication with  the  hospital  by  radio  so 
that  a physician  can  select  the  degree  of 
care  whilethe  vehicle  is  in  route  to  the 
hospital.  On  the  basis  of  such  information, 
the  decision  may  be  made  to  take  the  in- 
jured person  to  a less  well-equipped  but 
perfectly  competent  emergency  depart- 
ment at  a nearby  hospital  rather  than 
transporting  him  longer  distances  to  reach 
a more  sophisticated  unit.  The  physician 
may  decide  on  the  basis  of  electrocardio- 
grams transmitted  from  the  ambulance. 

How  does  your  city  rate?  Does  the  am- 
bulance go  to  the  nearest  or  to  the  best 
hospital?  (10  points) 

The  Emergency  Department:  Every  com- 
munity should  have  at  least  one  emergency 
department  which  is  open  24  hours  a day, 
staffed  with  full-time  physicians  and 
trained  personnel,  has  all  the  equipment  to 
deal  with  any  emergency,  and  can  produce 
on  call  all  the  specialties  of  medicine  which 
may  be  needed  (a  pediatrician  for  chil- 
dren’s accidents,  a neurosurgeon  for  head 
injuries,  etc).  Most  of  the  emergency 
rooms  in  the  United  States  are  open  24 
hours  a day,  but  most  of  them  are  staffed 
only  by  a nurse  who  may  be  called  from 
the  ward  and  who  may  have  no  special 
training  in  emergency  procedures.  In  some 
cases  the  emergency  room  may  have  a doc- 
tor on  call  but  he  may  be  many  minutes 
away  during  the  very  period  when  time  is 


of  the  essence.  Other  emergency  rooms 
are  staffed  by  interns  who  have  no  real 
experience  but  “rotate”  through  the  emer- 
gency room  for  short  terms.  The  distin- 
guishing characteristic  of  good  emergency 
care  is  whether  the  community  hospital 
has  an  emergency  department  rather  than 
an  emergency  room.  Standards  have  been 
proposed  by  the  National  Academy  of 
Sciences. 

Does  your  city  have  at  least  one  unit 
which  meets  the  standards,  and  can  all 
really  bad  emergencies  be  referred  to  it? 
(10  points) 

Other  Services:  When  most  peoplethink 
of  an  emergency,  they  think  of  accidents 
and  serious  injury.  Nowadays  wearefind- 
ing  many  other  emergency  situations 
which  must  be  treated  as  promptly  as  the 
accident.  The  crisis  intervention  or  suicide 
prevention  center  is  as  much  a part  of  the 
emergency  system  as  is  the  trauma  treat- 
ment center.  The  center  for  poison  control, 
the  drug  abuse  center,  and  perhaps  the 
alcoholism  treatment  center  are  also  emer- 
gency units.  Many  cardiopulmonary  units 
are  emergency  centers  in  themselves,  spe- 
cializing in  the  complicated  cardiac  cases. 
These  centers  again  must  be  closely  linked 
to  the  emergency  system  and  the  emer- 
gency department. 

Does  your  community  tie  these  impor- 
tant facets  of  treatment  into  the  emer- 
gency system  so  that  a prompt  scheme  of 
treatment  is  developed  in  place  of  the 
usual  night  in  the  drunktankfor  question- 
able cases?  (10  points) 

Ambulatory  Care  Facilities:  Most  big  city 
emergency  rooms  or  departments  serve  as 
the  community  doctor.  Anyone  sick  in  the 
neighborhood  can  and  does  come  to  the 
emergency  department  for  treatment, 
especially  after  office  hours  and  on  week- 
ends. It  has  been  estimated  that  about 
80%  of  the  people — and  in  a large  depart- 
ment this  can  amount  to  hundreds  of  thou- 
sands of  patients  per  year — have  no  real 
emergency  and  could  be  treated  in  an  out- 
patient clinic  if  they  could  have  quick, 
courteous  service  without  the  usual  long 
delays.  A part  of  any  emergency  system 
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should  be  a means  of  separatingthetrue 
emergency  patients,  who  must  have 
prompt  care,  from  those  who  are  sick  but 
not  in  an  emergency  situation. 

This  latter  group  should  be  provided 
with  nearby,  outpatient  services  at  all 
times,  24  hours  a day  if  necessary.  (5 
points) 

An  Emergency  System:  No  community  can 
be  considered  to  have  any  part  of  an  emer- 
gency system  unless  it  has  adequate  com- 
munications, transportation,  and  treat- 
ment for  emergencies.  Part  of  an  emer- 
gency system  is  really  no  system  at  all.  (20 
points) 

How  Does  Your  Community  Rate? 

If  you  have  all  the  elements  mentioned 
herein,  you  have  one  of  the  finest  emer- 
gency systems  in  the  country.  If  six  or 
seven  of  the  eight  elements  are  present, 
you  have  a better  than  adequate,  but  not 
outstanding,  unit.  If  your  community  has 
less  than  five  of  the  elements  present,  you 
should  worry  seriously  about  whether  you 
would  receive  adequate  care  in  an  emer- 
gency. The  risk  is  real.  The  chances  of 
dying  in  a medical  or  surgical  emergency 
is  almost  exactly  twice  as  large  in  a poorly 
equipped  emergency  system  as  in  a good 
one.  With  major  chest  injuries,  the  chances 
of  survival  if  pickup  is  delayed  more  than 
one-half  hour  are  greatly  diminished. 
Strangely  enough,  the  survival  with  head 
injuries  is  less  dependent  on  time  of  treat- 
ment. The  type  of  vehicle  and  the  care  pro- 
vided at  the  scene  of  the  accident  by 
trained  attendants  also  makes  a major  dif- 
ference in  survival. 

What  can  you  do  to  help?  Your  city  may 
have  an  emergency  care  council  working  to 
coordinate  services.  Local  volunteer  agen- 


cies may  be  raisingfunds  for  equipment. 
The  federal  government  is  preparing  to 
provide  funds  for  areawide  emergency  sys- 
tems. All  of  those  require  support  of  the 
individual  citizen  concerned  about  the 
health  of  others. 

Are  you  knowledgeable  about  your  emer- 
gency system?  Are  you  doing  all  you  can  to 
upgrade  it?  (5  points) 

What  does  a good  emergency  health 
service  cost?  Surprisingly  little.  Your  com- 
munity is  already  paying  for  emergency 
services  through  private  ambulance  com- 
panies, poorly  equipped  and  staffed  hos- 
pitals, and  voluntary  contributions.  If  the 
fire  department,  for  example,  operates  the 
emergency  department,  the  personnel  are 
already  trained  in  emergency  procedures, 
and  they  are  on  duty  and  paid  24  hours  a 
day.  A single  hospital  can  be  selected  and 
upgraded  to  provide  optimal  medical  serv- 
ices, and  poor  units  can  be  closed  down. 
Most  police  and  fire  departments  are  well- 
equipped  with  communications  equipment 
which  can  be  expanded.  It  has  been  esti- 
mated that  the  additional  cost  to  a com- 
munity to  provide  first-class  emergency 
care  would  be  less  than  $2  per  person  per 
year — a small  price  to  pay  when  one’s  life 
is  in  danger. 

Dr.  Brown,  Coordinator,  Southwest  Research 
Consortium,  8848  W.  Commerce  St.,  San  Antonio, 
Texas  78284. 

Discussion 

The  article  by  Dr.  Brown  is  timely.  Medical 
care,  once  the  person  has  progressed  be- 
yond the  emergency  department  of  the 
hospital,  is  probably  at  its  highest  level  in 
history.  However,  as  Dr.  Brown  states, 
there  are  only  a few  Class  A emergency 
rooms  in  the  entire  state  which  are  capable 
of  giving  full  care  to  the  acutely  ill  or  in- 
jured patient.  It  is  unfortunate  that  many 
hospitals  entice,  as  it  were,  patients  to 
their  hospital  with  the  title  of  “Emergency 
Room’’  over  their  doors,  where,  in  fact, 
none  exists.  This  the  medical  profession 
should  help  correct. 

The  proposal  for  an  emergency  medical 
service  system,  which  has  been  made  by 
many  emergency  medical  workers,  govern- 
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mental  agencies,  and  members  of  the  med- 
ical profession,  has  fallen  almost  on  deaf 
ears,  both  in  the  profession  and  in  the 
major  communities  in  the  state.  The  cost 
of  such  a system  is  always  given  as  a rea- 
son for  not  implementing  it;  however,  at- 
taching a political  label  to  what  is  essen- 
tially a medical  care  system  always  causes 
the  issue  to  flounder  in  a maze  of  political 
gerrymandering  and  pragmatic  opinions  by 
people  who  have  absolutely  no  knowledge 
of  the  problems  they  discuss.  It  has  always 
been  understood  that  the  public  welfare  of 
the  community  in  terms  of  fire,  police  and 
emergency  care  is  one  of  the  major  duties 
ofthecity.  Instead,  millions  of  dollars  will 
be  spent  on  recreational  facilities,  and  ath- 
letic facilities,  and  at  the  same  time  any 
city  over  300,000  people  is  losing  200-300 


lives  each  year  for  the  lack  of  an  emer- 
gency medical  system  which  is  well  within 
the  ability  of  almost  any  city  to  finance 
through  its  existing  emergency  services.  I 
would  urge  all  physicians  to  read  Dr, 
Brown’s  article  thoughtfully,  and  use  what- 
ever influence  you  may  have  in  your  com- 
munity to  better  this  somewhat  tragic  sit- 
uation. 

R.  Maurice  Hood,  MD,  Austin 


1.  How  does  your  community  rate? 


Ideal  Your  City's 

Points  Points 


A three-digit  universal  emergency  number  5 

Community  awareness:  First  aid  courses,  etc  5 

A central  communications  system  with  monitoring  15 

Well-equipped  ambulance  with  trained  attendants  15 

A dispatch  system  to  send  patient  to  the  best  emergency  department  10 

An  emergency  department  with  trained  physicians  10 

All  emergency  services  (drugs,  alcohol,  poisons,  etc)  10 

Adequate  outpatient  facilities  5 

A total  system  (all  of  the  above)  20 

Your  participation  in  the  system  5 


If  your  score  is  less  than  70,  a major  overhaul  of  the  system 
is  necessary;  if  the  score  is  80,  your  system  is  probably  ade- 
quate; with  a score  of  90  or  above  your  system  is  very 


good.  A score  of  70  or  less  demands  commitments  on  the 
part  of  the  citizens,  the  government,  and  medical  community 
to  upgrade  the  total  emergency  system. 
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Order  now  for  Christmas! 


Texas  Medical  Association  and 
Woman’s  Auxiliary  Jewelry 

Proceeds  go  to  the  TAIA  and  WA  TATA  Physicians  Benevolent  Fund 


MONEY  CLIP  PIN  & PENDANT  CHARM 


Shown  slightly  smaller  than  actual  size 


Please  send  me  the  following  TMA  and  Woman's  Auxiliary  Jewelry 


Quantity 

Item 

14- Karat 

Gold  Filled 

Sterling  Silver 

Add 

Diamond 

Add 

Syn.  Stone 

Cuff  Links 

$80.00 

$12.75 

$12.75 

* 

Tie  Bar  - Short 

50.75 

10.00 

9.50 

Tie  Tack 

34.50 

5.00 

5.00 

Money  Clip 

53.50 

13.00 

11.00 

Charm 

34.50 

4.75 

4.50 

Pin  and  Pendant 

42.75 

5.75 

5.75 

Key  Chain 

8.00 

7.75 

ADD  5%  SALES  TAX  TO  PRICE  OF  ALL  ITEMS 


Addition  of  single  cut  three-point  diamond  $15.00;  synthetic  stone  $1.50.  *Two  stones  required  for  cuff  links. 
When  ordering  synthetic  stones,  please  specify  color;  all  colors  available. 

All  orders  shipped  prepaid.  Please  allow  three  weeks. 


Namfi 

Mail  this  form  to: 

Addre.s.s 

Texas  Medical  Association 

City 

F^tatp  7ip 

and  Woman's  Auxiliary  Jewelry 
c/o  Physicians  Benevolent  Fund 
1801  North  Lamar  Blvd. 

Check  enclosed  for  $ 

Make  payable  to: 

Texas  Medical  Association 

Austin,  Texas  78701 
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WE  GET  DOCTORS  THERE  IN  STYLE. 


For  three  years  the  TMA 
has  trusted  us  to  handle  the 
physician’s  transportation  needs. 


Whether  it  is  renewal  time  on  your 
auto  lease  or  you  are  considering 
leasing  for  the  first  time,  the  1976 
models  are  now  available.  Call 
us  to  see  the  model  of  your  choice. 

We  understand  the  special  needs 
and  time  problems  of  physicians 
and  offer  a leasing  program  de- 
signed to  make  leasing  any  auto 
simple  and  fast. 

We  can  even  handle  the  whole 
thing  — through  your  secretary  if 
you  wish  — once  you’ve  decided 


which  car  you  want. 

You  receive: 

• tax  write-offs 

• low  lease  costs 

• positive  cash  tlow 

• no  record  keeping  necessary 

• custom  tailored  leases 

• total  maintenance  of 
Lincoln -Mercury  prcxlucts 

For  complete  details  on  this 
lea.se  program,  call  or  w rite 
Bankston  Rentals 
or  Southwest  Motor  Leasing. 


Texas  Medical  Association 
Automobile  Lease  Program 

L'nder\«.  ritten  hs : 


Bankston  Rentals,  Inc.  4747  LBJ  Freeway  Dallas.  Texas  75234 
Southwest  Motor  Leasing,  Inc.  6737  Southwest  Freeway  Houston,  Texas  77036 
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and 

The  only  major  new 
combination  antihypertensive 
in  a decade 


tablet  contains: 

Catapres®,  brand  of  clonidine  hydrochloride. 
0.1  or  0.2  mg  and  chlorthalidone,  15  mg 


Please  see  brief  summary  of  the  prescribing  information  including  precautions,  warnings,  adverse  reactions. 


^^nonreserpine  _ ^ 

Combipresoe 

Each  tablet  contains: 

Catapres"  brand  otclonidine  hydrochloride, 

0 1 or  0 2 mg  and  chlorthalidone,  15  mg 


Works  better  than  either 
component  in  equivalent 
doses* 

Works  in  mild  to  severe 
hypertension 

Works  conveniently  for 
patients  who  need  more 
than  one  drug* 

Works  for  less  than  the 
cost  of  separate  Rxs* 

Works  and  works  and 
works — convenience  and 
economy  promote  long- 
term patient  compliance 


‘Combipres  is  not  indicated  for  initial  therapy  of 
hypertension.  It  is  indicated  for  hypertensive 
patients  who  need  more  than  one  drug  for  ade- 
quate lowering  of  blood  pressure  and  who  have 
proved  to  be  responsive  to  its  components  given 
separately  in  dosages  equivalent  to  those  in 
the  combination. 


Warning:  This  fixed  combination  drug  is  not 
indicated  for  initial  therapy  of  hypertension. 
Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination 
represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  manage- 
ment. The  treatment  of  hypertension  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


Indication:  The  drug  is  indicated  in  the  treatment 
of  hypertension  (see  box  warning). 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  chlorthalidone  and  patients  with 


severe  renal  or  hepatic  diseases. 

Warnings:  Tolerance  may  develop  in  some 
instances  necessitating  a reevaluation  of  therapy. 
Usage  in  Pregnancy:  In  view  of  embryotoxicity 
findings  in  animals,  and  since  information  on 
possible  adverse  effects  in  pregnant  women  is 
limited  to  uncontrolled  clinical  data,  the  drug  is 
not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefit 
outweighs  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience  is  avail- 
able with  the  use  of  Combipres  in  children. 
Precautions:  When  discontinuing  Combipres,  re- 
duce the  dose  gradually  over  2 to  4 days  to  avoid 
a possible  rapid  rise  in  blood  pressure  and  asso- 
ciated subjective  symptoms  such  as  nervousness, 
agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  con- 
sulting their  physician.  Rare  instances  of  hyper- 
tensive encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydro- 
chloride therapy.  A causal  relationship  has  not 
been  established  in  these  cases.  It  has  been 
demonstrated  that  an  excessive  rise  in  blood 
pressure,  should  it  occur,  can  be  reversed  by  re- 
sumption of  Combipres  therapy  or  by  intravenous 
phentolamine.  Patients  who  engage  in  potentially 
hazardous  activities,  such  as  operating  machinery 
or  driving,  should  be  advised  of  the  sedative 
effect  of  the  clonidine  hydrochloride  component. 
This  drug  may  enhance  the  CNS-depressive 
effects  of  alcohol,  barbiturates  and  other  seda- 
tives. Like  any  other  antihypertensive  agent, 
Combipres  should  be  used  with  caution  in 
patients  with  severe  coronary  insufficiency, 
recent  myocardial  infarction,  cerebrovascular 
disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Combipres  should  receive 
periodic  eye  examinations.  While,  except  for 
some  dryness  of  the  eyes,  no  drug-related 
abnormal  ophthalmological  findings  have  been 
recorded  with  Catapres,  in  several  studies  the 
drug  produced  a dose-dependent  increase  in  the 
incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  in  albino  rats  treated 
for  6 months  or  longer. 

Patients  predisposed  toward  or  affected  by 
diabetes  should  be  tested  periodically  while 
receiving  Combipres,  because  of  the  hyper- 
glycemic effect  of  chlorthalidone. 

Because  of  the  possibility  of  progression  of  renal 
failure,  periodic  determination  of  the  BUN  is 
indicated.  If,  in  the  physician's  opinion,  a rising 
BUN  is  significant,  the  drug  should  be  stopped. 
The  chlorthalidone  component  of  Combipres  may 
lead  to  sodium  and/or  potassium  depletion. 
Muscular  weakness,  muscle  cramps,  anorexia, 
nausea,  vomiting,  constipation,  lethargy  or  mental 
confusion  may  occur.  Severe  dietary  salt  restric- 
tion is  not  recommended  in  patients  receiving 
Combipres. 

Periodic  determinations  of  the  serum  potassium 
level  will  aid  the  physician  in  the  detection  of 
hypokalemia.  Extra  care  should  be  given  to 
detection  of  hypokalemia  in  patients  receiving 
adrenal  corticosteroids.  ACTH  or  digitalis.  Hypo- 
chloremic alkalosis  often  precedes  other  evi- 
dence of  severe  potassium  deficiency.  Frequently, 
therefore,  more  sensitive  indicators  than  the 
potassium  serum  level  are  the  serum  bicarbonate 
and  chloride  concentrations.  Also  indicative  of 
potassium  depletion  can  be  electrocardiographic 
alterations  such  as  changes  in  conduction  time, 
reduction  in  amplitude  of  the  T wave;  ST  segment 
depression:  prominent  U wave.  These  abnormali- 
ties may  appear  with  potassium  depletion  before 
the  serum  level  of  potassium  decreases.  To  lessen 
the  possibility  of  potassium  deficiency,  the  diet, 
in  addition  to  meat  and  vegetables,  should  in- 
clude potassium-rich  foods  such  as  citrus  fruits 
and  bananas.  If  significant  potassium  depletion 
should  occur  during  therapy,  oral  potassium 
supplements  In  the  form  of  potassium  chloride 
(3  to  4.5  gm/day),  fruit  juice  and  bananas  should 
be  given. 

Adverse  Reactions:  The  most  common  reactions 
are  dry  mouth,  drowsiness  and  sedation.  Consti- 
pation, dizziness,  headache,  and  fatigue  have 
been  reported.  Generally  these  effects  tend  to 
diminish  with  continued  therapy. 


Clonidine  hydrochloride:  Anorexia,  malaise,  nau- 
sea, vomiting,  parotid  pain,  mild  transient  abnor- 
malities in  liver  function  tests:  one  case  of  possible 
drug-induced  hepatitis  without  icterus  and  hyper- 
bilirubinemia in  a patient  receiving  clonidine 
hydrochloride,  chlorthalidone  and  papaverine 
hydrochloride.  Weight  gain,  transient  elevation  of 
blood  glucose,  or  serum  creatine  phosphokinase; 
congestive  heart  failure,  Raynaud's  phenomenon; 
vivid  dreams  or  nightmares,  insomnia,  other 
behavioral  changes,  nervousness,  restlessness, 
anxiety  and  mental  depression.  Also  rash,  angio- 
neurotic edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash;  impo- 
tence, urinary  retention;  increased  sensitivity  to 
alcohol,  dryness,  itching  or  burning  of  the  eyes, 
dryness  of  the  nasal  mucosa,  pallor,  gynecomas- 
tia, weakly  positive  Coombs'  test,  asymptomatic 
electrocardiographic  abnormalities  manifested 
as  Wenckebach  period  or  ventricular  trigeminy. 
Chlorthalidone:  Symptoms  such  as  nausea,  gas- 
tric irritation,  anorexia,  constipation  and  cramp- 
ing, weakness,  dizziness,  transient  myopia  and 
restlessness  are  occasionally  observed.  Head- 
ache and  impotence  or  dysuria  may  occur  rarely. 
Orthostatic  hypotension  has  been  reported  and 
may  be  potentiated  when  chlorthalidone  is  com- 
bined with  alcohol,  barbiturates  or  narcotics. 

Skin  rashes,  urticaria  and  purpura  have  been 
reported  in  a few  instances, 

A decreased  glucose  tolerance  evidenced  by 
hyperglycemia  and  glycosuria  may  develop  in- 
consistently.This  condition,  usually  reversible  on 
discontinuation  of  therapy,  responds  to  control 
with  antidiabetic  treatment.  Diabetics  and  those 
predisposed  should  be  checked  regularly. 

As  with  other  diuretic  agents  hypokalemia  may 
occur  (see  Precautions).  Hyperuricemia  may  be 
observed  on  occasion  and  acute  attacks  of  gout 
have  been  precipitated.  In  cases  where  pro- 
longed and  significant  elevation  of  blood  uric 
acid  concentration  is  considered  potentially  de- 
leterious, concomitant  use  of  a uricosuric  agent 
is  effective  in  reversing  hyperuricemia  without 
loss  of  diuretic  and/or  antihypertensive  activity. 
Idiosyncratic  drug  reactions  such  as  aplastic 
anemia,  thrombocytopenia,  leukopenia,  agranu- 
locytosis, and  necrotizing  angiitis  have  occurred, 
but  are  rare. 

The  remote  possibility  of  pancreatitis  should  be 
considered  when  epigastric  pain  or  unexplained 
gastrointestinal  symptoms  develop  after  pro- 
longed administration. 

Other  adverse  reactions  which  have  been 
reported  with  this  general  class  of  compounds 
include:  jaundice,  xanthopsia,  paresthesia 
and  photosensitization. 

Overdosage:  Catapres  (clonidine  hydrochloride): 
Profound  hypotension,  weakness,  somnolence, 
diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  ingestion  of  Catapres  by 
several  children  from  19  months  to  5 years  of 
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Journal  clubs  vanishing 
from  continuing  education 


A survey  of  the  largest  county  medical 
societies  shows  the  once  popular  journal 
club  on  the  endangered  species  list. 

One  of  the  earliest  forms  of  continuing 
medical  education,  a journal  club  provides 
a forum  for  professional  discussion  and 
exchange  of  ideas.  Although  the  number 
is  diminishing,  the  concept  of  a journal 
club  is  enduring  in  several  areas  of  the 
state.  A look  at  a few  of  the  active  groups 
illustrates  the  varied  modern  day  adapta- 
tions of  this  education  form. 

Fort  Worth  has  several  journal  clubs.  The 
oldest  has  met  monthly  since  1939  except 
for  two  years  during  the  war.  Dr.  John  J. 
Andujar,  Fort  Worth  pathologist  and  one  of 
the  original  12  members,  explained  the 
make-up  of  the  club. 

“We  limit  the  membershipto  12  special- 
ties,” he  said.  “These  coverthe  usual  maj- 
or specialties  such  as  internal  medicine, 
surgery,  obstetrics,  psychiatry,  pathology, 
radiology,  pediatrics,  and  occasionally 
dermatology  or  other  specialties,  depend- 
ing on  the  nature  of  the  vacancy.” 

He  said  that  most  of  the  members  have 
been  part  of  the  Fort  Worth  Medical  Jour- 
nals Club  for  at  least  20  years.  The  club 
was  prompted  by  the  desire  of  specialists 
to  keep  up  with  developments  in  other  spe- 
cialties and  in  general  practice. 

Dr.  Andujarcontinued,  “A  third  of  the  12 
members  report  at  each  monthly  meeting. 
We  meet  shortly  after  dinner,  rotating  the 
site  among  the  homes  of  the  members. 
There  is  no  limitation  on  the  topics  or  jour- 
nals since  each  of  the  four  speakers  selects 
the  articles  and  journals  to  be  reviewed.” 
Generally,  Dr.  Andujar  said,  this  will  in- 


Althougli  few  and  far  between, 
journal  clubs  continue  to  endure  in 
several  parts  of  the  state.  The  for- 
mat and  purpose  of  a journal  club 
depend  on  the  membership. 


elude  two  or  three  of  the  most  prominent 
journals  in  that  particular  essayist’s 
specialty. 

As  for  the  club’s  advantages.  Dr.  Andujar 
said,  “This  group  consistently  through  the 
years  has  benefited  tremendously  by  in- 
formation from  the  other  specialties  and 
particularly  by  information  about  one’s 
own  specialty  which  happens  to  appear  in 
another  specialty  journal.  This  is  its  main 
advantage  since  it  keeps  us  abreast  of 
developments  in  other  specialties  which 
directly  affect  our  own  specialties.” 

Dr.  Andujar  described  a specialist  as  one 
who  may  become  “increasingly  better  in 
hisfield  and  increasingly  worse  in  all  other 
fields  as  time  goes  by.”  He  feels  the  in- 
formation and  enthusiasm  which  other 
specialists  impart  in  the  journal  club  ses- 
sions are  both  valuable  and  essential  as- 
sets to  a specialist. 

In  Temple 

Two  journal  clubs  were  formed  in  Temple 
about  six  to  eight  years  ago,  one  by  the 
Endocrine  Section  and  the  other  by  the  De- 
partment of  Internal  Medicine  staff  and 
house  staff  at  Scott  and  White 
Clinic. 
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Journal  chibs  fill  a purpose  in  the 
educatioyial  framework  by  teaching 
students  to  evaluate  published 

reports. 


Dr.  James  F.  McMurry,  Jr.,  informal  secre- 
tary of  the  Endocrine  Journal  Club,  said 
the  group  was  founded  because  the  par- 
ticipants felt  they  could  cover  literature 
better  as  a groupthan  as  individuals.  Six 
to  eight  MDs  and  two  PhDs  are  members 
of  the  club  which  meets  monthly.  Each 
member  presents  two  articles  from  assign- 
ed journals. 

A major  advantage  cited  by  Dr.  McMurry 
is  that  the  group  covers  more  articles  in  a 
variety  of  journals  than  they  might  as  in- 
dividuals. He  continued,  “We  can  also  call 
upon  a ‘group  memory’  forthechanges 
that  a new  piece  of  work  may  indicate  in 
current  views,  and  evaluate  our  acceptance 
of  the  new  ideas.” 

The  internal  medicine  group  is  largerwith 
20  to  40  persons  participating  in  sessions. 
One  of  the  prime  motivations  for  its  found- 
ing was  its  use  as  an  educational  tool  for 
house  officers.  Each  month,  the  chief  medi- 
cal resident  selects  the  articles  to  be  dis- 
cussed from  a multiple  of  journals.  This 
list  goes  to  all  members.  House  officers  are 
assigned  one  article  to  summarize.  Other 
members  comment  followingthe 
presentations. 

In  a discussion  of  the  club.  Dr.  Luther  M. 
Brewer,  mentioned  the  following  benefits: 
1)  the  club  disciplines  members  to  read 
medical  literature;  2)  the  members  receive 
others’  opinions  on  articles,  and  discus- 
sions are  allowed  to  branch  off  into  broad- 


er subjects:  3)  multiple  subspecialists  at- 
tend the  sessions,  and  the  club  tries  to 
bring  those  in  other  subspecialties  upto 
date;  and  4)  the  club  trains  house  officers 
to  evaluate  current  literature. 

Useful  in  postgraduate  work 

In  Amarillo,  there  are  two  journal  clubs  of 
recent  vintage.  The  Surgical  Journal  Club 
was  started  in  January,  1973  forthe  pur- 
pose of  continuing  surgical  education  in 
the  Veterans  Administration  Hospital.  Dr. 
Constancio  Y.  King,  chairman  of  theclub 
and  clinical  assistant  professor  of  surgery, 
Texas  Tech  University  School  of  Medicine, 
said  that  all  staff  surgeons  and  all  residents 
rotating  in  the  surgical  service  participate 
in  theclub.  Presentations  are  rotated 
amongthe  club  members. 

Dr.  King  explained,  “Each  month,  one  per- 
son presents  articles,  preferably  the  latest 
ones  and  those  which  have  somethingto  do 
with  current  cases  in  the  hospital.” 

Dr.  King  feels  the  main  advantage  of  the 
club  is  that  all  surgical  staff  members  and 
residents  are  kept  informed  of  the  latest 
advances  in  surgery.  In  addition,  he  feels 
the  open  forum  discussion  held  duringthe 
last  15  minutes  of  the  meeting  is  most 
valuable toall  participants.  Notingthein- 
creased  participation  of  staff  during  recent 
months,  he  indicated  the  belief  that  journal 
clubs  will  continue  as  a valid  form  of  con- 
tinuing education. 
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Journal  clubs  help  specialists  keep 
abreast  of  developments  in  other 
specialties. 


Atthe  Northwest  Texas  Hospital  in  Amaril- 
lo, a journal  club  was  formed  in  1974, 
prompted  by  the  coming  of  the  new  Texas 
Tech  University  medical  school  branch  in 
Amarillo.  Dr.  John  V.  Denko,  clinical  asso- 
ciate professor,  Texas  Tech  University 
School  of  Medicine  and  Amarillo  patholog- 
ist, reports  that  25-30  participate  in  the 
informal  monthly  sessions.  Topics  include 
family  practice,  public  health,  surgery,  in- 
ternal medicine,  obstetrics,  etc,  and  many 
subjects  of  “practical  value.’’  Dr.  Denko 
feelsthe  journal  club  provides  students 
and  residents  the  opportunity  to  develop 
confidence  in  presenting  verbal 
reports. 

He  stated  that  there  is  much  useless  data 
in  print,  frequent  repetition  of  reports,  and 
a definite  need  to  teach  students  to  evalu- 
ate published  reports.  Thus,  the  journal 
club  fills  a purpose  in  the  educational 
framework. 

Do  journal  clubs  have  a future?  The  doctors 
named  in  this  article  unanimously  say 
“yes.”  For  although  the  method  may  seem 
old  fashioned  in  the  face  of  some  of  the 
more  advanced  and  formal  approaches  to 
continuing  medical  education,  the  journal 
club  cultivates  very  basic  elements  in  doc- 
toring— personal  involvement  and  person- 
al development.  That’s  a combination 
that’s  hard  to  beat. 
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A specialist  in  philately 


Here’s  a hobby  that  can  be  enjoyed  in  one’s 
home  yet  brings  worldwide  contacts;  is  in- 
formative as  well  as  entertaining;  and  can 
be  pursued  with  as  little  or  much  invest- 
ment of  time  and  money  as 
desirable. 

The  hobby  is  philately — stamp  collecting 
as  it  is  commonly  known.  This  favorite  pas- 
time of  many  throughout  the  world  has 
been  refined  in  recent  years  so  that  many 
philatelists  now  specialize.  Favorite  topical 
interests  include  such  subjects  as  architec- 
tural subjects  and  flowers.  An  area  of  grow- 
ing interest  to  many  physicians  is  the  col- 
lection of  medical  stamps.  One  such  physi- 
cian, Dr.  Kurt  Lekisch  of  Austin,  has  a re- 
markable collection  of  both  medical  stamps 
and  related  historical  data. 

A long-time  stamp  collector.  Dr.  Lekisch 
first  became  interested  in  medical  philate- 
ly in  June,  1973  when  he  noticed  an  item  in 
Medical  World  Tribune  by  Dr.  Joseph  Kler, 
author  and  authority  on  medical 
philately. 

A letter  to  Dr.  Kler  brought  information  on 
available  books,  sources  of  stamps,  and 
general  information  on  the  potential  of  the 
hobby.  Today,  Dr.  Lekisch’s  collection  fills 
12  bulging  notebooks. 

Dr.  Lekisch  is  especially  interested  in 
stamps  of  medical  personalities  and  related 
information  regarding  their  lives.  His  col- 
lection reflects  the  progress  of  medicine 
over  the  centuries  and  the  efforts  of  the 
many  contributors  to  the  field. 

Collection  highlights 

A highlight  of  his  collection  is  an  extensive 


array  of  stamps  issued  in  honor  of  the  com- 
memoration of  Albert  Schweitzer’s  100th 
birthday.  Another  interesting  set  reflects 
the  completion  of  the  Panama  Canal  in 
1914.  Dr.  Lekisch  pointed  out  that  the 
French  lost  tens  of  thousands  of  men  and 
over  $168  million  in  their  attempt  to  build 
the  canal  but  were  unable  to  overcome  the 
dread  diseases  of  the  mosquito-invested 
area — malaria  and  yellow  fever.  Then 
Charles  Laveran  discovered  the  malarial 
parasite;  Juan  Carlos  Finlay  y Barres  con- 
nected the  Aedes  Aegypti  mosquito  with 
yellow  fever.  It  took  the  Americans  three 
years  of  burning  swamps  before  the  car- 
riers of  these  diseases  were  under  control 
and  progress  on  the  canal  was  made.  Dr. 
Lekisch’s  collection  boasts  of  approximate- 
ly 100  stamps  from  50  countries  which 
depict  the  1974  theme  of  the  United  Na- 
tions— population  control.  The  stamps  il- 
lustrate the  varied  stages  of  health  care 
sophistication  found  throughout  the  world 
from  the  developing  countries  to  highly 
modernized  nations. 

His  oldest  and  one  of  his  most  valuable 
stamps  is  “all  American’’  and  quite  inter- 
esting in  light  of  the  upcoming  bicenten- 
nial. The  stamp  is  an  1869  US  24-cent 
stamp  honoringthesigningof  the  Declara- 
tion of  Independence.  (Five  physicians 
were  signers  of  this  famed  document). 
Mounted  with  this  stamp  in  Dr.  Lekisch’s 
collection  is  a stamp  from  Upper  Volta  hon- 
oring the  American  bicentennial.  Within 
this  stamp  is  set  a likeness  of  the  1869 
stamp. 

Of  particular  historic  interest  to  all  Ameri- 
cans, as  well  as  medical  philatelists,  is  the 
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Dr.  Lekisch’s  collection  has  a wide  array  of  stamps  commemorating  the  1974  theme  of  the  United  Nations — 
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US  10-cent  stamp  recently  issued  in  honor 
of  the  bicentennial.  The  stamp  commemo- 
rates the  200th  anniversary  of  the  Battle 
of  Bunker  Hill.  The  design,  based  on  a de- 
tail of  a famous  painting  by  John  Trumbull, 
features  the  dying  Dr.  Joseph  Warren, 
who  was  fatally  wounded  at  Bunker  Hill. 
The  historical  information  collected  by  Dr. 
Lekisch  reveals  interesting  accounts  of  Dr. 
Warren's  role  in  the  Revolutionary 
War. 

The  physician,  well  known  for  his  success- 
ful treatment  of  smallpox,  was  one  of  the 


prime  organizers  of  the  revolt  against 
British  rule  through  the  committees  of  cor- 
respondence in  each  community.  A protege 
of  Samuel  Adams,  Dr.  Warren  was  only  34 
years  old  when  he  met  his  death  at  the 
Battleof  Bunker  Hill. 

Dr.  Lekisch  encourages  any  physician  to 
take  up  philately,  saying  that  each  collec- 
tor can  set  the  scope  of  his  own  collection. 
He  recommends  the  newer  issues  of 
stamps  to  those  who  wish  to  keep  monetary 
investment  low.  Dr.  Lekisch  also  suggests 
Medicine  and  Stamps  to  beginning  medical 
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In  the  two  years  he  has  pursued  medical  philately,  Or.  Lekisch  has  filled  12  volumes  with  stamps  and  related 
historical  data. 


philatelists.  The  book,  available  from  the 
American  Medical  Association  for  $4,  is 
edited  by  R.  A.  Kyle,  MD,  and  M.  A.  Sham- 
po,  PhD. 

Picking  and  choosing  stamps 

How  is  the  value  of  a stamp  determined? 

Dr.  Lekisch  named  several  factors — clarity 
of  picture,  condition  of  backside,  balance, 
and  others.  The  overall  value,  however,  he 
said,  depends  on  supply  and  demand.  As 
an  example  he  explained  that  West  Ger- 
man stamps  from  the  period  1948-1951 
are  quite  valuable  now  because  the  West 
Germans  are  buyingthem  up.  He  said  that 
during  the  post-war  period,  the  West  Ger- 
man collectors  did  not  have  the  money  to 
purchase  stamps.  Now,  they  are  openly 
seeking  these  stamps,  and  the  value  has 
greatly  spiralled. 

Dr.  Lekisch  obtains  many  of  his  stamps 
from  a service  located  in  Waukesha,  Wis. 

He  receives  a monthly  newsletter  listing 
the  medical  stamps  available  through  the 
service.  These  stamps  are  bought  in  large 
quantities  from  main  post  offices  all  over 


the  world  or  dealers  in  the  main  stamp 
centers  of  New  York,  London,  and  Hong 
Kong.  Dr.  Lekisch  has  also  obtained 
stamps  as  the  results  of  correspondence 
with  many  medical  philatelists  around  the 
world.  He  also  has  a contact  in  Spain 
through  which  he  obtains  Cuban  stamps. 

Future  plans 

At  this  point  in  his  own  hobby.  Dr.  Lekisch 
plans  to  concentrate  future  efforts  on  im- 
provingthe  quality  of  his  stamps.  He  is 
also  looking  forward  to  a visit  this  fall  from 
Dr.  Takeji  Hasumi  from  Kanagawa,  Japan. 
Dr.  Hasumi  is  writinga  new  book  on  medi- 
cal philately. 

Dr.  Lekisch  considers  medical  philately  a 
most  fascinating  and  enjoyable  avocation 
for  a physician.  The  research  which  has  ac- 
companied his  stamp  interests  has  made 
his  collection  a veritable  treasury  of  medi- 
cal lore.  Since  there  are  more  physicians 
and  medical  researchers  alive  today  than 
in  all  the  preceding  history  of  man,  one  can 
only  speculate  about  the  future  of  medical 
advancement  and  the  stamps  that  will  mark 
its  milestones. 
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MEDICINE  AND  THE  LAW 


ARE  REPORTS  AND  DOCUMENTS  OF  HOSPITAL  COMMITTEES  AND  MEDICAL 
SOCIETIES  PRIVILEGED  AND  PROTECTED  FROM  COURT  SUBPOENA?  Two  recent  Cases 
Construing  Article  4447d,  Say  Yes 


The  1969  session  of  the  Texas  Legislature 
passed  an  amendment  to  Article  4447d 
(V.A.T.C.S.)  which  reads  as  follows: 

Section  3.  The  records  and  proceedings 
of  any  hospital  committee,  medical  or- 
ganization committee  or  extended  care 
facility  committee  established  under 
state  or  federal  law  or  regulation  or  un- 
der the  bylaws,  rules  or  regulations  of 
such  organization  or  institution  shall  be 
confidential  and  shall  be  used  by  such 
committee  and  the  members  thereof 
only  in  the  exercise  of  the  proper  func- 
tions of  the  committee  and  shall  not  be 
public  records  and  shall  not  be  available 
for  court  subpoena;  provided,  however, 
that  nothing  herein  shall  apply  to  rec- 
ords made  or  maintained  in  the  regular 
course  of  business  by  a hospital  or  ex- 
tended care  facility.  No  physician,  hos- 
pital, organization,  or  institution  furnish- 
ing information,  data,  reports,  or  records 
to  any  such  committee  with  respect  to 
any  patient  examined  or  treated  by  such 
physician  or  confined  in  such  hospital 
or  institution  shall,  by  reason  of  furnish- 
ing such  information,  be  liable  in 
damages  to  any  person.  No  members 
of  such  committee  shall  be  liable  in 
damages  to  any  person  for  any  action 
taken  or  recommendation  made  within 
the  scope  of  the  functions  of  such  com- 
mittee if  such  committee  member  acts 
without  malice  and  in  the  reasonable 
belief  that  such  action  or  recommenda- 
tion is  warranted  by  the  facts  known  to 
him. 

Two  recent  cases  have  had  occasion  to  re- 
view this  section  of  the  Texas  law.  One  in- 
volved a patient  with  a ten-year  history  of 
cardiac  problems  who  died  after  a heart 
transplant.  The  principal  question  in  the 
case  was  whether  there  had  been  an  in- 
formed consent  to  the  operation.  A col- 
lateral issue  and  one  of  the  points  of  error 
of  the  patient  was  the  exclusion  of  certain 
records. 


In  this  particular  case,  the  trial  court  ex- 
cluded reports  and  documents  of  the  Baylor 
University  College  Investigating  Commit- 
tee of  the  particular  operation  in  question. 
Throughout  the  trial,  the  Baylor  attorneys 
had  consistently  asserted  a privilege  con- 
ferred by  Article  4447d(3)  (V.A.T.C.S.) 

This  court  stated  that  federal  courts  ex- 
ercising diversity  jurisdiction  generally 
recognize  state-created  privileges.  The  US 
Fifth  Circuit  Court  of  Appeals  held  that  the 
trial  court  reasonably  concluded  that  this 
statute  protected  these  documents.  The 
trial  court  did  examine  the  documents  in 
camera.  The  patient  contended  that  the 
documents  would  impeach  the  defendant 
physician,  but  the  records  reflect  that,  ac- 
cordingtothe  court,  the  documents  con- 
sisted of  only  a draft  of  a committee  report 
and  summaries  of  statements  from  com- 
mittee witnesses.  Given  the  asserted  state 
privilege,  the  court  concluded  that  the  trial 
judge’s  ruling  should  not  be 
disturbed.^ 

In  another  recent  case,  a plaintiff  brought 
a malpractice  action  against  a physician 
who  had  performed  three  disc  operations 
upon  the  plaintiff  at  separate  times.  The 
plaintiff  complained  that  the  physician  had 
failed  to  accurately  diagnose  and  remove 
a herniated  disc  between  the  third  and 
fourth  lumbar  vertebrae  on  the  occasions 
of  the  second  and  third  surgeries.  The  jury 
found  that  the  patient  had  the  herniated 
disc  but  found  no  negligence  in  failure  to 
diagnose.  One  of  the  points  of  error  in  rela- 
tionship to  the  appeal  on  behalf  of  the  pa- 
tient was  an  allegation  that  the  trial  court 
erred  in  quashing  a subpoena  issued  by 
the  patient  for  hospital  and  grievance  rec- 
ords sought  to  be  used  in  an  attempt  to  im- 
peach the  defendant  doctor.  The  patient 
also  charged  that  the  court  erred  in  ref  us- 
ingto  permit  further  examination  of  the 
defendant  doctor  to  obtain  information 
regarding  possible  suspension  or  curtail- 
ment of  his  hospital  privileges,  informa- 
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tion  which  would  have  been  in  the  hospital 
and  medical  society  records. 

At  the  time  of  the  trial,  three  subpoenas 
were  outstanding.  The  plaintiff  stated  that 
it  was  his  belief  that  the  records  of  the 
county  medical  society  and  the  hospital 
would  show  one  or  more  reprimands  or 
directives  to  the  defendant  to  cease  certain 
medical  or  surgical  practices,  and  that  the 
records  of  the  hospital  would  also  indicate 
that  surgical  privileges  of  the  defendant 
had  been  terminated  due  to  the  manner  of 
his  surgical  procedures  because  of  non- 
compliance  with  the  rules  of  the  committee 
of  that  hospital  and  that  such  testimony 
was  material  as  direct  impeachment  of  his 
surgical  rights.  The  patient  further  stated 
that  the  county  medical  society’s  records 
may  include  some  information  of  testimony 
relative  to  his  three  surgeries  on  the  plain- 
tiff. The  trial  court  refused  to  permit  the 
patient  to  examine  the  two  document  cus- 
todians as  witnesses  but  did  ascertain  to 
the  court’s  satisfaction  that  the  records 
contained  no  references  to  the  procedures 
performed  upon  the  plaintiff.  The  court 
quashed  the  subpoenas  using  Article 
4447d  as  the  basis.  The  appellate  court 
concluded  that  underall  thecircum- 
stances,  it  could  not  say  that  the  trial  court 
abused  its  discretion  in  quashing  the  sub- 
poenas and  in  refusingto  permit  inquiry 
of  the  custodians  as  to  the  contents  of 
these  records.^ 

It  might  also  be  noted  here  that  in  a recent 
case  in  New  Mexico^  communications  ini- 
tiated in  peer  review  committees  of  profes- 
sional organizations  were  considered  an 
indispensable  part  thereof  and  protected  by 
the  common  law  privileges  of  confidentiali- 
ty and  not  being  subject  to  a 
subpoena. 

CONCLUSION:  The  legislative  intent  of 
Article  4447d(3)  is  now  backed  by  judicial 
interpretation.  The  records  and  proceed- 
ings of  the  hospital  committee,  medical 
organization  committee  or  extended  care 


facility  committee  established  under  state 
or  federal  laws,  or  under  the  bylaws  or  reg- 
ulations of  a medical  society  or  organiza- 
tion or  hospital  are,  in  fact,  confidential. 
Such  records  are  to  be  used  by  the  com- 
mittee and  the  members  only  in  the  exer- 
cise of  the  proper  functions  of  the  commit- 
tee. They  are  not  public  records  and  are  not 
available  for  court  subpoena.  One  other 
fact  which  seems  to  be  apparent  is  that 
physicians,  hospital  organizations,  and  in- 
stitutions furnishing  information,  data,  re- 
ports, or  records  to  such  committees  with 
respect  to  any  patient  examined  or  treated 
by  such  physician  or  confined  in  such  hos- 
pital or  institution,  shall,  by  reason  of  fur- 
nishing such  information,  not  be  liable  in 
damages  to  any  person.  It  is  also  apparent 
that  the  members  of  such  committees,  act- 
ing without  malice  within  the  scope  of  the 
committee  and  in  the  reasonable  belief  that 
such  actions  or  recommendations  are  war- 
ranted, and  will  not  be  subject  to  any 
damage  and  liability  to  any  person  for  tak- 
ing such  actions  or  making  such  recom- 
mendations. Medical  society  committees 
and  hospital  committees  should  be  aware 
of  this  provision  of  the  law  and  make  every 
effort  to  retain  this  essential  privilege  by 
resistingall  subpoenas concerningthe 
same  with  proper  motions  to  quash  a 
subpoena. 

TMA  Office  of  General  Counsel 

Ace  Pickens 

1.  Karp  vs  Cooley,  493  F2d  408  (5th  Cir.  1974). 

2.  French  vs  Brodsky,  521  SW2d  67  (Tex.  Civ.  App. 

1975). 

3.  Franklin  vs  Blank,  525  Pac2d  945  (New  Mexico 
1975). 


TEXAS  MEDICINE 


□ Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

□ Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HQ)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

□ Antivert/25  (meclizine  HQ)  25  mg.  Chewable  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 
BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


Big  Balanced  Rock,  Chlricahua  Mountains,  Arizona  (approx  1,(X)0  tons) 

CX3NTRAIND1CAT10NS.  Administration  of  Antiven  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  1(X)  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Cbngeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HQ  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

W'ARNINGS.  Since  drowsiness  may.  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

LJsage  in  Children:  Qinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  "Contraindications!’ 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 


request. 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


*lNDlCATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information.  FDA  has  classified 
the  indications  as  follows; 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


Antivert725 

(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 
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The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a longtime.  Many  physicians  alreadv 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  And 
some  physicians  give  verbal  instruc- 
tions; but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  an 
extension  of  drug  labeling. 


The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hand. 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressed 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 


Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  “this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things;  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I'm  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A. M.  A. and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition— 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


mDE 

makes  sense 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


For  long-term  control  of  hypertension* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


* Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 


quently  — both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  ‘Dyazide’  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  wit  h possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  ‘Dyazide’ 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  c'apsules;  in  Single  Unit 
Packages  of  1(X)  ( intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation 


Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  (>5.4  mEq/L)  has  been  reported  in 
4%  of  patients  under  60  years,  in  12%  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  ‘Dyazide’,  check  serum  potassium  fre- 


‘DyAZIDE’ 

Just  once  orlwice  daily  for  maintenance. 
I^drochlorothiazide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 


Medicine  in  literature 


THE  COURAGE  TO  FAIL,  Renee  C.  Fox  and 

Judith  P.  Swazey,  Chicago,  The  University 
of  Chicago  Press,  1974, 395  p, 

$12.95. 

This  book  is  a ready  reference  recording 
the  chronology  of  the  major  events  involv- 
ing renal  dialysis,  renal  transplantations, 
and  cardiac  transplantations.  The  authors 
have  directed  their  historical  documenta- 
tion toward  therapeutic  innovations  of 
renal  dialysis  and  artificial  hearts  which 
led  to  the  therapeutic  trials  of  kidney  and 
cardiac  transplantations.  The  medical, 
ethical,  social,  and  psychological  dilemmas 
that  physicians  face  in  this  area  of  medical 
treatment  are  scattered  throughout  the 
book,  making  it  difficult  in  many  instances 
forthe  readerto  reach  conclusions.  The 
book  has  been  faithful  about  recording  fail- 
ures and  successes.  The  last  section  of  the 
book  is  a distillation  of  the  present  opin- 
ions on  the  psycho-social  impact  and  moral 
questions  concerning  preservation  of  life 
by  renal  dialysis,  cardiac,  and  renal 
transplantation. 

S.  C.  STEWART,  MD 
Austin 


THE  STORY  OF  MEDICINE,  Petros  De  Baz, 
MD,  New  York,  The  Philosophical  Library, 
1975,  99p,  $6. 

This  booklet  is  so  abbreviated  that  it  hard- 
ly deserves  the  title  given  to  it. 

The  first  77  pages  are  supposed  to  be  de- 
voted to  the  history  of  medicine  by  coun- 
tries according  to  the  author  in  the  intro- 
duction. After  30  pages,  however.  Dr.  De 
Baz  diverts  from  this  format. 

The  second  part  of  the  book  is  devoted  to 
the  thesis  of  our  debt  to  the  Assyrians  and 
the  Arabs  for  copying  the  Greek  and  Roman 
medical  texts  and  carryingthem  through 
the  “Dark  Ages”  until  their  printing  in  the 
renaissance.  While  I thought  this  was  the 


best  part  of  the  book,  it  hardly  deserves 
18  pages  in  a 99-page  history. 

There  are  no  footnotes,  bibliography,  or 
index.  In  addition,  there  are  errors  in  the 
book. 

Since  there  are  so  many  excellent  histories 
of  medicine,  I can  only  recommend  this 
book  for  high  school  students  looking  for  a 
term  papertheme. 

WILLIAM  M.  CRAWFORD,  MD 
Fort  Worth 


Brakhnova  IT;  Environmental  Hazards  of 
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A Complete  Handbook.  Englewood  Cliffs, 
Prentice-Hall,  Inc,  1974. 


Ganong  W F:  Review  of  Medical  Physiology, 
ed  7.  Los  Altos,  Lange  Medical 
Publications,  1975. 
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LEGAL  PROTECTION:  FACTS  YOU  SHOULD  KNOW 

Sam  V.  Stone,  Jr. 

TMA  Office  of  General  Counsel 

CONSENT  FOR  MEDICAL  TREATMENT  FOR  MINORS 


It  has  long  been  recognized  that  parents 
may  consent  to  the  necessary  treatment  for 
their  children.  Likewise,  guardians  may 
consent  to  necessary  treatment  for  their 
wards,  and  even  those  with  temporary  cus- 
tody of  children  may  provide  the  necessary 
informed  consent  for  minors  temporarily 
under  the  responsibility  of  the  custodians. 

However,  the  Federal  Register  recently 
published  statements  from  the  Department 
of  Health,  Education  and  Welfare  with  re- 
gard to  pediatric  consent  for  federal  pro- 
grams which  involve  experimentation.  Ac- 
cording to  F.  Kirk  Nelson,  MS,  and  Joel  E. 
Berstein,  MD,  writing  in  the  March,  1975 
issue  of  the  Journal  of  Legal  Medicine,  the 
HEW  proposals  should  be  examined  closely 
for  their  implication  on  the  question  of 
pediatric  consent  generally.  The  authors 
say: 

Four  new  mechanisms  for  obtaining 
legal,  medical,  and  ethical  consent  for 
experimentation  in  children  are  discuss- 
ed, three  of  which  are  used  throughout 
the  draft  for  protection  of  other  groups 
with  diminished  capacity  to  give  con- 
sent. An  ethical  review  board  will  be  ap- 
pointed by  HEW  and  will  be  responsible 
for  evaluating  the  scientific  merit  and 
experimental  design  of  the  proposal 
after  review  by  a primary  review  com- 
mittee. A protection  committee  is  to  be 
appointed  by  the  institution  where  the 
research  is  proposed.  Its  primary  duty 
is  to  examine  the  nature  of  and  methods 
used  in  obtaining  consent  of  the  child 
participants  and  their  parents. 

The  authors  of  this  article  point  out  that 
the  implications  of  obtaining  consent  from 
“children  seven  years  of  age  and  older 
must  be  considered  carefully.’’  The  authors 
warn  that  in  the  future  it  may  well  be  nec- 
essary to  provide  the  child  with  “a  voice 
concerning  his  participation  in  experimen- 
tal research.” 

It  is  also  pointed  out  that  a seven  year 


old  child  may  have  some  perception  as  to 
the  consequences  of  medical  treatment, 
but  it  is  “doubtful  that  many  seven  year 
old  children  would  have  any  conception  of 
the  nature  and  hazards  of  the  proposed 
research,  or  for  that  matter,  the  implica- 
tions of  the  document  they  might  sign.” 

Obviously,  the  signature  on  a consent 
form  of  a seven  year  old  child  would  be  for 
most  purposes  meaningless,  but  with  fed- 
eral regulations  seemingly  moving  in  this 
direction,  the  entire  question  of  the  validity 
of  pediatric  consent  may  shortly  be  one 
which  will  be  of  great  concern  to  physicians 
who  treat  children. 

Certainly,  a physician  participating  in  an 
experimental  drug  program  should  be  cau- 
tious and  careful  in  administering  any  drug 
to  children  which  is  experimental  or  not 
generally  recognized.  The  parents  should 
be  informed  completely  with  regard  to  the 
proposed  drug,  and  if  the  HEW  proposals 
are  adopted  as  the  general  rule,  the  child 
must  then  be  brought  into  the  consent 
procedure  before  the  physician  may  secure 
a valid  informed  consent. 

While  it  is  not  the  purpose  of  this  column 
to  unnecessarily  alarm  physicians  concern- 
ing consent  for  necessary  medical  treat- 
ment of  children,  I do  strongly  recommend 
that  additional  precautions  betaken  should 
a physician  be  engaged  in  any  experimen- 
tation program  with  new  drugs  or  treat- 
ments. 

While  federal  regulations  would  not  be 
controlling  in  a case  involving  allegation  of 
failure  to  secure  informed  consent  brought 
in  a state  court,  such  regulations  may  well 
be  given  some  consideration  by  an  appel- 
late court  faced  with  a case  of  first 
impression. 

It  is,  therefore,  important  fora  physician 
to  exercise  caution  in  instituting  any  ex- 
perimental treatment  or  drug  therapy  pro- 
gram involving  children  without  first  dis- 
cussing the  matter  with  both  parents  and 
the  minor  patient. 


TEXAS  MEDICINE 


Medical  Newsmakers 


DR.  RONALD  ESTABROOK,  dean  of  The 
University  of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Dallas,  has  been 
elected  to  the  Institute  of  Medicine.  Dr. 
Estabrook  is  the  third  faculty  member  from 
the  Dallas  health  science  center  to  be  chos- 
en for  this  honor.  The  institute  was  char- 
tered by  the  National  Academy  of  Sciences 
in  1970  to  protect  and  advance  the  health 
of  the  public,  includingthe  provision  of 
health  care,  education  for  the  health  and 
medical  professions  and  sciences,  and  the 
promotion  of  biomedical  research  and 
development. 


sec retary-trea surer;  and  DRS.  JACK  COCH- 
RAN and  ROBERT  FRANK,  program 
committee. 


JOE  H.  ARNETTE,  secretary  to  the  State 
Board  of  Pharmacy,  was  recently  named 
“Texas  Pharmacist  of  the  Year”  by  the 
Texas  Pharmaceutical  Association.  A grad- 
uate of  The  University  of  Texas  College  of 
Pharmacy,  Arnette  has  practiced  communi- 
ty pharmacy  and  served  as  assistant  to  the 
dean  at  the  UT  Pharmacy  College.  In  1959, 
he  was  appointed  to  his  present 
position. 


DR.  ALBERT  D.  ROBERTS  has  joined  The 
University  of  Texas  Health  Science  Center 
at  Dallas  as  associate  dean  for  Clinical  Af- 
fairs and  professor  of  Internal  Medicine.  A 
graduate  of  UT  Southwestern  Medical 
School,  Dr.  Roberts  had  been  in  private 
practice  in  Dallas  for  15  years,  specializing 
in  internal  medicine  and  nephrology. 


The  Board  of  Directors  of  the  National  As- 
sociation of  Blue  Shield  Plans  has  named 
DR.  C.  MAX  COLE,  Dallas,  speaker  of  the 
1975  Annual  Program  Conference.  The 
conference  is  scheduled  for  Oct  23-24  in 
Los  Angeles. 


DR.  MAURICE  E.  ROUGRAFF,  Houston,  has 
been  selected  as  chairman  of  the  medical 
section  of  the  American  Life  Insurance  As- 
sociation. Dr.  Rougraff  is  associate  medical 
director  of  the  Southwestern  Home  Office 
of  Prudential  in  Houston. 


New  officers  of  the  Dallas  Academy  of 
Otolaryngology  include:  DR.  J.  GREG 
QUARRY,  president;  DR.  WAYNE  LIGON, 
president  elect;  DR.  ALLAN  GILBERT,  vice 
president;  DR.  JERRY  F.  SUDDERTH, 


WILLIAM  H.  KNISELY,  University  of  Texas 
associate  deputy  chancellor  for  health  af- 
fairs, has  been  named  president-elect  of 
the  Medical  University  of  South  Carolina. 
He  will  also  serve  as  vice  president  for 
academic  affairs  at  the  Charleston  school. 
A graduate  of  the  Medical  University, 
Knisely  had  been  with  the  UT  system  since 
1970.  He  was  formerly  director  of  the  In- 
stitute of  Biology  and  Medicine  at  Michigan 
State  University. 


kitchen  table.” 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


HUGH  BEATON 
Fort  Worth,  1890-1975 

M.  I.  BROWN 
Austin,  1898-1975 

0.  C.  EGDORF 
Wichita  Falls,  1896-1975 

S.  W.  LAW 

Houston,  1925-1975 

W.  0.  MURPHY 
Amarillo,  1912-1975 

JACK  C.  SMITH 
Fort  Worth,  1923-1975 

LM.  SMITH 
El  Paso,  1895-1975 

L W.  SMITH 
Dallas,  1893-1975 

F.H.  TYNER 
Houston,  1899-1975 

A.  0.  YAEGE 
Tomball,  1915-1975 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association,  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $. 


. Given  in  Memory  of. 


Please  send  remembrance  card  to: 

Name  

Address  

City  and  State 


Donor  Information: 

Name  

Address  

City  and  State  . 
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Recent  deaths 


Dr.  Hugh  Beaton 

Dr.  Hugh  Beaton,  a Fort  Worth  surgeon, 
died  July  3, 1975. 

Dr.  Beaton,  79,  was  a native  of  Elgin,  Scot- 
land. He  was  a graduate  of  Middlesex 
School  of  Medicine,  Waltham,  Mass,  and 
received  postgraduate  training  at  the  Royal 
Infirmary  in  Edinburgh,  Scotland,  and  at 
Saint  Mark’s  Hospital  in  London. 

Dr.  Beaton  began  his  proctology  practice 
in  Fort  Worth  in  1930  and  was  on  the 
medical  staff  at  All  Saints,  St.  Joseph  and 
Harris  Hospitals.  He  retired  in 
1971. 

He  was  a former  vice-president  of  the 
American  Proctologic  Society  and  an  hon- 
orary member  of  Texas  Medical  Associa- 
tion. Additionally,  he  was  a Fellow  of  the 
International  College  of  Surgeons  and  a 
member  of  the  Tarrant  County  Medical  So- 
ciety, the  American  Medical  Association 
and  Southern  Medical  Association. 

The  doctor  also  was  a member  of  Holy 
Family  Catholic  Church,  the  Fort  Worth 
Club,  Shady  Oaks  Country  Club  and  a for- 
mer member  of  the  Exchange  Club  and  the 
Rotary  Club. 

Surviving  are  his  wife,  Johnie  Day  Beaton; 
a daughter,  Mrs.  Joseph  R.  Pelich,  Jr.;  and 
two  granddaughters,  all  of  Fort  Worth. 


Dr.  M.  I.  Brown 

Dr.  Montelle  Irwin  Brown,  77,  died  June  24, 
1975.  Dr.  Brown  had  resided  in  Austin 
44  years. 

The  native  of  Charleston,  III,  was  a general 
practitioner.  He  attended  Sam  Houston 
State  Teachers  College,  Huntsville  (1915- 
1917)  and  The  University  of  Texas  at  Aus- 
tin (1919-1920).  He  received  his  medical 
education  at  The  University  of  Texas  Medi- 
cal Branch,  Galveston,  and  was  an  intern 
at  Scott  and  White  Memorial  and  Santa  Fe 
Memorial  Hospitals,  Temple.  He  practiced 


in  Bowie  and  Mineral  Wells  before  moving 
to  Austin  in  1930. 

Dr.  Brown,  an  honorary  member  of  Texas 
Medical  Association,  was  also  a member  of 
the  T ravis  County  Medical  Society,  the 
American  Medical  Association,  and  the 
Southern  Medical  Association.  He  had 
served  as  secretary  and  president  of  the 
Seventh  District  Medical  Society. 

He  was  a member  of  the  Westminster  Pres- 
byterian Church,  Austin;  University  Lodge 
1 190  of  the  Ancient  Free  and  Accepted 
Masons;  Austin  Scottish  Rite  Bodies;  and 
the  Ben  Hur  Shrine. 

In  addition  to  his  wife,  Mary  Carrington 
Brown,  Austin,  Dr.  Brown  is  survived  by 
one  son,  Dennis  Brown,  Sebastopol,  Calif, 
and  three  grandsons. 


Dr.  Brown 


Dr.  Egdorf 


Dr.  0.  C.  Egdorf 

Dr.  Otto  Charles  Egdorf,  Wichita  Falls 
ophthalmologist  and  otolaryngologist,  died 
June  29,  1975,  at  the  age  of  78. 

Dr.  Egdorf  had  served  for  many  years  as  an 
instructor  in  the  Wichita  General  Hospital 
School  of  Nursing.  He  also  headed  the 
Wichita  General  medical  staff  and  served 
on  its  board  of  trustees. 

He  was  a native  of  Sedalia,  Mo,  and  grad- 
uated from  Drury  College  in  Springfield, 

Mo,  as  a bachelor  of  science.  He  received 
his  medical  degree  in  1924  from  Tulane 
University  School  of  Medicine,  New 
Orleans. 

From  1924  to  1926,  he  served  internships 
at  Kansas  City  General  Hospital  and  Medi- 
cal Center  and  Mississippi  State  Hospital. 

He  also  studied  ophthalmology  and  oto- 
laryngology at  the  New  York  Eye  and  Ear 
Infirmary,  New  York,  and  at  the  University 
of  Vienna. 

Dr.  Egdorf  was  a past  president  of  the 
Wichita-Young-Archer-Jack  County  Medical 
Society  and  a member  of  the  American 

Medical  Association  and  the  American  ns 
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Academy  of  Ophthalmology  and 
Otolaryngology. 

Surviving  are  his  wife,  Kathleen  Maxwell 
Egdorf,  Wichita  Falls;  a daughter,  Mrs. 
Richard  R.  (Ann)  Bloomer,  Abilene;  a 
brother,  Chris  Egdorf,  Sedalia,  Mo;  and  two 
grandchildren. 

Dr.  S.  W.  Law 

Dr.  Sam  W.  Law,  Houston,  died  June  23, 
1975,  in  a Houston  hospital  followinga 
long  illness. 

The  Sam  W.  Law,  MD,  Memorial  Scholar- 
ship Fund,  has  been  established  at  Texas 
A&M  University,  College  Station,  in  honor 
of  the  physician. 

A prominent  Houston  surgeon.  Dr.  Law  was 
born  Aug  17,  1925,  in  Cameron,  Tex.  He 
attended  Yoe  High  School  and  graduated 
in  1942  as  salutatorian.  He  enrolled  at 
Texas  A&M  where,  in  1944-45,  he  was  se- 
lected for  Who’s  Who  Among  Students  in 
American  Universities  and  Colleges.  Dr. 
Law  graduated  from  A&M  in  1945  with  the 
degree  of  Doctor  of  Veterinary  Medicine. 

In  1947,  he  enrolled  in  Baylor  College  of 
Medicine.  As  a junior,  in  1950,  he  was 
elected  to  Alpha  Omega  Alpha,  the  honor 
medical  society.  Dr.  Law  graduated  from 
Baylor  in  1951  with  the  degree  of  Doctor 
of  Medicine. 

After  graduation  from  Baylor,  Dr.  Law  com- 
pleted an  internship  at  Cleveland  City  Hos- 
pital in  1952.  He  returned  to  Houston  in 
1954  where  he  served  as  a resident  in  gen- 
eral and  thoracic  surgery  until  1959.  He 
served  as  chief,  Surgical  Section,  Veterans’ 
Administration  Hospital,  Houston,  from 
1960-63.  In  1963,  Dr.  Law  entered  private 
practice  of  thoracic  and  cardiovascular 
surgery.  He  was  active  in  the  teaching  pro- 
gram of  the  Surgery  Department  of  Baylor 
University  College  of  Medicine  and  was 
widely  published  in  medical  journals. 

Dr.  Law  was  a Diplomate  of  the  American 
Board  of  Surgery  and  the  American  Board 
of  Thoracic  Surgery.  He  was  a Fellow  of  the 


American  College  of  Surgeons  and  the 
American  College  of  Chest  Physicians.  He 
also  was  a member  of  the  Houston  Surgical 
Society,  the  Texas  Surgical  Society,  the 
Southwestern  Surgical  Congress,  the 
Southern  Thoracic  Surgical  Association, 
and  the  International  Academy  of  Law  and 
Sciences. 

He  is  survived  by  his  wife,  Callie  Bouldin 
Law;  three  sons.  Dr.  Sam  W.  Law  II; 

Richard  M.  Law,  Sherman  B.  Law;  and  one 
daughter,  Callie  Roxanne  Law,  all  of  Hous- 
ton; his  parents,  Mr.  and  Mrs.  C.  Roy  Law; 
and  his  brother,  James  M.  Law,  Cameron. 

Dr.  W.  0.  Murphy 

Amarillo  ophthalmologist.  Dr.  Weldon 
Odell  Murphy,  62,  died  June  17, 1975,  in 
his  home.  Cause  of  death  was  cardiac 
arrest. 

Dr.  Murphy,  a native  of  Tipton,  Okla,  had 
practiced  in  Amarillo  since  1939. 

AWorld  War  II  veteran,  he  was  a major  in 
theUS  Air  Force  from  1942  to  1946  and 
received  a Presidential  Citation,  the  Air 
Medal  and  the  Purple  Heart. 

Dr.  Murphy  obtained  his  preliminary  edu- 
cation in  Mangum,  Okla.  He  received  his 
BS  degree  from  the  University  of  Oklahoma 
in  1933.  In  1935,  he  was  graduated  from 
the  University  of  Oklahoma  School  of  Medi- 
cine. He  served  his  residency  at  the  Univer- 
sity of  Oklahoma  Hospital,  and  also  did 
post  graduate  work  at  Harvard  University 
Medical  School;  Stanford  University  School 
of  Medicine;  and  Moorfields  Hospital, 
London. 

Dr.  Murphy  was  a member  of  the  Potter- 
Randall  County  Medical  Society,  the  Ameri- 
can Medical  Association,  the  Texas  Society 
of  Ophthalmology  and  Otolaryngology,  and 
a Fellow  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology.  He 
was  an  officer  in  the  Pan  American  Con- 
gress of  Ophthalmology.  He  also  was  a 
member  of  St.  Andrew’s  Episcopal 
Church. 
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Survivors  include  his  wife  Virginia  Witcher 
Murphy,  Amarillo;  three  daughters,  Colleen 
Murphy  of  Amarillo,  Mrs.  Patricia  Murphy 
Erni  of  Sacramento,  and  Mrs.  Kathleen 
Murphy  Markley  of  Denver;  and  his  moth- 
er, Mrs.  0.  E.  Murphy  of  Granite,  Okla. 

Dr.  JackC.  Smith 

Dr.  Jack  Carl  Smith,  Fort  Worth  surgeon, 
died  June  11, 1975,  at  the  age  of  52. 

Dr.  Smith,  a native  of  Dallas,  attended 
Southern  Methodist  University  from  1940 
to  1942,  and  graduated  from  The  Univer- 
sity of  Texas  Southwestern  Medical  School 
in  1945.  He  served  his  internship  at  Park- 
land Memorial  Hospital  from  1945-46. 
From  1946  to  1948  Dr.  Smith  served  as  a 
first  lieutenant  in  the  United  States 
Army. 

Dr.  Smith  served  his  residency  at  Gaston 
Hospital,  Dallas;  McKinney  Veterans  Hos- 
pital, McKinney,  Tex;  and  Pondville  Hos- 
pital, Walpole,  Mass.  He  had  a preceptor- 
ship  in  surgery  at  the  Riverside  Clinic, 
Detroit. 

Dr.  Smith  began  his  practice  in  Fort  Worth 
in  1956.  He  was  a member  of  the  Tarrant 
County  Medical  Society,  the  American 
Medical  Association,  Fort  Worth  Surgical 
Society,  and  American  Board  of 
Surgery. 

Surviving  Dr.  Smith  are  his  wife  Florinda 
Humphrey  Smith;  son  James  William 
Smith;  daughters  Susan  and  Kitty  Smith, 
all  of  Fort  Worth;  another  daughter,  Mrs. 
Sharon  Yarborough,  Fort  Lauderdale,  Fla; 
his  mother  Mrs.  Katie  Mae  Smith,  Dallas; 
and  three  grandsons. 

Dr.  L.  M.  Smith 

Dr.  Leslie  McKnight  Smith,  an  El  Paso 
dermatologist,  died  June  19, 1975,  at  the 
age  of  78. 

Dr.  Smith  had  been  a resident  of  El  Paso 
for  50  years.  A native  of  Athena,  Ala,  he  ob- 
tained his  preliminary  education  in  Marlin, 


Tex.  In  1917,  he  graduated  from  Vander- 
bilt University  School  of  Medicine,  Nash- 
ville, Tenn.  He  served  his  internship  as  a 
lieutenant  junior  grade  in  the  US  Navy, 
having  been  stationed  at  the  US  Naval  Hos- 
pital, Norfolk,  Va.  He  did  post  graduate 
work  at  Columbia  University,  New  York, 
from  1924  to  1925. 

Dr.  Smith,  an  honorary  member  of  Texas 
Medical  Association,  was  a past  secretary 
(1933)  and  president  (1940)  of  the  El  Paso 
County  Medical  Society.  He  also  was  a past 
president  of  the  Southwestern  Medical  As- 
sociation, the  Texas  Dermatological  So- 
ciety, and  the  Southwestern  Dermatologi- 
cal Society.  He  had  served  as  vice-chair- 
man of  the  Section  of  Dermatology  of  the 
American  Medical  Association.  His  other 
professional  memberships  were  the  Aca- 
demy of  Dermatology,  the  American  Der- 
matological Association,  and  the  Society 
for  Investigative  Dermatology.  In  addition, 
he  was  a Fellow  of  the  American  College  of 
Physicians. 

Dr.  Smith  is  survived  by  his  son,  Earle  D. 
Smith,  and  two  grandchildren. 


Dr.  Jack  C. 
Smith 


Dr.  L.  M.  Smith 


Dr.  L.  W.  Smith 


Dr.  L.  W.  Smith 


Dr.  Lois  Weir  Smith,  Dallas  pediatrician 
and  honorary  member  of  Texas  Medical 
Association,  died  May  28,  1975. 

A native  of  Chireno,  Tex,  Dr.  Smith  was 
born  on  March  12, 1893.  She  received  an 
AB  degree  from  Southwestern  University, 
Georgetown,  Tex,  in  1915.  In  1926,  Dr. 
Smith  was  graduated  from  The  University 
of  Texas  with  the  MD  degree.  She  served 
an  internship  in  Washington,  DC,  at  St. 
Elizabeth’s  Hospital,  Children’s  Hospital 
and  Columbia  Hospital  for  Women.  This 
was  followed  by  training  in  pediatrics  at 
the  Bradford  Hospital  and  Hugh  Leslie 
Moore  Clinic  in  Dallas.  Her  retirement  in 
1968  marked  the  completion  of  a 40-year 
medical  career. 

In  addition  to  memberships  in  the  Dallas 
County  Medical  Society  and  the  American 
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Medical  Association,  Dr.  Smith  was  a char- 
ter member  of  the  Dallas  Southern  Clinical 
Society.  She  was  a former  member  of  the 
State  Board  of  Pediatrics  and  the  Dallas 
Pediatric  Board,  and  a Diplomate  of  the 
American  Board  of  Pediatrics.  Other  activi- 
ties included  several  years  as  an  instructor 
in  psychology  at  Southwestern  University, 
and  as  an  English  instructor  in  Texas  high 
schools  and  colleges.  During  1942  she  was 
a member  of  the  military  service. 

Dr.  Smith  is  survived  by  a nephew,  N.  W. 
Smith,  of  Bethesda,  Md. 


Dr.  F.  H.  Tyner 

Houston  physician  Dr.  Furman  Hillman 
Tyner  died  June  14,  1975.  Dr.  Tyner  was 
76  years  of  age. 

He  retired  May  20,  1974,  having  practiced 
radiology  for  44  years. 

He  received  his  bachelor  of  science  degree 
in  his  home  state  at  the  University  of  Mis- 
sissippi (1923).  In  1925,  he  graduated 
from  the  University  of  Pennsylvania  School 
of  Medicine,  Philadelphia.  His  internship 
was  served  at  Walter  Reed  Army  Medical 
Center,  Washington,  DC. 

From  1927  to  1930  and  from  1941  to 
1946,  Dr.  Tyner  served  in  the  US  Army.  He 
attained  the  rank  of  colonel.  During  World 
War  II,  the  doctor  was  commanding  officer 
of  the  172nd  General  Hospital.  Hewasa 
recipient  of  the  Legion  of  Merit. 

He  was  a member  of  the  Harris  County 
Medical  Society,  the  American  Medical 
Association,  and  the  Southern  Medical  As- 
sociation. He  was  a Fellow  of  both  the 
American  College  of  Radiology  and  the 
American  College  of  Gastroenterology. 
Survivors  include  his  wife,  Mamie  L.  John- 
son Tyner;  daughter,  Jane  Tyner;  and  son, 
Ken  Tyner,  all  of  Houston;  and  brothers, 
Hassell  Tyner,  Biloxi,  Miss,  and  Jack 
Tyner,  Jackson,  Miss. 


Dr.  A.  0.  Yaege 

Dr.  Arlo  Orville  Yaege,  Tomball  family  prac- 
titioner, died  July  1,  1975,  at  the  age 
of  60. 

Dr.  Yaege  was  the  medical  director  and 
owner  of  the  Leon  Memorial  Hospital. 

A native  of  St.  George,  Kan,  he  received  his 
preliminary  education  in  Springfield,  Mo. 
He  attended  Drury  College,  also  located  in 
Springfield;  and,  in  1940,  received  a BS 
degree  from  George  Williams  College, 
Downers  Grove,  III.  He  graduated  from 
Baylor  University,  Waco,  in  1944.  In  1948, 
Dr.  Yaege  graduated  from  Baylor  Univer- 
sity College  of  Medicine.  He  served  both 
his  internship  and  residency  at  Jefferson 
Davis  Hospital,  Houston.  During  his  aca- 
demic career,  he  served  as  president  of 
Alpha  Epsilon  Delta  honorary  scholastic. 
Beta  Beta  Beta  honorary  biological  and 
Theta  Kappa  Psi  medical 
fraternities. 

From  1953  to  1955  Dr.  Yaege  was  a mem- 
ber of  the  armed  services.  Achieving  the 
rank  of  captain,  he  was  stationed  at  Fort 
Hood,  Tex.  He  held  the  positions  of  assis- 
tant division  surgeon  and  division  artillery 
surgeon. 

Dr.  Yaege  was  a founder  of  the  Tomball 
Lions  Club,  and  had  served  as  its  president. 
He  also  was  a member  of  the  Chamber  of 
Commerce  and  the  Episcopal  church.  After 
serving  as  secretary  to  the  Board  of  Trus- 
tees of  the  Tomball  School  District  during 
1952-53,  he  served  as  a member  of  the 
same  group  from  1955-57.  The  doctor’s 
professional  memberships  included  the 
American  Medical  Association,  the  Harris 
County  Medical  Society,  the  American  As- 
sociation of  Railway  Surgeons,  and  the 
American  Academy  of  Family  Physicians 
(Charter  Fellow). 

Surviving  are  his  wife,  Irene  Slamkowski 
Yaege,  Tomball;  a son,  Capt.  Glen  Yaege, 
Vandenberg,  Calif;  a daughter,  Mrs.  Arlene 
Knobloch,  Cypress,  Tex;  and  two  grand- 
children. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
INPATIENT-OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 


A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay,  M.D. 


PSYCHOLOGY 


George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph.D. 


Fred  H.  Jordan,  M.D 
John  T.  Holbrook,  M.D. 


Tom  I.  Payton,  M.S. 
Patrick  R.  Bornes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 

BUSINESS  MANAGER 

Daphne  Burrows 


COURTESY  STAFF 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  AM. 

O.T.  AND  R.T.  THERAPY 

(Acting  Director) 

Jeanette  Boothe 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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An  agent  for  low  density  lipoproteins,  “type  II  |iyperlipidethia’/ in  euthyroid,  non-cardiac  patients. 


FLINT  LABORATORIES 


DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 
Deerfield,  Ittinois  Boots 


fSee  reverse  side  for  full  prescribing  information 


Choloxir 


(sodium  dextrothyroxine) 


The  Lipid-Lowering  Agent  with 
Once-A-Day  Dosage 

Four  strengths  ...  1 , 2,  4,  and  6 mg. . . . are  available  making 
the  scored  tablet  regimen  a flexible  dosage  system.  And,  for 
most  patients,  CHOLOXIN  tablets  offer  once-a-day  dosage. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle- 
rosis or  coronary  heart  disease.  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question. 


CHOLOXIN®  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 

See  prescribing  information  in  package  insert  reproduced  below. 


Starting 

Increased 

Usual 

Maximal 

Dosage 

Monthly  by 

Maintenance 

Recommended 

Adult  Hypercholesterolemic 

1 .0-2.0  mg. 

1 .0-2.0  mg. 

4. 0-8.0  mg. 

4. 0-8.0  mg. 

Pediatric  Hypercholesterolemic 

0.05  mg. /kg.  body  weight 

0.05  mg. /kg. 

0.1  mg. /kg.  body  weight 

4.0  mg. 

Hypothyroid  Cardiac 

0.5-1 .0  mg. 

1 .0  mg. 

4.0  mg. 

4.0  mg. 

Choloxir 

(sodium  dextrothyroxine) 

Description 

CHOLOXIN  (sodium  dextrothyroxine)  is 
the  sodium  salt  of  the  dextrorotatory 
isomer  of  thyroxine.  It  is  chemically 
described  as  D-3,5,3',5'-tetraiodothyro- 
nine  sodium  salt. 

Actions 

The  predominant  effect  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  the  reduc- 
tion of  serum  cholesterol  levels  in 
hyperlipidemic  patients.  Beta  lipopro- 
tein and  triglyceride  fractions  may 
also  be  reduced  from  previously  ele- 
vated levels. 

Most  of  the  available  evidence  indi- 
cates that  CHOLOXIN  stimulates  the 
liver  to  increase  catabolism  and  excre- 
tion of  cholesterol  and  its  degradation 
products  via  the  biliary  route  into  the 
feces.  Cholesterol  synthesis  is  not  in- 
hibited and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the 
blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict 
attention  should  be  paid  to  the  indica- 
tions and  contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is 
an  antilipidemic  agent  used  as  an  ad- 
junct to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cho- 
lesterol (low  density  lipoproteins)  in 
euthyroid  patients  with  no  known  evi- 
dence of  organic  heart  disease. 

The  drug  is  also  indicated  in  the  treat- 
ment of  hypothyroidism  in  patients 
with  cardiac  disease  who  cannot  toler- 
ate other  types  of  thyroid  medication. 
Before  prescribing,  note  the  following: 
Results  from  a randomized  clinical 
study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  is  administered 
to  a patient  receiving  a digitalis  prep- 
aration. There  may  be  an  additive 
effect.  This  additive  effect  may  possi- 
bly stimulate  the  myocardium  exces- 
sively in  patients  with  significant 
myocardial  impairment.  CHOLOXIN  dos- 
age should  not  exceed  4 mg  per  day 
when  the  patient  is  receiving  a digitalis 
preparation  concomitantly.  Careful 
monitoring  of  the  total  effect  of  both 
drugs  is  important. 

It  has  not  been  established  whether 
the  drug-induced  lowering  of  serum 
cholesterol  or  lipid  levels  has  a detri- 
mental, beneficial,  or  no  effect  on  the 
morbidity  or  mortality  due  to  athero- 
sclerosis or  coronary  heart  disease. 
Several  years  will  be  required  before 
current  investigations  will  yield  an 
answer  to  this  question. 

Contraindications 

The  administration  of  CHOLOXIN  (so- 
dium dextrothyroxine)  to  euthyroid 
patients  with  one  or  more  of  the  fol- 
lowing conditions  is  contraindicated: 

1.  Known  organic  heart  disease,  in- 
cluding angina  pectoris;  history  of 
myocardial  infarction;  cardiac  ar- 
rhythmia or  tachycardia,  either 
active  or  in  patients  with  demon- 
strated propensity  for  arrhyth- 
mias; rheumatic  heart  disease; 
history  of  congestive  heart  fail- 
ure; and  decompensated  or  bor- 
derline compensated  cardiac 
status. 

2.  Hypertensive  states  (other  than 
mild,  labile  systolic  hypertension). 


3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine) 
may  potentiate  the  effects  of  antico- 
agulants on  prothrombin  time.  Reduc- 
tions of  anticoagulant  dosage  by  as 
much  as  30%  have  been  required  in 
some  patients.  Consequently,  the  dos- 
age of  anticoagulants  should  be  re- 
duced by  one-third  upon  initiation  of 
CHOLOXIN  therapy  and  the  dosage  sub- 
sequently readjusted  on  the  basis  of 
prothrombin  time.  The  prothrombin 
time  of  patients  receiving  anticoagu- 
lant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as 
frequently  as  necessary,  but  at  least 
weekly,  during  the  first  few  weeks  of 
treatment. 

In  the  surgical  patient,  it  is  wise  to 
consider  withdrawal  of  the  drug  two 
weeks  prior  to  surgery  if  the  use  of 
anticoagulants  during  surgery  is  con- 
templated. 

When  CHOLOXIN  is  used  as  thyroid 
replacement  therapy  in  hypothyroid 
patients  with  concomitant  coronary 
artery  disease  (especially  those  with  a 
history  of  angina  pectoris  or  myocar- 
dial infarction)  or  other  cardiac  dis- 
ease, treatment  should  be  initiated 
with  care.  Special  consideration  of  the 
dosage  schedule  of  CHOLOXIN  is  re- 
quired. This  drug  may  increase  the 
oxygen  requirements  of  the  myocar- 
dium, especially  at  high  dosage  levels. 
Treated  subjects  with  coronary  artery 
disease  must  be  seen  at  frequent  in- 
tervals. If  aggravatien  of  angina  or 
increased  myocardial  ischemia,  cardiac 
failure,  or  clinicaUy  significant  ar- 
rhythmia develops  during  the  treatment 
of  hypothyroid  patients,  the  dosage 
should  be  reduced  or  the  drug  discon- 
tinued. 

Special  consideration  must  be  given  to 
the  dosage  of  other  thyroid  medications 
used  concomitantly  with  CHOLOXIN.  As 
with  all  thyroactive  drugs,  hypothyroid 
patients  are  more  sensitive  to  a given 
dose  of  CHOLOXIN  than  euthyroid  pa- 
tients. 

Epinephrine  injection  in  patients  with 
coronary  artery  disease  may  precipi- 
tate an  episode  ef  coronary  insuffi- 
ciency. This  condition  may  be  enhanced 
in  patients  receiving  thyroid  analogues. 
These  phenomena  should  be  kept  in 
mind  when  catecholamine  injections 
are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery 
disease. 

Since  the  possibility  of  precipitating 
cardiac  arrhythmias  during  surgery 
may  be  greater  in  patients  treated 
with  thyroid  hormones,  it  may  be 
wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks 
prior  to  an  elective  operation.  During 
emergency  surgery  in  euthyroid  pa- 
tients, and  in  surgery  in  hypothyroid 
patients  in  whom  it  may  be  advisable 
to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextro- 
thyroxine in  diabetic  patients  is  capa- 
ble of  increasing  blood  sugar  levels 
with  a resultant  increase  in  require- 
ments of  insulin  or  oral  hypoglycemic 
agents.  Special  attention  should  be 
paid  to  parameters  necessary  for  good 
control  of  the  diabetic  state  in  dextro- 
thyroxine-treated  subjects  and  to 
dosage  requirements  of  insulin  or  other 


antidiabetic  drugs.  If  sodium  dextro- 
thyroxine is  later  withdrawn  from 
patients  who  had  required  an  increase 
of  insulin  (or  oral  hypoglycemic  agents) 
dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be 
reduced  and  adjusted  to  maintain  good 
control  of  the  diabetic  state. 

When  either  or  both  impaired  liver  or 
kidney  function  are  present,  the  advan- 
tages of  CHOLOXIN  therapy  must  be 
weighed  against  the  possibility  of  del- 
eterious results. 

Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  famil- 
ial hypercholesterolemia  or  hyperlipe- 
mia should  not  be  deprived  of  the  use 
of  this  drug;  it  can  be  given  to  those 
patients  exercising  strict  birth  control 
procedures.  Since  pregnancy  may  occur 
despite  the  use  of  birth  control  pro- 
cedures, administration  of  CHOLOXIN 
(sodium  dextrothyroxine)  to  women  of 
this  age  group  should  be  undertaken 
only  after  weighing  the  possible  risk 
to  the  fetus  against  the  possible  bene- 
fits to  the  mother.  Teratogenic  studies 
in  two  animal  species  have  resulted  in 
no  abnormalities  in  the  offspring. 
Precautions 

It  is  expected  that  patients  on  dextro- 
thyroxine therapy  will  show  greatly 
increased  serum  protein-bound-iodine 
levels.  These  increased  serum  PBI 
values  are  evidence  of  absorption  and 
transport  of  the  drug,  and  should  NOT 
be  interpreted  as  evidence  of  hyper- 
metabolism; similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of 
CHOLOXIN  (sodium  dextrothyroxine). 
PBI  values  in  the  range  of  10  to  25 
mcg%  in  treated  patients  are  common. 
If  signs  or  symptoms  of  iodism  develop 
during  CHOLOXIN  therapy,  the  drug 
should  be  discontinued. 

A few  children  with  familial  hypercho- 
lesterolemia have  been  treated  with 
CHOLOXIN  for  periods  of  one  year  or 
longer  with  no  adverse  effects  on 
growth.  However,  it  is  recommended 
that  the  drug  be  continued  in  patients 
In  this  age  group  only  if  a significant 
serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextro- 
thyroxine therapy  are,  for  the  most 
part,  due  to  increased  metabolism,  and 
may  be  minimized  by  following  the 
recommended  dosage  schedule.  Ad- 
verse effects  are  least  commonly  seen 
in  euthyroid  patients  with  no  signs  or 
symptoms  of  organic  heart  disease;  the 
incidence  of  adverse  effects  is  in- 
creased in  hypothyroid  patients,  and  is 
highest  in  those  patients  with  organic 
heart  disease  superimposed  dn  the 
hypothyroid  state. 

In  the  absence  of  known  organic  heart 
disease,  seme  cardiac  changes  may  be 
precipitated  during  sodium  dextrothy- 
roxine therapy.  In  addition  to  angina 
pectoris,  arrhythmia  consisting  of 
extrasystoles,  ectopic  beats,  or  supra- 
ventricular tachycardia,  ECG  evidence 
of  ischemic  myocardial  changes  and 
increase  in  heart  size  have  been  ob- 
served. Myocardial  infarctions,  both 
fatal  and  non-fatal,  have  occurred,  but 
these  are  not  unexpected  in  untreated 
patients  in  the  age  groups  studied.  It 
is  not  known  whether  any  of  these  in- 
farcts were  drug  related. 

Changes  in  clinical  status  that  may  be 
related  to  the  metabolic  action  of  the 
drug  include  the  development  of  in- 
somnia, nervousness,  palpitations. 


tremors,  loss  of  weight,  lid  lag,  sweat- 
ing, flushing,  hyperthermia,  hair  loss, 
diuresis,  and  menstrual  irregularities. 
Gastrointestinal  complaints  during 
therapy  have  included  dyspepsia,  nau- 
sea and  vomiting,  constipation,  diar- 
rhea, and  decrease  in  appetite. 

Other  side  effects  reported  to  be 
associated  with  CHOLOXIN  (sodium 
dextrothyroxine)  therapy  include  the 
development  of  headache,  changes  in 
libido  (increase  or  decrease),  hoarse- 
ness, tinnitus,  dizziness,  peripheral 
edema,  malaise,  tiredness,  visual  dis- 
turbances, psychic  changes,  paresthe- 
sia, muscle  pain,  and  various  bizarre 
subjective  complaints.  Skin  rashes,  in- 
cluding a few  which  appeared  to  be 
due  to  iodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some 
investigators.  Gallstones  have  been 
discovered  in  occasional  dextrothyrox- 
ine-treated  patients  and  cholestatic 
jaundice  has  occurred  in  one  patient, 
although  its  relationship  to  CHOLOXIN 
therapy  was  not  established. 

In  several  instances,  the  previously 
existing  conditions  of  the  patient  ap- 
peared to  continue  or  progress  during 
the  administration  of  CHOLOXIN;  a 
worsening  of  peripheral  vascular  dis- 
ease, sensorium,  exophthalmos,  and 
retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of 
anticoagulants,  such  as  warfarin  or 
Dicumarol,  on  prothrombin  time,  thus 
indicating  a decrease  in  the  dosage 
requirements  of  the  anticoagulants.  On 
the  other  hand,  dosage  requirements 
of  antidiabetic  drugs  have  been  re- 
ported to  be  increased  during  dextro- 
thyroxine therapy  (see  WARNINGS 
section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterol- 
emic  patients,  the  recommended  main- 
tenance dose  of  CHOLOXIN  (sodium 
dextrothyroxine)  is  4 to  8 mg  per  day. 
The  initial  daily  dose  should  be  1 to  2 
mg  to  be  increased  in  1 to  2 mg  incre- 
ments at  intervals  of  not  less  than  one 
month  to  a maximum  level  of  4 to  8 
mg  daily,  if  that  dosage  level  is  indi- 
cated to  effect  the  desired  lowering  of 
serum  cholesterol. 

When  used  as  partial  or  complete  sub- 
stitution therapy  for  levothyroxine  in 
hypothyroid  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types 
of  thyroid  medication,  the  initial  daily 
dose  should  be  1 mg  to  be  increased 
in  1 mg  increments  at  intervals  of  not 
less  than  one  month  to  a maximum 
level  of  4 to  8 mg  daily,  preferably  the 
lower  dosage.  The  maximum  in  patients 
receiving  digitalis  therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  pa- 
tients, the  recommended  maintenance 
dose  of  CHOLOXIN  is  approximately  0.1 
mg  per  kilogram.  The  initial  daily  dos- 
age should  be  approximately  0.05  mg 
per  kilogram  to  be  increased  in  up  to 
0.05  mg  per  kilogram  increments  at 
monthly  intervals.  The  recommended 
maximal  dose  is  4 mg  daily,  if  that 
dosage  is  indicated  to  effect  the  de- 
sired lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac 
disease  develop  during  the  treatment 
period,  the  drug  should  be  withdrawn. 
How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is 
supplied  in  prescription  packages  of 
scored  1,  2,  4,  and  6 mg  tablets. 

FLINT  LABORATORIES 

Division  OF  TOAVfNOl  lAeORATORKS  INC 
Deerfield.  Illinois  60015 


Take  advantage  of  the  oft  season  rate. 
Combine  your  education  & your  vacation. 


Southern  Medical  Association 

69  th  Annual 
Scientific  Meeting 


Miami  Beach,  Florida 

Nov.  16- 

We  could  draw  pretty  word  pictures 
about  Miami — the  scintillating  beaches,  the 
glamorous  hotels,  the  superb  cuisine,  the 
intriguing  spots  to  visit,  the  unequaled 
vacationland  — but  we  won’t.  You’ll  have  to 
find  out  for  yourself. 

But  we  will  tell  you  about  the  most  ex- 
citing scientific  medical  meeting  of  the  year 
- the  69th  Annual  Scientific  Meeting  of  the 
Southern  Medical  Association  - featuring 
a wide  range  of  symposia,  22  sections,  live 
teaching  demonstrations,  learning  center, 


- Hotel  Fontainebleau 
19, 1975 

postgraduate  courses,  closed-circuit  televi- 
sion—something  for  every  specialty. 

The  Continuing  Education  Program  of 
the  Southern  Medical  Association  has  been 
granted  full  approval  by  the  American 
Medical  Association’s  Council  of  Medical 
Education. 

The  best  of  two  worlds  is  awaiting  you. 
Make  your  plans  now  while  reservations 
are  available.  Write:  Southern  Medical 
Association,  2601  Highland  Avenue,  Bir- 
mingham, Alabama  35205. 
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TEXAS  MEDICINE 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L BRYAN  COTTON,  JR.,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 


EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 

• DIPLOMATE  OF  THE  AMERICAN  BOARD 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Obstetrics  and  Gynecoiogy: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

J.  C.  Rucker,  M.D. 

R.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  D.  Crawford,  M.D. 

R.  W.  Baggett,  M.D. 

J.  T.  Scogin,  M.D. 

Orthopedic  Surgery: 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone*  M.D. 

M.  L.  Gray,  M.D. 

E.  ll  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong,  M.D. 

Radiology  and  Radioactive  Isotopes: 

D.  B.  Turner,  M.D. 

L.  W.  Ralston,  M.D. 

Urology: 

G.  T.  Kimmel,  M.D. 

J.  W.  Fischer,  M.D. 

H.  F.  Rives,  M.D. 

Pathology : 

J.  G.  Casey 

Herbert  Davenport,  Jr.,  M.D. 

Business  Manager  of  Travis  Clinic 

Anesthesiology : 

W.  T.  Witt,  M.D. 

MEDICAL  CLINIC  FOR  LEASE  IN  BONHAM,  TEXAS 


• Clinic  area  of  3,500  square  feet 

• X-Ray  and  laboratory  facilities 

• Seven  treatment  rooms 


• Business  offices  and  reception  room 

• Connecting  apartment  of  1,200  square  feet 

For  further  information,  contact  R.  Eugene  Risser,  Jr., 
P.O.  Dravrer  280,  Bonham,  Texas  75418,  214  583-3134. 
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When 
sequential 
contraception 
is  prelerted... 
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TEXAS  MEDICINE 


Ortho-Novum  SQ  provides 
good  cycle  control 

provides  a low 
sequential  dosage 

effective  in  clinical  trials, 
with  a pregnancy  rate 
of  0.43  perlOO  woman  years 

generally  well  tolerated^ 

available  in  the  unique 
DIALPAK*  Tablet  Dispenser 


Ortho-Novum  SQ 

TPADEMARK 

Each  white  tablet  contains  0.08  nng  mestranol.  Each  blue  tablet  contains  2,0  mg  norethindrone  and  0.08  mg  mestranol. 


tSerious  as  well  as  minor  conditions  have  been  reported 
following  the  use  of  oral  contraceptives.  These 
conditions  include  thromboembolic  disease.  The  physician 
should  remain  alert  to  the  earliest  manifestations 
of  any  symptoms  of  serious  disease  and  discontinue  oral 
contraceptive  therapy  when  appropriate.  The  physician 
should  be  fully  aware  of  the  complete  Prescribing  Informa- 
tion for  this  product, 

♦TRADEMARK  See  prescribing  information  on  following  page.  oj  622-5 
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In  sequence... 


Ortho-NovumJQ  Tablets 

TRADEMARK 


Description:  ORTHO-NOVUM  SO  Tablets  provide  a sequential  oral  contraceptive  regimen  consist- 
ing of  white  tablets  containing  only  mestranol  0 08  mg,  and  blue  tablets  containing  both  mestranol 
0 08  mg  and  norethindrone  2 0 mg 
Action:  Gonadotrophin  suppression 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States  since  1960  Reported 
pregnancy  rates  vary  from  product  to  product  The  effectiveness  of  the  sequential  products  appears 
to  be  somewhat  lower  than  that  of  the  combination  products  Both  types  provide  almost  completely 
effective  contraception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hormonal  contraceptives 
has  now  been  shown  in  studies  conducted  m both  Great  Britain  and  the  United  States  Other  risks, 
such  as  those  of  elevated  blood  pressure  and  reduced  tolerance  to  carbohydrates,  have  been 
reported  and  appropriate  tests  should  be  conducted  to  monitor  these  during  oral  contraceptive  ther- 
apy Liver  disease  has  also  been  reported,  and  the  physician  should  be  alert  to  its  earliest  manifesta- 
tions 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subprimate  animal  species  m 
multiples  of  the  human  dose  increases  the  frequency  for  some  animal  carcinomas  These  data  can- 
not be  transposed  directly  to  man  The  possible  carcinogenicity  due  to  the  estrogens  can  neither  be 
affirmed  nor  refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contraceotives 
must  be  continued 
Indication:  Contraception 

Contraindications:  1 Thrombophlebitis,  thromboembolic  disorders,  cerebral  vascular  disease,  or  a 
past  history  of  these  conditions  2 Markedly  impaired  liver  function  3 Known  or  suspected  car- 
cinoma of  the  breast  4 Known  or  suspected  estrogen-dependent  neoplasia  5 Undiagnosed  abnor- 
mal genital  bleeding  6 Known  or  suspected  pregnancy 

Warninqs:  1 The  physician  should  be  alert  to  the  earliest  manifestations  of  thrombotic  and  throm- 
boembolic  disorders,  thrombophlebitis,  cerebrovascular  disorders  including  hemorrhage,  pulmonary 
embolism  and  retinal  thrombosis  Should  any  of  these  occur  or  be  suspected  the  drug  should  be  dis- 
continued immediately 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies  of  morbidity  in  the 
United  States  have  shown  a statistically  significant  association  between  thrombophlebitis,  pulmonary 
embolism  and  cerebral  vascular  disease,  occlusive  or  hemorrhagic,  and  the  use  of  oral  contracep- 
t^es  There  have  been  three  principal  studies  in  Great  Britain’’^  leading  to  these  conclusions  and 
three  in  this  country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by  Vessey 
and  Dolt  was  about  sevenfold,  white  the  United  Slates  studies  found  relative  risks  of  4 4 to  11.  mean- 
ing that  the  users  are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  non-users 

In  May.  1974,  the  Royal  College  of  General  Practitioners  in  England®  issued  an  interim  report  of  its 
continuing  large-scale  prospective  study  comparing  a user  group  to  a non-user  group  This  study  in 
Its  interim  analysis  states,  A statistically  significant  higher  rate  of  reporting  of  cerebrovascular 
accidents  in  Takers  is  evident,  but  the  numbers  are  too  small  to  justify  an  estimation  of  the  degree  of 
risk  The  study  also  reported  a higher  incidence  of  superficial  and  deep  vein  thrombosis  in  users  as 
compared  to  non-users  The  risk  of  superficial  and  deep  vein  thrombosis  was  reported  to  be  lower  in 
women  using  50  meg  estrogen  preparations 

Sartwell  study*'  indicated  that  the  risk  did  not  persist  after  discontinuation  of  administration 
Both  the  Sartwell  and  the  Royal  College  studies  indicated  that  the  degree  of  risk  was  not  associated 
with  duration  of  treatment 

In  a collaborative  American  study®*®  of  cerebrovascular  disorders  in  women  with  and  without 
predisposing  causes,  it  was  estimated  that  the  relative  risk  of  thrombotic  stroke  was  4 1 to  9 5 limes 
greater  m users  than  in  non-users  A comparable  estimate  for  hemorrhagic  stroke  was  2 0 

None  of  the  American  studies  was  designed  to  evaluate  a difference  between  products  However, 
the  Sartwell  study**  suggested  that  there  might  be  an  increased  risk  of  thromboembolic  disease  in 
users  of  sequential  products 

Other  retrospective  studies®*'®  have  reported  an  increased  risk  of  post-surgery  thromboembolic 
complications  m oral  contraceptive  users  It  has  been  recommended  that  therapy  be  discontinued  at 
least  one  month  prior  to  elective  surgery 

2  Discontinue  oral  contraceptive  medication  if  there  is  gradual  or  sudden  partial  or  complete  loss  of 
vision,  proptosis  or  diplopia,  onset  or  aggravation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent  or  severe,  papilledema,  or  any  evidence  of  retinal  vascular 


3 Fetal  abnormalities  have  been  reported  to  occur  in  the  offspring  of  women  who  have  taken  proqes- 
togens  and  or  estrogens  during  pregnancy  ”*'2  The  safety  of  ORTHO-NOVUM  SO  in  pregnancy  has 
not  been  demonstrated  Pregnancy  should  be  ruled  out  before  initialing  or  continuing  the  contracep- 
tive regimen  Pregnancy  should  always  be  considered  if  withdrawal  bleeding  does  not  occur. 

4 A small  traction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of 
rnothers  receiving  these  drugs.  The  long-range  effect  to  the  nursing  infant  cannot  be  determined  at 
this  time 

? lesions  (adenomas,  hepatomas,  hamartomas,  regenerating  nodules,  etc  ) occasionally 

la^l,  have  been  reported  in  women  on  oral  contraceptives  Such  lesions  may  present  as  an 
aMorninyl  mass  or  with  the  signs  and  symptoms  of  an  acute  abdomen  These  lesions  should  be  con- 
sidered if  the  patient  has  abdominal  pam  or  evidence  of  mtra-abdominal  bleeding.  This  has  been 
reported  in  shon-term  as  well  as  long-term  users  of  oral  contraceptives. 


Precautions:  1 A thorough  history  and  physical  examination  should  be  performed  before  prescrib- 
ing oral  contraceptives  and  periodically  during  their  administration  and  should  include  special  refer- 
ence to  breasts  and  pelvic  organs,  including  Papanicolaou  smear  since  estrogens  have  been  known 
to  prepuce  turnors.  some  of  them  malignant,  in  five  species  of  subprimate  animals  2 Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  ORTHO-NOVUM  SO  Therefore,  if 
such  tests  are  abnormal  in  a patient  taking  ORTHO-NOVUM  SO.  it  is  recommended  that  they  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months  3.  Under  the  influence  of  estrogen- 
progestogen  preparations,  pre-existing  uterine  fibromyomata  may  increase  in  size  4 Because  these 
agents  may  cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this  factor 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  observation  5.  In’ 
br^eakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vaginam.  nonfunctional  causes 
should  be  borne  in  mind  In  undiagnosed  bleeding  per  vaginam.  adequate  diagnostic  measures  are 
indicated  6 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
^®P'^®ssion  recurs  to  a serious  degree  7 Any  possible  influence  of  prolonged 
ORTHO-NOVUM  SO  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
study  8 A decrease  in  glucose  tolerance  has  been  observed  in  a significant  percentage  of  patients 
on  oral  contraceptives  The  mechanism  of  this  decrease  is  obscure  F^r  this  reason  diabetic  patients 
should  be  carefully  observed  while  receiving  ORTHO-NOVUM  SO  therapy  9 The  age  of  the  patient 
constitutes  no  absolute  limiting  factor,  although  treatment  with  ORTHO-NOVUM  SO  may  mask  the 
onset  of  the  climacteric  10  The  pathologist  should  be  advised  of  ORTHO-NOVUM  SO  therapy  when 
relevant  specimens  are  submitted  11  Susceptible  women  may  experience  an  increase  in  blood 
pressure  following  administration  of  contraceptive  steroids  12  Cholestatic  jaundice  has  been 
reported  in  users  of  oral  contraceptives  If  this  occurs,  ORTHO-NOVUM  SO  should  be  discontinued 
This  condition  is  more  likely  to  occur  in  patients  who  have  experienced  cholestatic  jaundice  of  preg- 
nancy Patients  with  a history  of  cholestatic  jaundice  of  pregnancy  should  be  carefully  observed  dur- 
ing ORTHO-NOVUM  SO  therapy 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives:  A statistically  significant 
association  has  been  demonstrated  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions  thrombophlebitis,  pulmonary  embolism,  cerebral  thrombosis  and  hemorrhage 
gallbladder  disease  ‘ 

Although  available  evidence  is  suggestive  of  an  association,  such  a relationship  has  been  neither 
confirmed  nor  refuted  for  the  following  serious  adverse  reactions  neuro-ocular  lesions,  e g.,  retinal 
thrombosis  and  optic  neuritis,  hepatic  lesions  with  or  without  intra-ab'dominal  bleeding 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral  contraceptives 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  which  may  persist,  cholestatic  jaundice,  migraine,  rash  (allergic), 
mental  depression,  change  in  weight  (increase  or  decrease),  breast  changes  (tenderness,  enlarge- 
ment and  secretion),  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post-partum,  rise  in  blood  pressure  in  susceptible  individuals 
Although  the  following  adverse  reactions  have  been  reported  m users  of  oral  contraceptives,  an 
association  has  been  neither  confirmed  nor  refuted  anovulation  post-treatment,  which  tends  to  occur 
more  frequently  in  women  with  a history  of  menstrual  disorders,  premenstrual-like  syndrome; 
changes  m libido,  changes  in  appetite,  cystitis-like  syndrome,  headache,  intolerance  to  contact  len- 
ses, nervousness.  dizziness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme; 
erythema  nodosum,  hemorrhagic  eruptions,  itching,  vaginitis 
The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contraceptives  hepatic  function— 
^creased  sulfobromophthalein  retention  and  other  tests,  coagulation  tests- increase  in  prothrombin. 
Factors  VII.  VIII.  IX  and  X,  decrease  m anti-thrombin  III,  increase  in  platelet  aggregability.  thyroid 
function-increase  in  FBI,  and  butanol-extractable  protein-bound  iodine  and  decrease  in  P uptake 
values;  metyrapone  lest,  pregnanediol determination 

References:  1.  Royal  College  of  General  Practitioners  Oral  Contraception  and  Thrombo-Embolic 
Disease^J  Coll  Gen  Pract  73:267-279,  May  1967  2.  Inman.  W H W . Vessey,  M P Investigation  of 
Deaths  from  Pulmonary,  Coronary  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bear- 
ing Age.  Br  Med  J 2.193-199.  April  27.  1968  3.  Vessey.  M P , Doll.  R Investigation  of  Relation 
between  Use  of  Oral  Contraceptives  and  Thromboembolic  Disease  A Further  Report,  Br  Med  J 
2^51-657,  June  14,  1969  4.  Sartwell,  P E.;  Masi,  A T,;  Arthes,  F G ; Greene,  G R ; Smith,  H E : 
Thromboembolism  and  Oral  Contraceptives;  An  Epidemiologic  Case-Control  Study.  Am  J Epidemiol 
90  365-3^.  Nov  1969  5.  Oral  Contraception  and  Increased  Risk  of  Cerebral  Ischemia  or  Throm- 
bosis. N Engl  J Med  288  (17)  871-878.  April  26,  1973  6.  Oral  Contraceptives  and  Stroke  in  Young 
Women  Associated  Risk  Factors.  J A M A.  23/  (7)  718-722.  Feb.  17.  1975  7.  Oral  Contraceptives 
and  Venous  Thromboembolic  Disease,  Surgically  Confirmed  Gall-Bladder  Disease,  and  Breast 
Tumours  Report  from  the  Boston  Collaborative  Drug  Surveillance  Programme.  Lancet  1399-1404, 
June  23,  1973  8.  Royal  College  of  General  Practitioners  Oral  Contraceptives  and  Health,  I-IOO. 
M^  1974  9.  Vessey,  M P ; Doll,  R . Fairbairn,  A S ; Glober,  G : Postoperative  Thromboembolism 
and  the  Use  of  Oral  Contraceptives,  Br  Med  J 3:123-126.  July  18.  1970  10.  Greene.  G R : Sartwell. 
PE  Oral  Contraceptive  Use  in  Patients  with  Thromboembolism  Following  Surgery,  Trauma,  or 
mfection.  Am  J Public  Health  62(5)  680-685.  May  1972  1 1.  Nora,  J J . Nora.  A H Birth  Defects  and 
Ora  Contraceptives,  Lancet  941-942.  April  28,  1973  12.  Janerich,  D T . Piper.  J M ; Glebatis.  DM; 
Oral  Contraceptives  and  Congenital  Limb-Reduction  Defects.  N Engl  J Med  297{14);697-700.  Oct.  3, 
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Is  your  program  listed  in  the  Texas  Medical  Association’s 
1976  Continuing  Education  Directory  For  Physicians? 


The  staff  of  TEXAS  MEDICINE  is  currently  preparing 
the  1976  Texas  Continuing  Education  Directory  for  Physi- 
cians. The  directory  will  be  mailed  to  all  members  of  the 
Texas  Medical  Association  in  late  December  to  assist  them 
in  planning  their  1976  continuing  education  schedule. 

If  your  organization  will  have  one  or  more  continuing 
education  programs  during  the  coming  year,  you  will  want 


them  listed.  This  directory  will  provide  greater  publicity  to 
all  courses  which  will  be  offered  in  Texas  and  stimulate 
greater  participation  in  many  programs. 

Don't  miss  this  opportunity  to  further  promote  your 
continuing  education  course.  Time  is  limited,  so  write 
today  tor  the  questionnaire  that  must  be  filled  out  for 
each  listing. 


Complete  and  mail  the  form  below  and  a questionnaire  will  be  rushed  to  you.  Do  it  now! 


Name  of  Course — - — 

Dates — — 

Sponsoring  Organization — — 

Please  send  me  the  TMA  Continuing  Education  Course  questionnaire  in  order  that  my  organization  may  be 
listed  in  the  1976  Texas  Continuing  Education  Directory  for  Physicians. 

Name 

Address — 

City^ ^'P 


To:  Mrs.  Marilyn  Baker 
Managing  Editor 
TEXAS  MEDICINE 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


Volume  71,  October,  1975 
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lexas  Physicians’  Directory 


Allergy 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Olplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 

HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  Ramon  Garrido,  M.D., 

F.A.C.A.,  F.A.A.A.  (Certified  American  Board  of 

Richard  H.  Jackson,  M.D.,  F.A.C.A.  Pediatrics  and  American  Board  of 
Warren  J.  Raymer,  M.D.,  F.A.C.A.  Allergy  and  Immunology) 

D.  W.  Waddell,  M.O. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


ALLERGY  AND  CLINICAL  IMMUNOLOGY 

Max  I.  Michels,  M.D.,  F.A.A.P.-A.,  F.A.C.A.,  F.A.A.A.,  F.A.C.P. 

Wallace  E.  Moore,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 


901  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229,  512  696-7900  or  512  227-6331 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 

M.  D.  Knight,  M.D.,  Surgery 

W.  H.  Brauns,  M.D.,  Internal  Medicine 

Roy  E.  Moon,  M.D. 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.O., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.O., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology— 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


JOHN  p.  McGovern,  m.d. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH,  M.D. 
JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU,  M.D. 
ALBERT  LEHMANN,  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERG,  M.D.,  Ph.D. 
CALVIN  J.  McLERRAN,  Ph.D. 


Consults  nts 

EVAN  M.  HERSH,  M.D. 

JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE,  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 

Air  Pollution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinicai  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  ChrlstI,  Texas,  882-3487 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 

ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christ!,  Texas  78404 
Telephone  883-7411 

FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

T.  L.  Glenn,  M.D. 

C.  L.  Vernor,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Phillip  Kassner,  M.D. 

OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 


ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

ADMINISTRATOR 

Gene  Hybner 

DIRECTOR  OF  NURSES 

Clinic — Pat  Parker 
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MEDICAL  AND  SURGICAL  CLINIC  ASSOCIATION 

1200  Summit  Avenue,  Fort  Worth,  Texas  817  338-4747 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


GENERAL  SURGERY 

Robert  C.  Barker,  M.D.  *Thomas  E.  Simons,  M.D. 

*Henry  V.  Birdwell,  Jr.,  M.O. 

*Diplomate  of  American  Board  of  Surgery 

INTERNAL  MEDICINE 

DIAGNOSIS 

'John  B.  Fershtand,  M.D.  'James  W.  Tunstill,  M.D. 

Edwin  B.  Wilson,  Jr.,  M.D.  Cornelius  C.  Davis,  M.D. 

Alexander  G.  Gregory,  M.D. 

PULMONARY  DISEASE 
M.  Ebadat  All,  M.D. 

'Diplomate  of  American  Board  of  Medicine 


CARDIOLOGY 
Nasim  Akhtar,  M.D. 

INDUSTRIAL  MEDICINE 
Mark  N.  Hattarki,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE  CONSULTANTS 
•Harry  W.  Banker,  M.D.  'Samuel  Jagoda,  Jr.,  M.D. 

*E.  E.  Holt,  M.D.  Samuel  Jagoda,  M.D. 

'Diplomate  of  American  Board  of  Radiology 


PROCEDURES: 

Bronchoscopy 
Pulmonary  Functions 
Esophagoscopy 

Gastroscopy  and  Duodenoscopy 

Protosigmoidscopy 

Duodenoscopy 

Colonscopic  Snare  Polypectomy 


Cardiac  Catherization 
Coronary  Arteriography 
Treadmill  Stress  Testing 
Electrocardiography 
Phonocardiography 
Systole  Time  Interval 


ADMINISTRATOR 
Bryan  Charles 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 


PEDIATRICS 

J.  M.  Woodall,  M.D. 

B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 


GENERAL  SURGERY 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
J.  E.  Mathews,  M.D.,  F.A.C.S. 


RADIOLOGY  & NUCLEAR  MEDICINE 

B.  Williams,  M.D. 

M.  L.  Bercler,  M.D. 


INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley.  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 


UROLOGY 

G.  F.  Dillon,  M.D. 
J.  W.  Cowan,  M.D. 


DERMATOLOGY 

OBSTETRICS  AND  GYNECOLOGY  ..  „ 

H.  K.  Butler,  M.D. 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 


ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 
Charles  N.  Butts,  Asst.  Clinic  Manager 


ADMINISTRATION 

OBSTETRICS  & GYNECOLOGY 

C.  H.  “Ham"  Rugeley 

D.  M.  Voulgaris,  M.D. 

Richard  R.  Raphael 

H.  E.  Secor,  M.D. 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

V.  A.  Black,  M.D. 

GENERAL  PRACTICE 

OTOLARYNGOLOGY 

C.  E.  Woodson,  M.D. 

J.  L.  Holcomb,  M.D. 

PEDIATRICS 

ANESTHESIOLOGY 

F.  W.  Kolle,  M.D. 

C.  G.  Spears,  M.O. 

NEUROPSYCHIATRY 

DENTISTRY 

R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr..  D.D.S. 

R.  B.  Caraway,  Jr.,  M.D. 

PATHOLOGY — CONSULTANT 

UROLOGY 

H.  M.  Perches,  M.D. 

H.  Z.  Fretz,  M.D. 

RADIOLOGY— CONSULTANT 

DERMATOLOGY 

T.  S.  Arrington,  M.D. 

L.  D.  O'Gorman,  M.D. 

DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.  D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D, 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed.  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 


Telephone  713  948-8521 

Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M,D.,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 


Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 
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Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824*2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 


406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 


3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


GERALD  A.  CASID,  M.D. 

Dermatology  and  Hair  Transplantation 
Treatment  of  Skin  Tumors 

333  N.  Shiloh  Rd..  Garland,  Texas  75042 
Phone  214-272-5451 


FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 


Eye,  Ear,  Nose,  Throat 


SOMMAI  SEHAPAYAK  M.D. 

DIplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 
Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Elisasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  MehdiabadI,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 


Family  & General  Practice 


Barnett  Tower,  Baylor  Medical  Plaza,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


Dermatology 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eig^hth  Street,  Wichita  Falls,  Texas 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 


THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 
Nederland,  Texas  77627 
Tel.  (713)  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.’’’ 

'DIplomate  American  Board  of  Family  Practice 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A dinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

. . . Another  service  of  your  association 
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Gastroenterology 


Neurological  Surgery 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805,  Dallas  Texas  75231,  363-8524 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 


Casey  E.  Patterson,  M.D.  Morris  Sanders,  M.D. 

Tom  M.  Nash,  M.D.,  Deceased  Ira  C.  Denton,  M.D. 

Charles  W.  Simpson,  M.D.  Jack  Woolf,  M.D.,  Consultant 

Phillip  E.  Williams,  Jr.,  M.D. 


3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Suite  620,  St.  Paul  Professional  Building, 

5959  Harry  Hines  Blud.,  Dallas,  Texas  75235 


General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 
Surgery 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


BURT  B.  SMITH  M.D. 

Surge|7 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery 

General  Surgery 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 
Telephone  915  533-2508 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 


William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse.  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


Baylor  Medical  Plaza,  3600  Gaston  Avenue, 
Dallas,  Texas  75246,  821-2356 


Internal  Medicine 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Allan  L.  Naarden,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 

Consultants  in  Neuroradiology 

Bassett  B.  Kilgore,  M.D. 

Howell,  S.  McCreary,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 


TMA  MEMBERS’ 
RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies 
under  the  Keogh  Act  and  is  approved  by  IRS. 

For  full  information,  write:  TMA  Members'  Re- 
tirement Trust,  1801  North  Lamar  Blvd.,  Austin, 

Texas  78701.  . . . Another  service  of  your  association 
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Nuclear  Medicine 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

BRUCE  C.  TAYLOR,  M.D. 

Diseases  & Surgery  of  the  Retina 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
(214)  521-1153 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Qastroenterologar,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

6436  Fannin,  Suite  800,  Houston,  Texas  77025 
(713)  529-7321,  529-5828 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Biack,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 

Nuclear  Medicine  J.  L.  Reed,  M.D. 

G.  L.  Black,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D.  E.  D.  Seaman,  M.D. 

F.  M.  Behike,  M.D. 

Diplomates,  American  Board  of  Nuclear  Medicine 

CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853-7319 

Administration:  Jack  W.  Falrall,  B.B.A.,  C.PJt. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 

EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756;  512  451-8484 

Obstetrics  & Gynecology 

Edward  J.  Petrus,  M.D. 

Richard  E.  Nieman,  M.D. 

HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology 

Colposcopy 

BOO  Fifth  Avenue.  Fort  Worth,  Texas  76104,  817  335-4393 

Orthopedic  Surgery 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

Ophthalmology 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S.  Jeffrey  D.  Lanier,  M.D. 

Charles  E.  Russo,  M.D.,  F.A.C.S.  Maple  L.  Avery,  M.D. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S.  Michael  A.  Bloome,  M.D. 

Robert  H.  Stewart,  M.D.,  F.A.C.S.  Paul  C.  Salmonsen,  M.D. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 

DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 
WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

Ralph  E.  Donr>ell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 

ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.O. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

Robert  O.  Bateman,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington.  Dallas,  Texas  75246,  821-1417 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgei7  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 


Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


MEDICAL  CENTER  EAR,  NOSE  & THROAT 
ASSOCIATES 

W.  Leonard  Draper,  M.D.,  Otolaryngology,  Otology  and  Nasal  Allergy 
John  W.  Herndon,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 
Richard  M.  Turney,  M.D.,  0tolaryngolo» 

Jorge  A.  DeCardenas,  M.O.,  Otolaryngology  and  Micro-Laryngeal  Surgery 
Charles  A.  Van  Wart,  M.D.,  Otolaryngology,  Otology  and  Nasal  Plastic 
Surgery 

Melton  J.  Horwitz,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 

Diplomates  American  Board  of  Otolaryngology 

Olaf  Haug,  Ph.D. 

Paul  M.  Baccaro,  M.A. 

Joy  O'Neal,  M.F.A. 

Audiology,  Speech  Pathology,  Vestibular  Testing,  Hearing  Aid  Evaluation 

540  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77025,  713  524-8351 


Pathology 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
’Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serolo^, 
Clinical  Chemistry,  Bacteriolo^,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


ARTHUR  LORBER,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

1201  8th  Avenue 

Fort  Worth,  Texas  76104 

Telephone  817  336-4019 


PRUITT  MEDICAL  UBORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  (k>nsultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 

4849  W.  Lawther  Dr.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


WACO  CLINICAL  PATHOLOGY  UBORATORY 

K.  P.  Wtttstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.cJt.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 
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J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

DIplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue.  El  Paso,  Texas  79902,  (915)  533-4477 


ARTHUR  L RAINES,  M.D.  AND  ASSOCIATES, 
PATHOLOGISTS 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY,  Administrator 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

Villa  Rosa  Professional  Building 

2727  Babcock  Road,  Suite  F,  San  Antonio,  Texas  78229 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

DIplomates  American  Board  of  Plastic  Surgery 
LAURENCE  E.  WOLF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Charles  W.  Bailey,  Jr.,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 


606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 


PATRICK  H.  BECKHAM,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 


508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 


8210  Walnut  Hill  Lane,  Dallas,  Texas  75231 
369-6511 
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BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 
PLASTIC  & RECONSTRUCTIVE  SURGERY 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
(713)  795-5584 


JACK  L.  CONLEE,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  AND  COSMETIC  SURGERY 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas,  855-7359 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


Psychiatry 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimiiian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 
Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

* Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

*Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
*Gerald  Ratinov,  M.D. 

*Robert  M.  Gordon,  M.D. 

Ronald  DeVere,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

’Diplomate,  American  Board  of  Psychiatry  and  Neurology 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

•Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomate  American  Board  of  Psychiatry  and  Neurology 


CHARLES  B.  COVERT,  M.D. 

Psychiatry 

San  Felipe  Green  Professional  Building 

1900  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 


PERRY  C.  TALKINGTON,  M.D. 
Psychiatry 

4645  Samuell  Blvd. 

Dallas,  Texas  75228,  214-381-3849 


TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 


800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 
Fort  Worth,  Texas  76104 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D.,  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 
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James  L Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St..  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

J.  E.  White,  M.D.  W.  R.  Berry,  M.D. 

Diplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 

Administration;  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Rheumatology 


DON  E.  CHEATUM,  M.D. 

Diplomats  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  823-4151 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Richard  E.  Wood,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D.  Maruf  A.  Razzuk,  M.D. 

DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

DIplornates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

Diplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians’  Directory.” 


Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomates  of  American  Board  of  Urology 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

DONALD  J.  NEESE,  M.D. 

DONALD  E.  FUERST,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713-521-9538 

400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713-332-2466 


VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$10  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  in  which 
there  is  an  American  Medical  Association  recognized  specialty  board 
and/or  an  AMA  approved  residency  program.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or  cancellation 
should  be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month 
preceding  publication  month. 
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Classified  Advertising 


Physicians  Wanted 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a four 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $36,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  All 
office  expenses  paid.  Visiting  & relocation  expenses  paid.  Please  reply 
to  Ad-301,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  66,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3661,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 


FP  OR  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
694-3696  for  Barnes,  Colwell  or  Cook. 


PHYSICIANS  AND  PSYCHIATRISTS— general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries;  $22,600  to  $29,600  with  usual 
state  benefits.  Texas  license  or  reciprocity  required.  Contact  the  Recruit- 
ing Specialist,  Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol 
Station,  Austin,  Texas  78711.  612-464-3761.  An  equal  opportunity/affir- 
mative action  employer. 

INTERNIST-GENERAL  PRACTITIONER:  Clinic,  including  lab  and 
x-ray.  Join  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  subsequent  partnership  offered.  Contact  Ribelles 
Clinic  Association.  9801  Katy  Freeway,  Houston,  Texas  77024. 


GENERAL  SURGERY,  FAMILY  PRACTICE  affluent  county  seat  farm 
community.  Good  schools,  churches,  hunting,  fishing,  unique  private 
country  club,  all  facilities.  Avoid  complexities  of  city.  Be  kind  to  yourself 
and  family.  Rear  children  in  peaceful,  small  town  atmosphere.  Enjoy 
being  part  of  total  community  activities.  28  bed  JCAH  hospital.  Please 
reply  to  Ad-641,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  or  phone  806-447-2621  collect. 

WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  J.  E.  Hogan,  M.D.,  Medical  Director,  Ma- 
lone and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720; 
telephone  916-267-6361. 

GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $24,000  to  $30,000  per  year  negotiable. 
City  has  population  of  6,000  with  trade  area  of  20,000  to  26,000.  Contact 
Chris  S.  Cruzcosa,  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas 
78834.  612-876-6236. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  J.  E.  Hogan.  M.D..  Medical  Director. 
Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  916-267-6361. 

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
in  the  department  with  all  new  facilities  in  hospital  and  clinic.  J.  E. 
Hogan,  M.D..  Medical  Director,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring,  Texas  79710;  telephone  916-267-6361. 

LOCUM  TENENS  WANTED;  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  300 
South  6th  Street,  Carrizo  Springs,  Texas  78834.  612-876-6236. 


PHYSICIANS  WANTED — Progressive  East  Texas.  Located  near  East 
Texas  metroplex.  Known  as  one  of  the  most  outstanding  recreation  areas 
in  southwest.  Medical  staff  and  community  very  cooperative  in  helping  to 
establish  your  practice.  Call  214-846-2281  or  write  Milton  Bolgiano,  Ad- 
ministrator. Gladewater  Municipal  Hospital,  Box  632,  Gladewater,  Texas 
76647. 

WANTED:  TWO  PHYSICIANS.  One  internal  medicine  and  one  family 
practice  in  well  equipped  and  established  North  Dallas  Clinic,  prime  loca- 
tion. Clinic  has  both  heavy  private  practice  and  moderate  industrial  medi- 
cine practice.  All  ancillary  services  provided.  Guaranteed  take  home  in- 
come at  least  $40,000  per  year.  Please  reply  to  Ad-669,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic, 
1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 

GASTROENTEROLOGIST  AND  INTERNISTS  WANTED:  Five  man 
internist  group_  in  Abilene,  Texas,  population  100,000.  Democratic  pro- 
fessional association,  two  hospital  endoscopy  labs,  ideal  office  set-up. 
Quick  full  association,  good  salary  first  year.  Excellent  recreation,  three 
colleges.  General  internists,  chest  physician,  endocrinologist  and  rheu- 
matologist needed.  Contact  business  manager,  Abilene  Diagnostic  Clinic, 
642  East  Highway  80,  Abilene,  Texas  79601,  916-673-6201. 

FAMILY  PRACTICE  IN  AUSTIN,  TEXAS.  Good  location,  young 
practice,  and  good  facilities.  Tremendous  opportunity.  Association  with 
family  practice  residency  program  possible.  Paul  A.  Grandy,  M.D.,  10806 
North  Lamar  Blvd.,  Austin,  Texas  78763.  612-837-2640. 


TEXAS,  SAN  ANTONIO:  Emergency  physicians  needed  for  new  group 
serving  three  hospitals.  66,000  ER  visits/year.  Fee  for  service.  Depart- 
mental status.  Past  earning  history  $60,000  plus  additional  income  for 
optional  participation  in  employee  health  service.  Warm  climate,  near 
coast  and  Mexico.  Write  or  call  George  Pruett,  M.D.,  730  North  Main, 
B-112,  San  Antonio,  Texas  78206.  Telephone  612-222-0746  or  612-663-6366. 

WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
East  Central  Texas.  New  joint  commission  approved  30  bed  hospital. 
Airport.  New  junior-senior  high  complex.  Railroad  division  point.  Small 
industry.  Primary  income  ranching.  Three  fishing  lakes.  Deer,  quail, 
dove  hunting,  country  club.  No  initial  investment  necessary.  Contact 
Drs.  Gage,  Cox  or  Halbert,  316  Main  Street,  Teague,  Texas  76860. 
8^7-739-266L 

PSYCHIATRIST  OR  PHYSICIAN  NEEDED  for  medical-surgical, 
forensic  or  general  psychiatry  program.  Texas  license  required.  Psy- 
chiatrist $31,000;  physician  $28,600.  Immediate  openings.  Call  or  write: 
Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk  State  Hospital,  P.O. 
Box  318,  Rusk,  Texas  76786.  214-683-6481.  An  equal  employment  oppor- 
tunity affirmative  action  employer.  

GENERAL  INTERNIST  WANTED:  Board  certified  or  eligible  to  join 
expanding  successful  group.  Busy  hospital  and  office  practice.  Hous- 
ton environs.  Excellent  salary  and  fringe  benefits.  Please  reply  to  Ad- 
672,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

STAFF  PHYSICIAN  NEEDED  for  State  Hospital.  Progressive  750 
resident  state  institution.  Eligibility  for  Texas  licenses  required.  40  hour 
work  week,  paid  vacation,  sick  leave,  holidays,  good  retirement  plan, 
free  group  insurance.  Kerrville  is  known  as  a retirement  center.  Prefer 
mature  physician  over  age  50.  Please  contact  Luther  W.  Ross,  M.D., 
Superintendent,  Kerrville  State  Hospital,  P.O.  Box  1468,  Kerrville, 
Texas  78028  or  phone  512-896-2211.  We  are  an  equal  opportunity  em- 
ployer^  

GENERAL  INTERNISTS  AND  FAMILY  PHYSICIANS  NEEDED  by 
multi-specialty  group  in  Dallas-Fort  Worth  area.  Particularly  need 
pulmonary  and  cardiology  capabilities.  Guaranteed  minimum  first  year 
and  then  opportunity  to  become  an  associate.  Reply  to  Ad-579,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ANESTHESIOLOGIST  FAMILY  PRACTICE  - PLASTIC  SURGEON 
needed  for  expanding  medical  center  located  in  the  Texas  Gulf  Coast 
area.  Unique  professional  and  economic  opportunity.  Financial  as- 
sistance may  be  available.  Contact  the  office  of  the  Director,  collect. 
713-464-2711. 


HOUSE  PHYSICIAN.  Attractive  salary.  New  general  hospital  in 
Houston.  No  nights  or  weekends.  Texas  license  required.  Please  send 
curriculum  vitae  to  Sanford  Smith,  Director  of  Physician  Planning, 
Hospital  Management  Corporation,  12421  East  Freeway,  P.O,  Box  9836, 
Houston,  Texas  770x5.  713-455-1761. 

PHYSICIANS  NEEDED  FOR  FAMILY  PRACTICE  and  internal 
medicine  to  join  multi-speciality  group  in  West  Texas  city  of  150,000. 
New  clinic  and  hospital  facilities.  Top  salary  with  partnership  opportun- 
ity. University  Medical  Surgical  Clinic.  6602  Quaker  Avenue.  Lubbock. 
Texas  79414. 

PHYSICIANS  WANTED  for  care  of  mentally  retarded  at  Travis  State 
School,  Austin,  Texas.  Salary  attractive.  Write  or  phone  the  Super- 
intendent or  Medical  Director.  P.O.  Box  430,  Austin,  Texas  78767; 
Phone  512-926-2410.  An  equal  opportunity,  affirmative  action  employer. 

WANTED;  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  facilities.  New  clinic  building  adajacent  to  new 
hospital.  Contact  J.  E.  Hogan,  M.D.,  Medical  Director.  Malone  and 
Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
915-267-6361. 

WANTED;  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology, pulmonary  diseases,  rheumatology  or  cardiology  to  join 
growing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  J.  E.  Hogan.  M.D.,  Medical  Director, 
iMalone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring.  Texas 
79720;  telephone  915-267-6361.  

PSYCHIATRIST  II  NEEDED  for  State  Hospital.  Progressive  760  bed 
state  institution.  Eligibility  for  Texas  license  required.  40  hour  work 
week,  paid  vacation,  sick  leave,  holidays,  good  retirement  plan,  free 
group  insurance.  Kerrville  is  known  as  a retirement  center.  Please  con- 
tact Luther  W.  Ross,  M.D.,  Superintendent,  Kerrville  State  Hospital, 
P.O.  Box  1468,  Kerrville,  Texas  78028  or  phone  512-896-2211.  We  are 
an  equal  opportunity  employer. 

ANESTHESIOLOGY  CHIEF  PLUS  TWO  ASSOCIATES.  New  sub- 
urban Houston  hospital.  400  surgical  procedures  per  month  and  grow- 
ing. Must  be  board  certified  with  Texas  license.  Write  with  C.V.  to 
Sanford  Smith,  Director  of  Physician  Planning,  Hospital  Management 
Corporation,  P.O.  Box  9836,  909-A  Federal  Road,  Houston,  Texas  77016. 
713-465-1761. 

PHYSICIAN  WANTED  FOR  GENERAL  PRACTICE  in  small  town 
within  easy  distance  of  three  large  cities.  Complete  hospital.  Office  space 
available.  Substantial  citizenry,  good  place  to  raise  children,  new  schools, 
many  churches,  good  hunting  and  fishing,  enthusiastic  tennis  program. 
Hill  Country.  W.  Grote,  Administrator,  Mason  Memorial  Hospital,  Box 
207,  Mason,  Texas  76856.  915-347-6345. 

CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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CAMERON,  MILAM  COUNTY:  Community  of  8500;  trade  territory 
of  70,000;  FP,  GS,  IM,  ORS,  and  Urologist  (preferably  board  eligible 
or  certified)  sought  to  join  expanding  group.  Salary  or  guarantee  with 
participation  to  be  arranged  to  mutual  satisfaction.  Two  hospitals,  126 
beds,  open  staff.  Two  hours  from  Dallas,  Fort  Worth,  San  Antonio  and 
Houston:  70  miles  from  Austin.  Community  income  from  agricultural, 
ranching,  small  industry,  coal  and  oil.  Contact:  W.  R.  Newton,  M.D., 
Newton  Clinic,  Cameron,  Texas  76520.  Telephone  817-697-2105  or 
697-3197;  residence  697-2512, 

CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
Adult  Psychiatry  training.  Academic  program  in  child  development, 
family  therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  with  intensive  individual  supervision  in  psycho- 
analytic and  electic  modalities  and  pediatric  neurology.  Research  op- 
portunities in  genetic  and  metabolic  disorders,  child  development,  linguis- 
tic anthropology,  community  services  and  other  fields.  Excellent  oppor- 
tunities in  teaching,  administration,  inpatient  and  out-patient  clinical 
programs.  New  60-bed  inpatient  unit  for  children.  Liaison  with  graduate 
school,  medical  school  and  community  programs.  Stipends:  First  year, 
$16,000;  second  year,  $16,000;  third  year,  $17,000;  fourth  year,  $18,000. 
Contact  Anthony  P.  Rousos,  M.D.,  Director  of  Residency  Training, 
Austin  State  Hospital,  4110  Guadalupe,  Austin,  Texas  78751. 

PSYCHIATRIC  RESIDENCY  in  approved  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipend  with 
Texas  license  are  $16,000,  $16,000  and  $17,000  per  year.  In  addition, 
now  offering  residency  in  Child  Psychiatry.  For  full  information  write 
to:  Anthony  P.  Rousos,  M.D.,  Director  of  Residency  Training,  Austin 
State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78751. 

WANTED— PHYSICIANS,  INTERNAL  MEDICINE.  General  practi- 
tioner, family  practitioner,  pulmonary  for  222-bed  medical  hospital  in 
central  Texas;  competitive  salary,  liberal  fringe  benefits.  An  equal  op- 
portunity employer.  Contact  Chief  of  Staff,  VA  Hospital,  Marlin,  Texas 
76661. 

OB-GYN  TO  JOIN  well  established  practice  in  Corpus  Christi.  Office 
loaded  with  the  most  modern  equipment,  centrally  located  and  near  the 
best  hospitals  in  town.  Conditions  open  to  a mutual  agreement.  After 
6 p.m.,  512-992-2186. 

THE  COMMUNITY  MENTAL  HEALTH-MENTAL  RETARDATION 
CENTERS  of  Texas  have  immediate  openings  at  several  locations  for 
psychiatrists  at  all  experience  levels.  Applicants  must  be  licensable  in 
Texas.  Salaries  are  negotiable,  depending  upon  training,  experience  and 
qualifications,  to  $40,000  per  annum  and  upwards.  An  excellent  package 
of  fringe  benefits  complements  the  basic  salary.  Adjunct  practice  is 
possible  in  some  locations,  as  well  as  academic  affiliation.  Respond  to 
Farabee  and  Associates,  2665  Villa  Creek  Drive,  Suite  148,  Dallas,  Texas 
75234  or  call  collect  (214)  243-6252.  The  Texas  Community  MH-MR 
Centers  retain  Farabee  and  Associates  in  their  support. 

OBSTETRICIAN  AND  GYNECOLOGIST:  Board  certified  or  eligible: 
wanted  to  join  solo  obstetrician  and  gynecologist  immediately.  Health 
disability;  partnership  offered.  Send  curriculum  vitae  or  contact  John  J. 
Elliott,  M.D..  2708  Weslayan,  Houston,  Texas  77027  or  phone  713- 
621-9484. 

OPHTHALMOLOGICAL  PRACTICE  AVAILABLE  NOV.  1,  1975. 

Ophthalmologist  needed  as  associate,  junior  partner  or  to  share  office 
space.  Formerly  two-ophthalmologist  practice,  now  only  one.  Remaining 
partner  had  recent  heart  attack  and  may  retire  or  semi-retire  soon.  No 
other  ophthalmologists  in  city  or  county.  City  of  26.000,  trade  area  of 
150,000,  lYj  hours  from  Houston.  Located  in  Piney  Woods  of  Central 
East  Texas.  Forests  and  three  large  lakes  provide  hunting,  fishing, 
camping.  Many  industries.  Excellent  public  schools,  two  private  schools, 
and  junior  college.  50  physicians,  two  hospitals,  386  beds,  excellent 
medical  facilities.  Please  send  curriculum  vitae  first  letter.  Contact 
Ad-591.  Terns  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


RURAL  GULF  AREA  COMMUNITY,  with  modern,  fully  accredited 
BO-bed  hospital,  seeks  family  practice  physician.  Service  area  of  10,000 
now  served  by  one  full  time  and  two  semi-retired  practitioners.  Semi- 
tropical  area  convenient  to  major  cities,  large  hospitals  and  consultants. 
All  types  of  outdoor  recreational  opportunities.  Financial  assistance 
available.  Contact  Donald  C.  Rocke,  Administrator,  Refugio  Memorial 
Hospital,  107  Swift  Street,  Refugio,  Texas  78377. 


INTERNIST  AND  FAMILY  PRACTITIONER  NEEDED  to  join  five 
physicians:  established  practice;  clinic  adjoins  progressive,  accredited 
hospital.  Excellent  starting  salary;  opportunity  for  long  term  group 
association.  Send  complete  curriculum  vitae  to  Michael  Simmons,  M.D., 
1600  West  College,  Grapevine,  Texas  or  call  817-488-7546. 


PHYSICIAN;  THE  AUSTIN  STATE  SCHOOL,  a school  for  the  care 
and  treatment  of  approximately  1,245  mentally  retarded  and  physically 
handicapped  residents,  has  an  opening  for  a general  practice  physician. 
The  salary  of  $35,500  is  supplemented  by  excellent  fringe  benefits 
which  include;  liability  insurance,  paid  vacation,  sick  leave  and  holidays, 
free  group  insurance  and  excellent  retirement  benefits.  Contact  Allen  R, 
Mueller,  Personnel  Officer,  Austin  State  School,  2203  West  35th  Street, 
Austin,  Texas  78767,  Equal  employment  opportunity  employer. 


EAST  TEXAS  COMMUNITY  OF  VAN  IN  NEED  OF  GENERAL 
PRACTITIONER,  Have  two  60-bed  nursing  homes.  Will  build  clinic  to 
accommodate  need.  Only  25  miles  west  of  Tyler — largest  medical  center 
in  East  Texas.  Popiilation  of  Van;  2,158:  trade  area  and  school  district: 
6800,  For  more  information  call  Betty  Carcamo  963-5243  or  963-8642. 
Contact  Chamber  of  Commerce,  Mr.  Jack  Kellam,  P,0,  Box  165,  Van, 
Texas. 


EXCELLENT  CAREER  OPPORTUNITY  in  expanding  community  in 
Northeast  Texas.  New  Boston  General  Hospital,  New  Boston,  Texas 
offers  “room  to  grow’’’  situation  for  family  practice,  ob/gyn  and  pedia- 
trics. Recruitment  package  excellent.  Good  schools,  recreation  areas 
close  by.  Call  or  write  Samuel  M.  Holtzman,  III,  520  Hospital  Drive. 
New  Boston,  Texas  75570. 


THE  UNIVERSITY  OF  TEXAS  HEALTH  SCIENCE  CENTER  at 
Houston  announces  recruitment  has  been  initiated  for  the  position  of 
medical  school  dean.  Candidates  must  have  previous  medical  school  ad- 
ministrative experience.  Inquiries  should  be  submitted  to  Louis  A.  Fail- 
lace,  M.D.,  Chairman,  Search  Committee,  Department  of  Psychiatry. 
The  University  of  Texas  Medical  School  at  Houston,  P.O.  Box  20708, 
Houston,  Texas  77025.  Equal  opportunity/affirmative  action  employer. 


INTERNIST  OR  CARDIOLOGIST  TO  PRACTICE  preventive  medicine 
in  comprehensive  medical  care  program  at  the  Aerobics  Center  in  Dallas, 
Texas.  Please  reply  to  Ad-595,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Situations  Wanted 


34-YEAR-OLD  BOARD  CERTIFIED  GENERAL  AND  PERIPHERAL 
VASCULAR  SURGEON  wishes  to  locate  in  the  state  of  Texas.  Will 
consider  all  offers.  References  available  on  request.  Salary  negotiable. 
Please  reply  to  M.  B.  Ulvi,  M.D.,  11203  Fairhill  Road,  Cleveland,  Ohio 
44104, 

JUST  OBTAINING  LICENSE  IN  TEXAS:  looking  for  general  prac- 
tice, internal  medicine,  immunology,  allergy.  Hungarian  specialist  of 
internal  medicine  degree,  immunological  research,  naturalized.  Already 
possess  temporary  license  and  will  consider  immediate  emergency  phy- 
sician position.  Please  contact  Louis  L.  Csizmas,  M.D..  219-522-3922. 

PATHOLOGISTS — 36,  male,  board  certified  in  anatomic  and  clinical 
pathology  with  Ph.D.  in  pathology.  University  trained,  excellent  creden- 
tials. experienced  in  all  areas.  Currently  laboratory  director  of  a 200- 
bed  hospital.  Seeking  position  as  Director  of  Laboratory  or  full  part- 
nership. All  locations,  prefer  coastal  area.  Please  reply  Ad-590,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

SEEKING  LOCATION:  36  year  old  board  certified  general  surgeon 
with  extensive  experience  in  vascular  and  thoracic  surgery,  as  well  as 
bronchoscopy  and  esophagoscopy.  Primary  interest  in  group  practice. 
Available  almost  immediately.  Please  reply  to  Ad-692,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ANESTHESIOLOGIST:  49,  board  certified  with  Texas  license.  Desir- 
ing a Gulf  location.  Will  be  available  in  the  summer  of  1976.  Please 
reply  to  Ad-593,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

POSITION  WANTED:  Experienced,  39  year  old  would  like  salaried 
position  with  regular  hours.  Industry,  insurance,  student  health.  All 
offers  considered.  Please  write  Ad-594.  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 

Dallas,  Texas  76218. 

~MUST  SUBLEASE  — Medical  or  dental  office,  1,100  sq.  ft.,  $450 
monthly.  Carpeting,  drapes,  utilities  and  cleaning  included.  Original 
lease  expires  August  1976.  Contact  Dr.  Robert  Birchall,  1415  Third 
Street.  Suite  602,  Corpus  Christi,  Texas  78404.  512-882-9278  or  412- 

882-8226^ 

SAN  ANTONIO— NORTHSIDE  LOCATION.  560  sq.  ft.  in  family 
practice  complex.  Ideal  location  for  internist,  dermatologist  or  doctor 
with  small  practice.  Contact  Building  Manager,  110  El  Prado  Drive 

West,  San  Antonio,  Texas  78212.  

FOR  sale” modern  3-MAN  clinic.  Central  Texas,  with  x-ray  and 
lab  facilities  necessary  for  family  practice.  Adjacent  to  accredited 
hospital.  For  sale  by  owners  who  desire  retirement.  Please  reply  to 
Ad-589,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

FAMPLY  PllACTICE:  10  room  modern  clinic;  modern  equipment: 
obstetrical  unit.  Room  for  two  doctors.  Northeast  Texas,  population 
5000.  8n-be<l  nursing  home.  Good  hospital  15  minutes  from  office. 
(Financing  available)  Contact  G.  W.  Palmore,  Palmore  Drug.  108  N. 
Runnells,  DeKalb,  Texas  75559:  telephone  1-214-667-5111. 

FOR  SALE:  BURNET  COUNTY  RANCH.  300  acres  flat  land,  good 
well,  plenty  deer.  Also  .513  acre  with  three  bedroom,  two  tile  bath, 
house  with  large  front  porch  (1464  sq.  feet  of  floor  space).  On  all 
weather  road  soon  to  be  paved,  40  miles  west  of  Austin.  Call:  G.  M. 
Crawford  after  5 p.m.  512-836-1795. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  of  fere  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78706.  Phone  512-472-9261. 
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Opportunities  for 
Medicai 
Doctors 


m 


in  Texas  State 
Department  of 
Public  Welfare 


We  are  seeking  physicians  for  quality  assessment 
and  consultation  work  in  Texas  nursing  homes. 
These  positions  are  in  Austin  and  other  major 
Texas  cities. 

Minimum  qualifications: 

One  year  of  internship  or  recognized  equivalent 
Licensed  to  practice  medicine  in  Texas 
Member  of  TMA  or  AMA 

Please  contact: 

John  H.  Heir,  Personnel  Director 
Department  of  Public  Welfare 
John  H.  Reagan  Bldg. 

Austin,  Texas  78701 
Telephone  (512)  475-6485 

We  are  an  EEO  Employer. 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 


A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 
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Breast 

self- lamination 

KEY  ROLE 
OF  THE  PHYSICIAN 


item; 

Breast  cancer  is  a major  concern  of  American  women, 
according  to  a recent  Gallup  study  conducted  for  the  Ameri- 
can Cancer  Society. 

item: 

Although  aware  that  early  discovery  improves  the  chances  of 
cure,  and  that  BSE  can  lead  to  early  discovery,  fewer  than 

1 in  5 women  practice  BSE,  and  only  half  have  an  annual 
breast  examination  by  a physician. 

item: 

Only  35%  of  all  women  polled  reported  that  a physician  had 
ever  raised  the  subject  of  breast  self-examination,  and  only 
24%  had  received  instruction  from  the  physician  on  how  to 
do  it.  Even  among  women  who  regularly  see  a gynecologist, 
only  34%  had  been  instructed  on  BSE. 

item: 

But,  among  women  who  received  personal  instruction  from 
their  physicians,  the  overwhelming  majority  (92%)  practiced 
BSE  during  the  preceding  year. 

The  Gallup  study  revealed  that,  far 
more  important  than  increasing 
awareness  of  breast  self-examina- 
tion, is  the  problem  of  inducing 
women  to  practice  it  regularly.  The 
physician  plays  a key  role  in  this— 
by  teaching  women  the  correct 
technique,  and  instilling  in  them  the 
confidence  that  will  assure  their 
continued  practice  of  BSE. 

The  American  Cancer  Society  gives 


major  emphasis  to  breast  cancer 
through  research  and  a vast  array 
of  public  educational  materials,  de- 
signed to  give  women  life-saving 
information  about  the  disease.  Our 
latest  approach  is  via  a pioneering 
television  film  starring  Jennifer 
O’Neill,  “Breast  Cancer:  Where  We 
Are.’’  Where  we  will  be  in  a few 
years  will  certainly  hinge  on  our 
joint  efforts. 


American  Cancer  Society^  ? 
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Editorials 


CENTRALIZATION  OF  SERVICES 
AND  PROTECTION  OF  PHYSICIANS 

Many  complex  factors  contribute  to  the  rapid 
changes  in  the  practice  of  medicine,  and  the 
common  denominator  of  all  the  changes  is  eco- 
nomics. Diagnostic  and  therapeutic  procedures 
require  more  and  more  complicated  and  expen- 
sive equipment,  which  private  physicians  can  no 
longer  afford.  Because  the  drugs  now  used  are 
more  potent  and  require  closer  monitoring  of 
patients,  and  because  malpractice  suits  are 
more  numerous,  physicians  send  more  and  more 
patients  to  hospitals. 

Today's  hospital-oriented  medical  practice 
has  dangerously  increased  hospital  control  over 
physicians’  professional  and  personal  lives. 
Physicians’  very  survival  depends  upon  the  hos- 
pitals. If  a hospital  decides  to  dismiss  the  prac- 
titioner of  a highly  mechanized  specialty — for 
example,  cardiovascular  or  ophthalmic  surgery 
— from  the  staff,  the  physician  might  as  well 
close  his  office  and  move  to  another  community. 

As  medical  and  surgical  equipment  becomes 
more  sophisticated  and  costly,  the  people  who 
support  hospitals  become  exceedingly  cost  con- 
scious and  demand  centralization  of  services 
that  require  expensive  equipment.  Proposals  to 
merge  several  hospitals  in  a community  and  to 
assign  certain  specialties  to  certain  hospitals 
seem  reasonable  and  should  stimulate  further 
discussion. 

In  smallerand  medium  sized  communities,  it 
might  be  proper  and  practical  to  establish,  for 
example,  an  independent centerfor  radiology. 
This  specialty  requires  expensive  and  elaborate 
diagnostic  and  therapeutic  equipment  that 
should  be  stored  in  specially  constructed  build- 
ings and  only  used  by  highly  trained  personnel. 
The  skill  and  financial  power  of  a community 
could  be  pooled  to  establish  a coronary  care 
unit  in  an  assigned  hospital.  The  presently  de- 
clining birth  rate  suggests  that  one  obstetrical 
and  neonatal  unit  would  serve  a community  of 
reasonable  size. 

All  plans  must  considerthe  problem  from 
several  angles: 

1.  At  present,  mandatory  work  on  hospital 
committees,  transportation,  and  parking  prob- 
lems severely  restrict  a physician’s  time  and 


force  him  to  limit  his  practice  to  one  or  two  hos- 
pitals. If  the  patient  does  not  like  the  hospital  in 
which  his  doctor  practices,  he  can  change  doc- 
tors. When  a specialty  can  be  practiced  in  only 
one  hospital,  the  patient  has  no  free  choice. 

2.  The  physician  has  no  choice  if  only  one 
hospital  has  the  equipment  essential  to  the 
practice  of  his  specialty. 

3.  The  specialist,  against  his  wishes,  be- 
comes a slave  of  the  hospital.  Because  he  is  un- 
able to  operate  without  the  equipment  available 
in  only  one  institution,  his  very  survival  depends 
on  the  good  will  of  the  hospital  administration 
and  a few  powerful  medical  politicians.  He  is  no 
longer  free  to  assail  incompetence  and  fight  for 
the  welfare  of  his  patients. 

4.  The  elimination  of  honest  and  sensible 
competition  always  leads  to  a decline  in  the 
quality  of  services.  Lack  of  competition  fosters 
laxity.  Unless  he  is  independently  wealthy  and 
willing  to  fight  costly  and  time-consuming  legal 
battles,  a physician  cannot  effectively  stand  up 
for  the  best  interests  of  his  patients. 

Clearly,  effective  rules  effectively  enforced 
must  guarantee  all  qualified  personnel  free,  per- 
manent, and  easy  access  to  the  facilities  essen- 
tial to  their  work.  If  a hospital  has  the  sole  right 
to  certain  equipment  in  a given  area,  “closed 
staff’’  arrangements,  whether  openly  stated  or 
overtly  enforced,  must  be  prohibited  by  law. 

If  a community  desires  centralization  of  cer- 
tain services,  special  bylaws  and  regulations 
should  place  the  service  underthe  supervision 
of  the  community.  Professional  competence 
should  be  the  prerequisite  for  eligibility.  Per- 
sonal dislike,  personality  incompatibility,  lack 
of  enthusiasm  for  bureaucratic  activities,  and 
intramural  disagreement  should  never  be  con- 
sidered in  granting  staff  privileges  to  “hospital 
bound’’  specialists. 

The  bylaws  and  constitutions  of  many  institu- 
tions must  be  adapted  to  new  situations.  The 
American  Medical  Association  and  the  state  med- 
ical societies  have  legal  staffs,  prestige,  and  pow- 
erto  provide  the  leadership  and  protection. 

Even  now,  duplication  of  services  seems  to  be 
the  best  and  most  economical  way  to  protect 
physicians  and  give  patients  quality  care. 

John  J.  Alpar,  MD,  Amarillo. 
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Predominant 
• psychoneurotic 
anxiety 


Associated 
• depressive 
symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convuisive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequenc 
and/ or  severity  of  grand  mal  seizures  ma 
require  increased  dosage  of  standard  ant 
convulsant  medication;  abrupt  withdrawc 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mu; 
cle  cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuais  under  careful 


irespond  to 


one 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


\hlium' 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


According  to  her  major 
mptoms,  she  is  a psychoneu- 
itic  patient  with  severe 
ixiety.  But  according  to  the 
ascription  she  gives  of  her 
clings,  part  of  the  problem 
ay  sound  like  depression, 
his  is  because  her  problem, 
though  primarily  one  of  ex- 
:ssive  anxiety,  is  often  accom- 
mied  by  depressive  symptom- 
ology.  Valium  (diazepam) 

|\n  provide  relief  for  both— as 
le  excessive  anxiety  is  re- 
eved, the  depressive  symp- 
Jims  associated  with  it  are  also 
ften  relieved. 

I There  are  other  advan- 
iges  in  using  Valium  for  the 
; lanagement  of  psychoneu- 
, )tic  anxiety  with  secondary 
lepressive  symptoms;  the 
sychotherapeutic  effect  of 
alium  is  pronounced  and 
ipid.  This  means  that  im- 
rovement  is  usually  apparent 


Jurveillance  because  of  their  predisposi- 
j on  to  habituation  and  dependence.  In 
regnancy,  lactation  or  women  of  child- 
, earing  age,  weigh  potential  benefit 
' gainst  possible  hazard. 

'recautions:  If  combined  with  other  psy- 
, hotropics  or  anticonvulsants,  consider 
arefully  pharmacology  of  agents  em- 
iloyed;  drugs  such  as  phenothiazines, 
i-arcotics,  barbiturates,  MAO  inhibitors 
e nd  other  antidepressants  may  potentiate 
s:s  action.  Usual  precautions  indicated  in 
piatients  severely  depressed,  or  with  latent 
I lepression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported: 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


When  Can  Patients  Drive  Again? 

Dear  Ms.  Baker: 

Apropos  of  Dr.  Otto  Lippman’s  editorial,  “New 
Texas  Physicians  Guide  for  Determining  Driver 
Limitation”  {Texas  Medicine,  Su\)j  1975),  we  phy- 
sicians also  face  the  real  problem  of  advising  pa- 
tients, whose  conditions  are  improved,  whether 
or  not  they  should  resume  driving. 

Over  the  years,  I have  treated  many  patients  with 
brain  tumors,  both  primary  and  metastatic.  For 
those  who  achieve  some  level  of  function  ap- 
proaching normal,  a recurring  question  is:  “Now, 
when  can  I begin  to  drive  my  car?” 

The  implications  are  obvious  in  terms  of  benefit 
to  the  patient:  independence,  return  to  employ- 
able status,  and  greater  mobility.  Similarly,  I have 
tried  to  place  myself  in  the  position  of  a motorist 
or  pedestrian  who  might  be  injured  by  my  pa- 
tients as  I advise  them  whether  they  should  drive 
or  not. 

To  date,  I am  not  aware  of  any  of  my  patients  be- 
ing involved  in  an  accident,  but  the  answer  to 
their  question  is  always  difficult.  Where  pilots  of 
airplanes  are  concerned,  we  have  appropriate 
guidelines  and  tests  to  determine  their  ability  to 
return  to  flying  status.  I believe  similar  guidelines 
are  needed  for  automobile  drivers.  I often  think 
of  one  of  my  patients,  a Texas  Ranger,  who  elect- 
ed to  take  the  driving  test  given  Texas  highway 
patrolmen  before  he  resumed  driving  his  car. 

This  man,  aware  of  the  risks  inherent  in  operating 
a motor  vehicle,  felt  he  owed  that  extra  margin 
of  certainty  to  himself  and  to  his  fellow  man. 

Any  advice  that  the  Texas  Medical  Advisory  Board 
for  Driver  Licensing  can  offer  me  to  pass  on  to 
my  patients  will  be  sincerely  appreciated. 

Dale  E.  Fuller,  MD,  Dallas. 

The  Last  Smallpox  Epidemic 

Dear  Ms.  Baker: 

The  last  epidemic  of  smallpox  occurred  in  Alpine, 
Texas  in  1941.  The  school  system  had  not  re- 
quired smallpox  vaccination  for  the  preceding 
decades,  and  a reservoir  of  susceptibles  had 
emerged.  None  of  the  17  cases  had  ever  been 
vaccinated.  Two  of  the  cases  were  severe  with 
horrible  pitting  of  the  face,  but  in  neither  of  these 
did  keratitis  or  blindness  develop.  The  other 
cases  were  quite  mild. 


I had  never  seen  a case  of  smallpox,  but  my  older 
colleague.  Dr.  Joel  Wright,  had,  and  he  instructed 
me  in  distinguishing  the  disease  from  chicken- 
pox,  in  which  lesions  are  relatively  soft  and  the 
vesicles  are  multiloculated  and  do  not  occur  on 
the  palms  or  soles.  In  chickenpox,  the  individual 
lesions  are  of  various  ages,  some  early  vesicular 
and  others  pustular.  In  smallpox,  the  lesions  are 
hard  and  shot-like,  occurring  often  on  the  palms 
or  soles.  The  great  danger  is  keratitis  and  result- 
ing blindness,  and  perhaps  also  encephalitis.  The 
lesions  are  all  of  one  generation.  We  isolated  the 
patients  in  their  homes. 

We  set  about  vaccinating  everybody  in  the  com- 
munity. This  involved  some  interesting  sociologi- 
cal phenomena  which  can  be  related  at  this  date. 
The  two  older  physicians  decided  “we”  would 
first  vaccinate  at  $2  per  head  all  those  persons 
who  could  pay.  I said  that  I would  vaccinate  on  a 
“first  come”  basis  without  reference  to  ability  to 
pay.  This  resulted  in  some  heated  arguments 
among  colleagues. 

I had  trouble  getting  smallpox  vaccine.  Finally,  I 
got  a batch  and  vaccinated  all  who  came — about 
2,000  persons.  I vaccinated  five  patients  on  each 
glass  tube  of  vaccine,  using  separate  needles. 

We  got  uniformly  good  “takes”  and  had  no  dif- 
ficulty. We  did  not  vaccinate  any  patients  with 
eczema. 

Epidemiologists  who  are  fascinated  by  computers 
are,  in  my  opinion,  making  a serious  mistake  in 
discontinuing  routine  smallpox  vaccination.  They 
are  making  the  typical  mistake  of  computers 
termed  GIGO  (garbage  in-garbage  out)  when  they 
report  that  the  hazards  of  vaccination  exceed  the 
probable  hazards  of  the  disease.  If  they  would 
exclude  from  vaccination  (1)  all  patients  under 
1 year  of  age,  and  (2)  all  patients  with  eczema  or 
other  skin  eruptions,  then  the  results  would  lean 
decidedly  in  the  other  direction.  There  is  yet 
smallpox  in  the  world,  and  travel  is  intense,  and 
in  time  we  will  build  up  a susceptible  reservoir. 
The  experience  of  the  military  dealing  largely  with 
adults  is  a point  of  reference. 

The  skin  should  be  cleansed  with  acetone,  not 
alcohol,  in  smallpox  vaccination.  Once  I spilled 
some  acetone  on  a lady's  acetate  blouse  and  was 
privileged  to  buy  her  a new  one! 

W.  E.  Lockhart,  Jr.,  MD,  Alpine. 

Editor’s  note:  Dr.  Lockhart’s  letter  was  referred 
to  Dr.  M.  S.  Dickerson,  Chief  of  the  Bureau  of 
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Communicable  Diseases  Services,  Texas  State 
Department  of  Health  Resources.  He  has  provid- 
ed additional  historical  data  on  smallpox  in  Texas 
and  the  United  States. 

Dear  Ms.  Baker: 

Dr.  W.  E.  Lockhart  has  given  a very  interesting 
account  of  his  experience  with  an  outbreak  of 
smallpox  in  Alpine,  Texas. 

There  are  two  small  points  in  Dr.  Lockhart’s  let- 
ter I believe  should  be  clarified.  The  State  Health 
Department  morbidity  records  do  not  show  that 
smallpox  occurred  in  Alpine,  Brewster  County, 
Texas  in  1941.  However,  in  1940  Brewster  Coun- 
ty reported  6 cases  of  smallpox  in  March,  6 cases 
in  April,  and  2 cases  in  May — a total  of  14  cases. 

I wonder  if  Dr.  Lockhart  may  have  meant  1940 
instead  of  1941. 

The  title  of  Dr.  Lockhart's  letter  is  “The  Last 
Smallpox  Epidemic.”  Epidemic  smallpox  by  no 
means  had  disappeared  after  the  outbreak  in  Al- 
pine in  1940.  In  1942  there  were  136  cases  re- 
ported in  Texas  with  major  outbreaks  in  Caldwell 
and  Ward  Counties.  In  1943  there  were  86  cases 
with  one  major  outbreak  in  Fayette  County.  In 
1947  there  were  15  cases,  13  of  which  were  in 
Dimmit  County.  In  1949,  7 cases  were  confirmed 
in  Hidalgo  County.  No  smallpox  has  been  con- 
firmed in  Texas  during  1950-1975. 

In  1940  there  were  2,795  cases  reported  in  the 
US  morbidity;  in  1941  there  were  1,396.  Small- 
pox continued  to  strike  the  unvaccinated  in  the 
US  until  1949,  when  49  cases  were  reported.  Ac- 
cording to  a statement  released  by  the  Center  for 
Disease  Control  in  Atlanta,  on  July  29,  1975, 

“. . . the  last  confirmed  cases  of  smallpox  in  the 
United  States  occurred  in  the  Rio  Grande  Valley 
(Hidalgo  County)  in  1949.” 

In  Texas,  beginning  in  1950,  all  reported  cases 
of  smallpox  were  investigated  and  subjected  to 
laboratory  testing.  Since  then,  no  laboratory  con- 
firmed cases  of  smallpox  have  been  established 
in  Texas. 

M.  S.  Dickerson,  MD,  Austin. 

Appreciation 

Dear  Ms.  Baker: 

I just  want  to  say  thank  you  to  the  physicians, 
particularly  in  Central  Texas,  for  all  the  assis- 
tance they  give  the  community  in  addition  to  ex- 


pert medical  care.  We  have  many  donors  come 
into  the  Blood  Bank  and  tell  us  that  their  doctor 
encouraged  them  to  become  blood  donors,  or  to 
replace  blood  that  some  friend  or  member  of 
theirfamily  used.  In  so  doing,  the  physician  is 
not  only  helping  that  individual  but  also  the  com- 
munity as  a whole  by  making  blood  available.  As 
one  who  is  directly  involved  in  meeting  the  com- 
mitment to  supply  the  blood  needs  of  a number 
of  hospitals,  I appreciate  all  that  the  physicians 
do. 

Edwin  F.  Smith,  Austin,  Director,  Travis  County 
Medical  Society  Blood  Bank. 

Physician’s  Philately 

Dear  Ms.  Baker: 

Texas  Medicine,  July,  1975,  contains  an  article 
called  “They  Made  Us  Respectable,”  by  Howard 
R.  Dudgeon,  Jr.,  MD. 

I would  like  to  add  that  stamps  of  Drs.  Pare, 
Vesalius,  Crawford  W.  Long,  and  Joseph  Lister 
have  been  issued  to  honor  “the  relentless  ad- 
vance of  surgery.” 

In  the  last  two  years  I have  pursued  to  collect 
stamps,  subject  medical  interests.  It  is  a re- 
warding hobby  and  has  brought  friendship 
through  trading  and  meeting  other  medical  col- 
lectors. 

Furthermore,  it  brings  the  excitement  of  a “find” 
and  it  broadens  ones  interests  and  it  is  a lot  of 
fun. 

Kurt  Lekisch,  MD,  Austin. 

Editor’s  note:  A feature  article  on  Dr.  Lekisch 
and  his  stamp  collection  appears  in  this 
issue. 

Address  letters  to  Ms.  Marilyn  Baker,  Managing 
Editor,  Texas  Medicine,  1801  North  Lamar  Blvd, 
Austin,  Texas  78701. 
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Physician  fee  profile  updates: 

More  and  more  about  less  and  less 


I’ve  tried  to  evaluate  what  the  recent 
updates  and  changes  in  physician  fee 
profiles  under  Medicaid  and  Medicare 
will  mean  to  us  in  terms  of  reimburse- 
ment for  professional  seiwices,  and 
frankly  it  brings  to  mind  Tallulah 
Bankhead’s  remark,  “There  is  less  in 
this  than  meets  the  eye.” 

Direct  billing  still  is  our  best  bet.  It 
protects  both  patient  and  physician 
from  third-party  interference,  results 
in  fewer  misunderstandings,  demands 
less  time,  and  reduces  the  complexities 
involved  in  the  taking  of  assignments. 

As  for  the  particulars  of  the  fee 
profile  updates,  the  arithmetic  is  too 
perplexing  to  untangle  here,  but  the 
economic  index  figures  prominently. 
Medicare  fee  profiles  have  been  up- 
dated by  17.9%  over  1971  charges. 

Blue  Cross-Blue  Shield  estimates  that 
about  9.5%  of  the  charges  of  physi- 
cians actually  will  be  cut  back  under 
the  new  schedule ; in  fact,  there  is  a 
mathematical  proj ection  that  under 
the  new  “updated”  Medicare  profile, 
the  government  will  be  reimbursing 
physicians  on  the  average  of  only 
98.2%  of  the  old  Medicare  profile. 
Thus,  while  the  government  is  “up- 
dating” fee  profiles,  the  aggregate 
reimbursement  to  physicians  is  ex- 
pected to  be  less. 

With  Medicaid  things  are  a little 
better  insofar  as  real  increases  are 
concerned.  The  physician  reasonable 
charge  profile  has  been  changed  from 
the  1970  profiles  rate  to  95%  of  the 
Medicare  profiles  based  upon  1974 
charge  data.  The  State  Board  of  Pub- 
lic Welfare  deseiwes  commendation  for 
its  action  of  good  faith.  Blue  Cross- 
Blue  Shield  also  was  extremely  helpful 
in  bringing  about  this  increase  in  re- 
imbursement for  physicians  for  Medi- 
caid patients. 

Nevertheless,  the  overall  Medicaid 
reimbursement  will  be  up  only  about 
3%  over  the  previous  level,  and  offi- 
cials point  out  that  in  order  to  pay  for 
this  increase,  some  savings  will  have 
to  be  effected  within  the  Medicaid 
program.  Careful  utilization  review, 
reducing  the  number  of  days  that  the 
state  will  pay  for  hospitalization,  and 
discontinuing  some  of  the  services, 
such  as  medical  screening  for  children 
eligible  for  Medicaid,  may  be 
necessary. 

All  this  does  not  mean  that  physi- 
cians will,  in  every  case,  receive  the 
same  reimbursement  for  the  same 


seiwice,  despite  the  fact  that  the  Blues 
send  the  checks.  The  Blues  are  finan- 
cially involved  in  a number  of  differ- 
ent types  of  health  insurance  pro- 
grams, and  Medicare  and  Medicaid  are 
only  two  of  them — completely  sepa- 
rate from  each  other  and  from  such 
programs  as  the  federal  employees 
program  and  the  State  of  Texas  em- 
ployees program,  to  name  a couple. 

For  that  reason,  seemingly  identical 
situations  may  evoke  different  re- 
sponses from  the  company,  depending 
on  which  of  the  programs  is  footing 
the  bill. 

In  1974,  the  Texas  Medical  Associa- 
tion’s House  of  Delegates  urged  all 
physicians  to  bill  Medicare  patients 
directly.  Among  other  reasons,  there 
was  concern  that  physicians  who  take 
assignments  may  be  liable  for  non- 
covered  services. 

Fee  for  service  and  direct  billing  are 
principles  that  the  TMA  has  long  sup- 
ported as  important  adj  uncts  to  the 
private  practice  of  medicine.  Today, 
they  still  anchor  our  deteiTnination  to 
seiwe  our  patients  without  interfer- 
ence from  third  parties,  and  our  right 
to  establish  reasonable  fees  for  our 
services. 


Nym  L.  Barker,  MD,  President, 
Texas  Medical  Association. 
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Matropinal™  Forte  Inserts 

Selective  control  of  G.l.  Spasm 
Fast  acting  sedation 

Abuse  resistant  formula  and  dosage  form 
No  written  Rx  required 
Low  patient  cost 


In  those  situations  where  nervous  ten- 
sion is  manifested  as  G.l.  hypermotility 
and  spasm,  Matropinal  Forte  In- 
serts may  be  useful  to  control  the 
spasm  while  providing  much- 
needed  rest  for  the  patient. 
And  because  Matropinal 
Forte  Inserts  is  a suppository, 
there  is  less  abuse  potential 
— less  danger  of  it  being 
used  as  a crutch.  Matro- 
pinal Forte  IS  also  available 
in  tablet  form  for  use  when  the 
physician's  knowledge  of  the 
patient  obviates  the  need  for  an 
abuse-resistant  dosage  form. 

Brief  summary: 

Composition:  Each  Forte  Insert  — Homatropine 
Methylbromide  10  mg,,  Pynlamine  Maleate  8 mg.. 
Pentobarbital  90  mg  ; Each  Forte  Tablet  — Homa- 
tropine Methylbromide  10  mg  , Methapyrilene  Fuma- 
rate  12.5  mg.,  Pentobarbital  90  mg.  (Warning:  May  be 
habit  forming  ) indications:  Matropinal  dosage  forms 
are  indicated  for  their  anticholinergic  and  sedative 
actions  in  nausea  and  vomiting,  smooth  muscle  spasm 
including  pylorospasm,  gastroenteritis,  irritable  colon  and 
diarrhea:  in  selected  cases  of  duodenal  and  peptic  ulcer. 
Contraindications:  Sensitivity  to  individual  ingredients: 
porphyria  or  familial  tendency:  severe  hepatitis  or  renal  dis- 
ease Precautions:  Use  cautiously  in  patients  with  liver  disease. 
Use  only  under  direct  physician  supervision  in  the  presence  of 
narrow  angle  glaucoma  and  prostatic  hypertrophy.  Adverse 
Reactions:  In  susceptible  individuals,  dry  mouth,  blurred  vision  or 
drowsiness.  Observe  caution  in  operating  machinery.  Dosage: 
One  or  two  Forte  Inserts  rectally  or  one  or  two  Forte  Tablets  every 
4 to  6 hours,  depending  on  the  degree  of  sedation  required. 
Individualize  dosage. 

, , CAUTION:  Federal  law  prohibits  dispensing 

without  prescription.  Write  for  liferature  and 
^ samples.  See  your  PDR  for  full  prescribing 

T^‘'  information  on  all  Matropinal  dosageforms. 
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u j strengths  to  meet  most  therapeutic  needs 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  foilows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-actIng 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 


alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
hqve  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended. if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  In  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  {e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fasi 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu-. 
locytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q./.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  1 0 mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  1 0 mg  and  25  mg— bottles  of  1 00  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 

\ Roche  Laboratories 

\ ROCHE  ✓ Division  of  Hoffmann-La  Roche  Inc. 

/ Nutley,  New  Jersey  07110 


UBRIUM 


@ 


chlordiazepoxide  HCI/Roche 
5 mg,  10  mg,  25  mg  capsules 


Please  see  following  page. 


LIBRIUM 

(chlordiazepoxide  HCI) 

FOR  ALLTHE  RIGHT 
REASONS. 


Yesterday’s  decision  to  use  Librium  for  a clinically  anxious 
patient  was  based  on  several  good  reasons.  Safety.  Effectiveness. 
Versatility.  And  the  reasons  you  chose  it  yesterday  are  as  valid  today. 

Librium  has  accumulated  an  unsurpassed  clinical  record.  A 
record  validated  in  several  thousand  papers  published  both  here 
and  abroad. 

Librium,  when  used  in  proper  dosage,  rarely  interferes  with  a 
patients  mental  acuity  or  ability  to  perform.  However,  as  with  all  CNS- 
acting  agents,  good  medical  practice  suggests  that  patients  be  cautioned 
against  hazardous  activities  requiring  complete  mental  alertness. 

Librium  has  an  established  safety  record  and  a documented 
benefit-'to-risk  ratio.  And  Librium  is  used  concomitantly  with  such  drugs 
as  cardiac  glycosides,  diuretics,  anticholinergics  and  antacids. 

So  when  you  consider  antianxiety  therapy,  consider  Librium. 

It’s  a good  choice.  For  today.  And  tomorrow. 


PROVEN  ADJUNCT  FOR  CLINICAL  ANXIETY 

LIBRIUM 

chlordiazepoxide  HCI/Roche 

Please  see  preceding  page  for  summary  of  product  information. 
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The  adolescent,  already 
wrestling  with  questions  of 
identity  and  self  esteem, 
may  have  a hard  time  han- 
dling the  news  that  he  has  a 
disease  which  will  require 
treatment  all  his  life.  The 
article  beginning  on  page 
56  explores  the  impact  of 
diabetes  on  adolescents. 
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Scientific  articles  will  deal 
with  intraocular  opacities, 
management  of  glaucoma, 
treatment  of  retinoblas- 
toma, removal  of  foreign 
bodies,  nonpenetrating 
chest  trauma,  and  biofeed- 
back. Also,  there  will  be  a 
feature  article  about  a 
physician  who  has  learned 
the  woodcarver’s  art. 
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F'or  more  than  thirty  years 
P RE  MAR  IN  (Conjugated  Estrogens 
Tablets,  U.S.R)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 
Eor  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  elhcacy  and  acceptance. 

PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specihcations  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 
PREMARIN  . . . naturally. 


BRIEF  SUMMARY 

(For  full  prescribiri^  information,  see  package 
circular.) 

PREMARIN® 

(Conjugaced  Estrogens  Tablets,  U.S.P.) 


Indications:  Based  on  a review  of 
PREMARIN  lablets  by  the  National  Acad- 
emy of  Sciences  National  Research  Council 
and/or  other  information,  EDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (I)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Mvpercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases.  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  I his  oc- 
curred with  the  use  of  dielhylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  sfiort  acting  estrogens, 
the  following  precautions  shoukl  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  I week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pic  existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

I he  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  arc  submitted. 

Because  of  their  cficcts  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  I his  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

I he  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (Sec  DOS.AGE 
AND  ADMIMSTR.VriON) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphvria  becoming  manifest 
Dosage  and  .Administration:  PREM.ARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
@ selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1 .2b  mg.  daily,  cycli- 
cally. .Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclie  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cyeles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom  free. 

Fostmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degetierativc 
changes  (e.g.  osteoporosis,  atrophic  vagitiitis, 
kraurosis  vtdvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  .Adjust  dosage  to  lowest  effective  level. 

Osteofmrosis  (to  retard  progression)— usual 
dosage  I 25  mg.  dailv  atid  cyclically. 

Senile  Vaginitis.  Kraurosis  Vulvae  with  or 
without  Pruritus— 1).3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  .Administer  cyclically. 

How  Supplied:  I’KEM.ARIN  (Conjugated  Estro- 
gens Tablets,  U.S.B) 

No.  81)5— E.acli  purfde  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  8()()— Each  yellow  tablet  cotuains  1.25  mg., 
in  bottles  of  100  and  1,000.  .Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 .000. 

No.  868— F.ach  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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Delegates  assess  developments;  seek  malpractice  solution 

The  Texas  Medical  Association’s  House  of  Delegates  has  approved 
nine  specific  recommendations  relating  to  TMA’s  priority  efforts 
toward  the  resolution  of  the  professional  liability  insurance  crisis.  The 
medical  governing  body  gathered  in  Austin  Oct  5 to  assess  develop- 
ments in  regard  to  the  situation  in  Texas. 

Highlightingthe special  called  session  wastheappearanceof  William 
F.  Moss,  president  of  the  Texas  Association  of  Defense  Counsel  who 
pledged  hisgroup’s  support  in  seekinga  solution  to  the  malpractice 
problem. 

New  actions 

The  delegates  were  unanimous  in  their  support  for  proposals  present- 
ed by  TM A officers,  boards,  committees,  and  councils.  They  approved 
a program  of  action  for  easing  or  resolving  the  professional  liability 
insurance  crisis,  requested  its  update  as  indicated,  and  called  for  its 
full  implementation.  The  program  had  been  endorsed  earlier  by  the 
Executive  Board. 

The  plan  includes  six  phases;  1)  legislative  approaches,  2)  public  and 
professional  understanding  and  support,  3)  cooperation  and  liaison 
withtheTexas  Medical  Professional  Liability  Study  Commission,  the 
Texas  Hospital  Association,  the  Texas  Csteopathic  Medical  Associa- 
tion, the  insurance  industry,  and  other  organizations,  4)  compilation 
of  facts  and  information,  5)  exploration  of  group  insurance  ap- 
proaches, and 6)  reviewof  disciplinary  problemsand 
procedures. 

Five  recommendations  resulted  from  the  participation  of  TMA  re- 
presentatives in  the  American  Medical  Association-American  Hospital 
Association  Invitational  Conference  on  Professional  Liability.  The 
delegates  approved  actions  recommending:  l)thatTMA  embark 
upon  an  indepth  study  of  the  formation  of  a captive  insurance  com- 
pany or  other  possible  mechanisms;  2)  that  TMA  and  the  Texas  Hos- 
pital Association  join  together  in  an  organized  legislative  effort;  3) 
that  voluntary  contractual  arbitration  be  explored;  4)  that  TMA  con- 
sider establishment  of  a professional  liability  communications  hot- 
line with  the  membership;  and  5)  that  TMA  encourage  the  AMA  and 
the  AHA  to  conduct  similar  conferences  in  the  future  on  professional 

( Continued  p 12) 
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Conference  speakers  focus  on  professional  liability 

“What  is  now  a crisis  is  going  to  be  a catastrophe  in  the  next  few 
months.”  That  is  what  Dr.  John  J.  Coury  foresees  for  the  professional 
liability  insurance  situation  in  America  unless  those  involved — the 
medical  profession,  the  legal  profession,  the  judicial  system,  and  the 
public — return  to  “basic  responsibilities.” 
Hewasspeakingtotheopeningsession  of  theTexas  Medical  Asso- 
ciation’s 1975fall  conference  Oct  4 in  Austin.  Oneof  two  physician 
members  ofthe  National  Commission  on  Malpractice  of  the  American 
Bar  Association,  the  Michigan  physician  blamed  thecrisis  on  nu- 
merousfactors  includingconsumerism,  the  popularization  of  filing 
malpractice  suits,  the  unrealistic  television  image  of  doctors,  the  loss 
of  responsible  citizenry,  unreasonable  contingent  fees,  poor  patient 
rapport,  and  negligent  doctors. 

He  said  the  problem  is  affecting  physician  distribution  across  the 
country.  Some  physiciansare  leavingtheir  practices.  Medical  institu- 
tions are  losing  instructors  because  of  their  high  risk  insurance  clas- 
sifications. Hospitalsare  passing  costs  on  tothe  patients,  addingto 
the  daily  rate  of  care. 

Dr.  Coury  expressed  gratification  that  450  state  bills  had  been  passed 
in  regard  to  medical  professional  liability.  These  new  laws,  which  in- 
clude one  or  more  acts  in  28  states,  are  directed  in  a majority  of  in- 
stances toward  the  availability  of  malpractice  insurance  and  changes 
in  the  legal  tort  system.  Dr.  Coury  emphasized,  however,  that  the 
medical  profession  should  not  mislead  itself  that  these  bills  represent 
the  solution  to  the  problem.  He  said  that  costs  of  professional  liability 
insurance  must  be  contained  and  dollars  redirected. 

In  urgingall  parties  involved  to  return  to  basic  responsibilities.  Dr. 
Coury  encouraged  physicians  to  educate  their  own  profession,  to 
continue  to  develop  legislative  contacts,  to  continue  talking  to  pa- 
tients, and  to  improve  patient  rapport.  He  noted  that  most  suits  arise 
from  poor  physician-patient  communication. 

He  expressed  the  desirability  of  tort  law  changes  wherever  applicable 
and  the  necessity  for  the  legal  and  judicial  systems  to  realize  that  no 
two  people  respond  identically  to  the  same  treatment. 

He  urged  the  group  to  prohibit  the  federal  government  from  control- 
ling professional  liability  programs.  “You  will  become  slaves  to  legis- 
lative bodies,”  he  warned. 

( Continued  p 8) 
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Dr.  Coury  upheld  that  a “small  group 
of  patients,  a small  group  of  doctors, 
and  a small  group  of  lawyers’’  are 
causingthe  problem.  In  closing  his 
keynote  remarks.  Dr.  Coury  advised, 
“Let’s  not  kill  both  professions.  Be 
critical  only  where  honestly  necessary 
and  justified.’’ 

A description  of  malpractice 

A second  morning  conference  speaker 
gave  the  physicians  background  data 
on  what  malpractice  is — and  what  it 
is  not.  Mark  Martin,  LLB,  a member 
of  the  Dallas  law  firm  Strasburger, 
Price,  Kelton,  Martin,  and  Unis,  fo- 
cused on  the  legal  area  which  causes 
most  current  suits,  negligence.  He 
emphasized  that  there  are  legal  re- 
quirements on  the  plaintiff  regarding 
various  elements  of  proof. 

The  first  reported  malpractice  case  in 
Texas,  accordingto  Martin,  occurred 
in  1858.  It  started  with  a doctor  suing 
for  his  fee.  The  physician  had  treated 
ten  slaves  for  a fee  of  $187.57.  The 
slaves  died  despite  treatment,  and 
the  slave  owner  sued  for  the  value  of 
the  slaves.  Martin  said  that  the  Su- 
preme Court  of  Texas  then  defined 
malpractice  in  a way  still  recognized 
today.  The  court  stated  that  a medical 
practitioner  never  assures  results. 
When  a physician  exercises  skill  with 
reasonable  diligence  and  best  judg- 
ment, he  is  not  held  responsible  for 
mistakes  of  judgment.  Martin  indicat- 
ed that  poor  results,  in  themselves, 
do  not  establish  malpractice.  Im- 
morality, poor  character,  and  poor 
results  may  contribute  to  malpractice, 
but  standing  alone  are  not  sufficient 
to  establish  the  case. 

Martin  discussed  four  elements  in  re- 
gard to  establishing  negligence  in 
malpractice  cases — duty,  breach  of 
duty,  causation,  and  damages.  He 
briefly  explained  these  elements.  He 
said  no  duty  exists  unless  the  doctor- 
patient  relationship  has  been  estab- 
lished. To  establish  breach  of  duty, 
one  must  prove  that  the  doctor, 
through  negligence,  actually  perform- 


ed or  failed  to  perform  an  act. 
Causation,  he  defined,  is  a finding 
that  the  negligent  act  caused  the  in- 
jury and  that  the  injury  was  foresee- 
able at  the  time  of  the  act.  Martin  said 
the  jury  is  asked  to  answer  specific 
questions  regarding  damages. 

Martin  commented  on  various  other 
legal  factors  affecting  professional 
liability  insurance  including  statutes 
of  limitations,  informed  consent, 
standards  of  care,  the  “captain  of  the 
ship’’  doctrine,  and  liability  for  em- 
ployee acts.  He  reiterated  the  need 
for  physician-patient  communications 
in  the  attempts  to  reduce  suit 
filings. 

State’s  role  in  solution 

The  state’s  role  in  finding  solutions  to 
professional  liability  insurance  prob- 
lems was  discussed  by  Lester  L. 

Rawls,  insurance commissionerfor 
Oregon. 

Rawls  stressed  that  the  situation  is 
not  a problem  in  which  the  federal 
government  should  become  involved. 
He  stated  that  the  National  Associa- 
tion of  Insurance  Commissioners  is 
in  the  process  of  gathering  a statisti- 
cal basis  upon  which  states  can  anal- 
yze what  can  be  done  to  affect  the 
availability  and  cost  of  professional 
liability  insurance. 

He  also  attempted  to  dispel  some 
myths  regarding  the  problem.  For  in- 
stance, he  said  that  some  doctors 
blame  the  situation  on  the  contingen- 
cy system  of  fees.  He  stated  this  is 
part  of  the  problem  but  should  not 
carry  the  burden.  Likewise,  he  said 
some  lawyers  purport  that  the  solu- 
tion to  the  problem  lies  in  riddingthe 
medical  profession  of  incompetent 
doctors.  Rawls  refuted  this  belief  with 
the  fact  that  the  doctors  being  sued 
are  most  often  those  who  are  consid- 
ered highly  competent. 

Developments  in  Texas 

Recent  developments  on  professional 
liability  in  Texas  were  presented  to 
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the  program  started  with  the  introduction 

of  the  Disability  Income  plan  on  November  1, 
1955.  Since  then,  continuous  efforts  have  been 
made  to  provide  insurance  protection  which 
would  meet  most  of  the  requirements  of  TMA 
members.  Over  15,000  policies  are  in  force 


The  purchase  of  insurance  is  an  individual  choice.  However,  be- 
fore you  make  your  choice,  permit  us  to  offer  a few  words  of  ad- 
vice. Give  close  attention  to  benefit  provisions.  Find  out  exactly 
such  things  as  . . . amounts  paid  for  specific  losses  . . . application 
of  deductibles  . . . termination  dates  . . . maximum  payments  . . . 
what  is  meant  by  “long  term”  benefits.  . . . 

The  TMA  Insurance  Brochure  is  lengthy  and  detailed  so  that  you 
will  have  sufficient  information  on  which  to  make  your  decision. 
Know  what  you  are  buying  and  then  buy  the  plan  most  suitable  to 
your  needs. 


For  Information  Contact: 

THE  TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 

1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 

Phone-512/476-6551 

Prudential 

Group  Insurance 
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TMA  physicians  participated  in  conference  discussions  concerning  key  medical  issues. 
Pictured  are  (l-r)  Dr.  Joseph  T.  Painter,  Dr.  Jerry  Marcontell,  Dr.  Joseph  T.  Ainsworth, 
and  Dr.  Milton  V.  Davis. 


Chairman  Joe  Christie  reviewed  activities 
of  the  State  Board  of  Insurance. 


Dr.  A.  Rex  Kirkley  and  Donald  M.  Anderson  provided 
expertise  in  the  area  of  government  health  programs. 


Dr.  Byron  P.  York,  Sr.,  of  Houston,  received  the  TMA  Distinguished  Service 
Award  from  Dr.  N.  L.  Barker,  TMA  president. 


This  interested  audience  participant  is  Page  W.  Keeton,  LLB. 
The  chairman  of  the  Texas  Medical  Professional  Liability  Study 
Commission  spoke  to  the  conferees  regarding  areas  of  study 
needed  to  solve  the  malpractice  problem. 


Conference  speakers  emphasized  communication  to  the  public. 
Pictured  here  in  a news  conference  a couple  weeks  prior  to  the 
meeting.  Dr.  N.  L.  Barker  (center),  and  TMA  attorneys,  Ace 
Pickens  (left)  and  Sam  Stone,  discussed  the  doctor’s  position 
in  the  professional  liability  insurance  crisis  with  Texas  news 
media  representatives. 


10 


TEXAS  MEDICINE 


the  conference  gathering  by  three 
persons  directly  involved  in  the  situa- 
tion. These  speakers  were  Page  W. 
Keeton,  LLB,  chairman,  Texas  Medi- 
cal Professional  Liability  Study  Com- 
mission; George  F.  Reed,  senior  vice 
president  and  counsel,  American  Gen- 
eral Insurance  Company,  Houston; 
and  Joe  Christie,  chairman.  State 
Board  of  Insurance. 

Keeton  commended  the  Texas  Legis- 
lature for  acting  wisely  in  two  areas. 
First,  he  said,  the  Legislature  adopted 
temporary  measures  in  an  attempt  to 
alleviate  the  problem.  Second,  the 
Legislature  provided  for  the  study 
commission  which  hasthetimeto 
study  the  problem  in  depth. 

He  cautioned  against  the  temptation 
to  single  out  a cause  for  the  crisis, 
sayingthere  are  many.  He  said  he  is 
concerned  that  the  liability  insurance 
system  has  strayed  from  its  initial 
purpose — that  of  protecting  one  from 
non-genuine  claims. 

He  said  the  primary  difficulty  of  the 
study  commission  is  that  of  obtaining 
information.  He  said  thatthrough  the 
efforts  of  many  groups,  including 
TMA,  the  commission  is  beginningto 
receive  the  data  it  needs  to  proceed 
with  its  study.  Keeton  stressed  that  if, 
in  fact,  there  are  many  factors  in  the 
problem,  then  the  commission  needs 
to  know  the  impact  of  each  factor  on 
the  total  problem. 

He  mentioned  several  areas  which  the 
commission  is  studying — large  ver- 
dicts, unmeritorious  claims,  screen- 
ing panels,  and  informed  consent.  He 
expressed  the  view  that  a statutory 
consent  form  can  be  devised  which 
would  wipe  out  malpractice  suits  on 
the  basis  of  informed  consent. 

In  closing  his  remarks,  he  reiterated 
the  task  given  to  the  study  commis- 
sion.That  task  is  to  take  the  time  nec- 
essary to  make  informed  recommen- 
dations for  a long  term  solution  to  the 
problem. 

Reed  reviewed  the  major  features  of 
the  joint  underwriting  association  in 
its  attempt  to  supplement  the  volun- 
tary insurance  market.  He  said  in  its 


first  month  of  operation,  the  JUA  as- 
sumed 76  risks.  He  said  it  was  too 
early  to  tell  what  type  of  insured  will 
be  coming  to  the  JUA  for 
coverage. 

In  comparingthe  JUA formatto that 
of  commercial  insurance  companies, 
Reed  pointed  out  the  three  basic  dif- 
ferences. These  differences  include 
the  JUA’s  $300,000  limit  on  cover- 
age, the  requirement  that  one  fail  to 
obtain  insurance  in  the  open  market 
priorto  applyingfor  JUA  coverage, 
and  the  exposure  of  the  JUA  insured 
to  the  possibility  of  assessment  in 
addition  to  premiums.  He  said  he 
hoped  the  JUA  would  continue  to  be 
self-sustaining  and  not  have  to  fall 
back  on  the  statutory  allowances  for 
recoupinga  deficit,  one  of  which  is 
the  assessment.  He  said  that  as  the 
JUA  self-destructs  in  two  years,  it 
was  not  intended  to  be  more  than  an 
intermediate  palliative  to  the  malprac- 
tice problem. 

Sayingthatthefirst  he  heard  of  the 
issue  was  only  a year  ago,  Christie 
emphasized  the  rapidity  with  which 
the  problem  developed.  He  cited  a 
poll  in  which  persons  rated  the  profes- 
sional liabilitycrisisas fifth  intheir 
awareness. 

Christie  also  reviewed  some  progress 
made  by  the  State  Board  of  Insurance 
since  it  assumed  control  forthe  regu- 
lation of  professional  liability  insur- 
ance. He  said  the  board  has  approved 
23  companies  to  write  coverage  in 
Texas  with  rates  approved  for  a one 
year  period.  The  companies  must  give 
90  days  notice  to  cancel  coverage.  He 
added  that  the  board  has  its  own  in- 
vestigators in  the  companies  which 
write  this  insurance  in  Texas  to  obtain 
information  on  claims,  costs,  and 
other  facts  directly.  He  said  the  board 
also  intends  to  amend  the  annual 
statement  which  all  companies  must 
file  with  the  board. 

According  to  Christie,  the  threat  of 
federal  intervention  is  real.  He  said 
there  are  currently  16  bills  in  Con- 
gress which  deal  with  the  malpractice 
issue.  He  repeated  what  others  had 
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already  expressed — that  the  state  can 
solve  this  problem. 

TMA  priority 

The  conferees  were  also  brought  up- 
to-date  on  TMA  activities  in  combat- 
tingthe  crisis  in  Texas.  Dr.  Jerry 
Marcontell  of  Houston,  a member  of 
the  TMA  Council  on  Communication, 
described  the  public  education  pro- 
gram currently  under  way.  Dr.  R. 
Reagan  Hicks  of  San  Antonio,  chair- 
man of  the  TMA  Committee  on  Pro- 
fessional Insurance,  reviewed  the  ac- 
tivities of  the  committee  in  exploring 
options  in  professional  liability  insur- 
ance. Dr.  Joseph  T.  Ainsworth  of 
Houston,  chairman  of  the  TMA  Coun- 
cil on  Medical  Legislation,  told  the 
physicians  that  legislation  remained 
the  key  to  resolvingthe  crisis  in 
Texas. 

Other  issues 

Closing  the  formal  conference  pro- 
gram was  a session  on  several  other 
key  medical  issues  facing  physicians 
today.  These  topics  included  utiliza- 
tion review,  professional  standards  re- 
view organizations  (PSROs),  econom- 
ic restraints  placed  upon  physicians 
by  federal  and  state  health  programs, 
and  implementation  of  federal  and 
state  health  planning  laws  in  Texas. 
The  physicians  were  reminded  that 
the  TMA  suit  in  regard  to  PSRO  is 
scheduled  to  be  reviewed  in  court 
Nov  18. 

The  conference  program  ended  with 
informal  discussions,  “Curbstone 
Consultations,”  on  all  the  previously 
mentioned  medical  issues. 
Highlighting  the  afternoon  conference 
program  was  the  presentation  of  the 
TMA  Distinguished  Service  Award  to 
Dr.  Byron  P.  York,  Sr.,  of  Houston. 

Dr.  York’s  leadership  contributions  to 
TMA  and  service  to  patients  of  Harris 
County  span  nearly  five  decades.  His 
activities,  positions,  and  honors  are 
numerous. 


Delegates 

( Continued  from  p 6) 

liability. 

The  delegates  joined  the  Executive 
Board  in  adoptingthe  22-point  policy 
in  regard  to  legislative  solutions  to 
the  problems.  The  22-point  position 
includes  measures  which  TMA  be- 
lieves should  be  incorporated  into 
major  legislation  for  a long-term  solu- 
tion to  the  crisis.  Some  of  these  fac- 
tors are  a permanent  two-year  statute 
of  limitations  except  for  cases  involv- 
ing minors  under  age  six;  a reason- 
able limitation  on  awards,  not  to  ex- 
ceed $500,000  in  the  aggregate; 
permissible  realistic  binding  contrac- 
tual arbitration;  and  contingent  fees 
on  a graduated  scale.  The  Council  on 
Medical  Legislation  is  expected  to 
present  testimony  concerning  its  rec- 
ommendations to  the  Medical  Pro- 
fessional Liability  Study  Commission 
prior  to  the  end  of  the  year. 

Captive  insurance  company 

The  final  two  recommendations  ap- 
proved by  the  delegates  concerned 
the  advisability  of  establishing  a TMA 
captive  professional  liability  insur- 
ance company.  Based  on  the  findings 
of  the  Committee  on  Professional 
Insurance,  the  delegates  decided  that 
TMA  should  not  immediately  go  for- 
ward with  the  creation  of  such  a com- 
pany. However,  the  delegates,  cog- 
nizant that  a significant  availability 
problem  could  develop  in  the  future, 
charged  the  committee,  through  its 
staff  attorney,  the  TMA  Office  of  the 
General  Counsel,  and  a subcommittee 
of  the  Committee  on  Professional  In- 
surance to  continue  to  analyze  this 
issue  in  detail,  to  remain  in  contact 
with  persons  with  expertise  in  this 
area,  and  to  formulate  a contingency 
plan  whereby  such  a TMA  captive 
company  could  be  created  quickly  and 
efficiently  should  a true  availability 
problem  present  itself. 

The  delegates  also  reaffirmed  their 
June  policy  stand  relating  to  profes- 
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sional  liability  insurance  in  which  they 
asked  the  profession  to  continue  to 
provide  full  medical  services  to  pa- 
tients. They  also  pledged  full  TMA 
cooperation  with  the  Medical  Profes- 
sional Liability  Study  Commission, 
and  urged  a continuing  effort  to  in- 
form the  public,  the  profession,  and 
legislators  about  the  problem. 

The  next  meeting  of  the  House  of 
Delegates  is  scheduled  for  Nov  8-9  at 
the  Austin  Hilton  Inn.  The  first  session 
will  be  called  to  order  at  8 am  Nov  8. 
Reference  committees  will  begin  de- 
liberations at  9 am  except  for  the 
Reference  Committee  on  Profession- 
al Insurance  which  will  begin  at  10:30 
am.  The  full  House  of  Delegates  will 
reconvene  Nov  9 at  8 am  to  consider 
the  recommendations  of  reference 
committees. 


Executive  Board  creates 
special  task  force 

A special  task  force  is  to  be  appointed 
by  Dr.  Nym  L.  Barker,  president  of  the 
Texas  Medical  Association,  to  develop 
a program  in  representing  the  asso- 
ciation on  the  many  issues  involving 
the  economic  restraints  currently  be- 
ing placed  on  physicians. 

Established  by  Executive  Board  action 
at  a meeting  Oct  5,  the  task  force  will 
consist  of  key  TMA  physicians  and 
staff  members  and  representatives  of 
the  TMA  Office  of  General  Counsel 
and  theTexas  Medical  Foundation. 
The  group  is  to  report  on  its  progress 
at  the  next  Executive  Board  meeting 
in  January. 

Other  action  taken  at  the  meeting  in- 
cluded the  endorsement  of  the  nomin- 
ation of  Dr.  Hugh  F.  Rives  of  Jackson- 
ville as  a member  of  the  National 
Advisory  Council  to  the  Secretary  of 
the  Department  of  Health,  Education 
and  Welfare.  Dr.  Rives  was  nominated 
for  this  position  by  the  American 
Group  Practice  Association.  The  for- 
mation of  the  council  was  called  for 
by  the  national  health  planning  law. 

Its  purpose  is  to  advise  the  secretary 


of  HEW  on  the  implementation  of  this 
public  law. 

Also  approved  by  the  board  was  the 
new  policy  regardingthe  association’s 
underwriting  of  Annual  Session  guest 
speakers.  The  honorarium  for  guest 
speakers  has  been  increased  from 
$100  to  $300. 

The  Executive  Board  reviewed  and 
adopted  a report  of  the  Council  on 
Medical  Service  and  Insurance  relat- 
ingto  the  association's  member  in- 
surance plans.  In  regard  to  the  em- 
ployee major  medical  plan,  the  board 
approved  a rate  increase  of  48%  ef- 
fective Nov  1.  In  addition,  the  life- 
time maximum  benefit  was  increased 
from  $25,000  to  $100,000.  The  rate 
increase  was  required  forthe  financial 
stability  of  the  plan.  The  board  also 
approved  the  recommendation  that 
the  physician’s  major  medical  pre- 
mium rate  be  increased  15%  effec- 
tive Nov  1.  The  rate  increase  was 
necessary  to  meet  next  year’s  loss  ex- 
perience and  to  maintain  a reserve 
position.  These  actions  required  im- 
mediate action  by  the  Executive 
Board.  Other  changes  in  the  associa- 
tion’s insurance  program  will  be  re- 
flected in  an  article  in  next  month’s 
journal. 

National  diabetes  month 
set  for  November 

November  has  been  selected  as  Na- 
tional Diabetes  Month  by  the  Ameri- 
can Diabetes  Association  (ADA). 
Accordingtothe  South  Texas  Affiliate 
of  ADA  in  Austin,  there  are  as  many 
as  10,000,000  diabetics  in  the  United 
States  and  over  500,000  in  Texas 
with  more  than  30%  being  undiag- 
nosed. Activities  duringthe  month 
will  place  special  emphasis  on  detect- 
ing unknown  diabetics  and  extending 
to  them  the  services  of  the 
association. 

Local  chapters  throughout  the  state 
are  providing  educational  program 
services  on  a wide  range  of  subjects 
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from  general  information  on  diabetes 
to  specific  seminars  on  foot  care, 
Insulin  U-100,  food  exchanges,  com- 
plications, and  so  forth.  Additional 
information  may  be  obtained  from 
eitherthe  South  Texas  Affiliate  of 
ADA,  PO  Box  12946,  Austin  78711 
orthe  North  Texas  Affiliate,  5415 
Maple,  Suite  210,  Dallas  75235. 

Directory  cards  due 

Members  of  the  Texas  Medical  Asso- 
ciation are  urged  to  return  informa- 
tion cards  for  the  1976  membership 
directory.  Each  member  should  have 
received  these  cards  during  the 
month  of  October. 

Information  requested  forthe  new 
directory  includes  name,  address, 
type  of  practice,  specialty,  county 
medical  society,  and  telephone  num- 
ber. Address  changes  are  particularly 
to  be  noted.  Deadline  forthe  directory 
is  Dec  1. 

Newspapers  offered  awards 
for  malpractice  stories 

Awards  totaling  $10,000  have  been 
pledged  by  the  head  of  a newspaper 
publishing  group  forthe  best  stories 
written  on  the  plight  of  physicians 
and  hospitals  as  a result  of  rising 
medical  professional  liability  insur- 
ance rates.  A selective  group  of  ap- 
proximately 100  newspapers  was  in- 
vited to  participate  in  the 
competition. 

The  competition  is  being  sponsored 
by  Carmage  Walls  who  holds  a major 
interest  in  a number  of  dailies  and 
weeklies  across  the  United  States. 
According  to  information  circulated 
regardingthe  competition.  Walls  be- 
came acquainted  with  the  profession- 
al liability  crisis  from  his  own 
doctors. 

Articles  must  have  been  published 
priorto  a Nov  1 deadline.  Several 
Texas  papers  were  among  those  pur- 
suingthe  awards. 


Dues  billing  under  way 

Most  county  medical  societies  will  bill 
Texas  physicians  for  membership 
dues,  includingTexas  and  American 
Medical  Association  fees,  duringthe 
month  of  November. 

It  should  be  noted  that  physicians  be- 
ing considered  for  honorary  or  inac- 
tive membership  status  must  pay 
duesfortheyearnominated.  The  fol- 
lowing is  a current  listing  of  TMA  and 
AMA  membership  classifications  and 
dues  amounts: 

TEXAS  MEDICAL  ASSOCIATION 


Type  of  Membership  Dues 

Provisional  $130 

Provisional  (new  after  7/1)  $65 

Regular  (including  fed.  ofcrs)  $130 
Emeritus  Exempt 

Honorary  Exempt 

Inactive  Exempt 

Military  (in  CMS  juris)  $10 

Military  (in  CMS  juris)  $10 

Resident  and  Interns  $10 

Medical  Students  Exempt 

Leave  of  Absence 

1.  Out  of  state  residency  $5 

2.  Foreign  Missionary  $5 

3.  Temporary  out  of  state 

military  service  Exempt 

4.  Temporary,  out  of  USA 

civilian  service  $5 

5.  Sick  leave  $5 

AMERICAN  MEDICAL  ASSOCIATION 

Type  of  Membership  Dues 

Regular  $250 

Regular  (new  after  7/1)  $125 

Regular  (including  fed.  ofcrs)  $125 
Regular  (over  70)  Exempt 

Regular  Exempt 

Associate  Exempt 

Service  (more  than  2 yrs 

duty)  Exempt 

Resident  and  Intern  $35 

Medical  Students  $15 

Resident  $35 

Regular  Exempt 

Associate  Exempt 

Regular  Exempt 

Regular  Exempt 


TEXAS  MEDICINE 


Texans  support  doctors 
on  malpractice  issues 

An  opinion  research  survey  conducted 
by  Belden  Associates  showed  that 
eight  out  of  ten  Texans  agree  with 
doctors  that  legislation  is  needed  to 
helpsolvethe  medical  malpractice 
insurance  problem. 

Underthe  sponsorship  of  the  Texas 
Medical  Association,  the  research 
firm  interviewed  504  persons  repre- 
senting a complete  cross-section  of 
the  state’s  population.  Questions  in 
the  survey  were  designed  to  deter- 
mine the  level  of  familiarity  with  the 
issue  of  medical  malpractice  insur- 
ance, to  learn  where  the  public  places 
the  blame forthe  high  insurance 
costs,  and  to  determine  how  urgent 
the  public  feels  the  solution  to  the 
problem  is. 

Results  of  the  survey  indicate  strong 
majorities  of  Texans  believe  legisla- 
tion is  necessary  to  solve  the  problem 
and  give  indications  of  the  type  of  new 
laws  the  people  would 
support: 

• 80%  of  the  public  agreed  with  the 
statement,  “Our  state  Legislature 
should  immediately  pass  laws  to 
change  the  conditions  which  cause 
high  malpractice  insurance  rates.” 
Nine  percent  disagreed,  and  11  % did 
not  have  an  opinion. 

• By  a 70-22%  margin,  Texans  said, 
“A  person  should  have  no  more  than 
two  years  after  treatment  to  sue  for 
malpractice.” 

• A 61-25%  majority  agrees,  “The 
amount  that  can  be  paid  to  the  injured 
person  in  a malpractice  suit  should  be 
limited  to  a half  million 

dollars.” 

• More  Texans — a majority  of  83- 

1 1 % — believe  “Doctors  and  patients 
should  have  the  right  to  settle  mal- 
practice disputes  through  arbitration 
ratherthan  takingthem  to 
court.” 

• The  largest  majority  received  in 
the  survey,  87-5%,  said,  “Lawyers’ 
fees  in  malpractice  suits  should  be 
limited,  so  that  the  injured  person 


gets  the  major  part  of  any 
award.” 

• By  a 53-33  % margin,  those  sur- 
veyed said,  “An  important  reason  for 
the  higher  cost  of  medical  care  in 
Texas  is  that  doctors  have  to  pay  high- 
er malpractice  insurance 

rates.” 

• “The  medical  profession  and  the 
state’s  Board  of  Medical  Examiners 
should  be  given  more  legal  powerto 
regulate  doctors,”  accordingtoa 
65-19%  response  to  the 

poll. 

Sixty-three  percent  of  the  public 
agreed  with  the  statement,  “General- 
ly, today  people  get  more  effective 
medical  care  from  their  doctors  than 
ever  before,”  while  31  % disagreed. 

TEXPAC  tops  million 

TheTexas  Medical  Political  Action 
Committee,  TEXPAC,  has  surpassed 
the  one  millionth  dollar  mark  in  con- 
tributions in  its  14  years  of 
operation. 

The  milestone  was  reached  with  the 
receipt  of  a contribution  from  Dr. 
Robert  H.  Mitchell  of  Plainview.  The 
payment  was  part  of  Dr.  Mitchell’s 
commitment  to  the  1975TEXPAC 
“300  Club.” 

When  contacted.  Dr.  Mitchell  said  that 
he  felt  that  TEXPAC  and  AMPAC  are 
doing  a job  that  needs  to  be  done.  The 
internist  and  cardiologist  has  been  a 
member  of  TEXPAC  every  year  since 
1962. 

The  contribution  of  political  dollars  to 
TEXPAC  has  surged  in  recent  years. 

Of  the  million  dollar  total,  36%  has 
been  raised  in  the  past  two  years. 

Rural  education  board 
begins  operations 

The  State  Rural  Medical  Education 
Board  elected  Dr.  Sam  A.  Nixon  of 
Floresville  as  its  chairman  and  began 
establishing  plans  of  operation  at  a 
Sept  1 meeting. 

Other  newly-elected  officers  include 
Lawrence  Harmel  of  Seymore,  vice 
chairman;  and  Paul  Musslewhite  of 
Levelland,  secretary. 
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The  board  set  Oct  1 1 for  its  next 
meeting.  According  to  Dr.  Nixon,  the 
board  plans  to  be  fully  operational 
and  granting  loans  by  Jan  1, 

1976. 

The  Rural  Medical  Education  Board 
was  funded  by  the  64th  Legislature 
forthe  purpose  of  providingfinancial 
aid  to  medical  students  who  will  agree 
to  practice  medicine  in  rural  areas  of 
Texas. 

Members  of  the  board,  appointed  by 
Gov  Dolph  Briscoe  and  confirmed  by 
the  Texas  Senate,  are  Dr.  Ed  W 
Schmidt,  Pecos;  Dr.  C.  C.  Pate,  Padu- 
cah; and  Mayor  Coke  Gage, 

Decatur. 

Inquiries  may  be  directed  to  any  of 
the  board  members  ortothe  board's 
office.  Southwest  Tower  Building  211 
East  7th  St,  Suite  900,  Austin  78701. 

Fifth  Pathway  places 
unfilled  in  Texas 

Thirty  new  Fifth  Pathway  positions  in 
Texas  are  unfilled  due  to  poor  test 
scores  of  applicants.  Medical  school 
deans  and  theTMA Council  on  Medi- 
cal Education  and  Hospitals  are  cur- 
rently studying  the  problem. 

The  Fifth  Pathway  program  offers  a 
year  of  clinical  training  to  students 
who  have  completed  four  years  at  the 
Universidad  Autonoma  de 
Guadalajara. 

Cf  15  applicants  screened,  none  pass- 
ed the  basic  sciences  portion  of  the 
National  Board  of  Medical  Examiners 
test,  according  to  The  University  of 
Texas  Medical  and  Dental  Application 
Center. 

To  be  considered  for  admission  to  a 
Texas  medical  school  Fifth  Pathway 
program,  an  applicant  must:  1)  have 
completed,  in  a US  college  or  univer- 
sity, undergraduate  premedical  work 
of  the  quality  acceptable  for  matricu- 
lation in  an  accredited  US  medical 
school;  2)  have  completed  satisfac- 
torily all  didactic  work  required  for 
graduation  by  a foreign  medical 
school  recognized  by  the  World  Health 
Crganization;  3)  have  passed  Part  I 


of  the  National  Board  Examination 
and  each  of  the  component  subjects 
in  the  examination;  4)  be  a bona  fide 
resident  of  Texas,  as  defined  in  the 
Coordinating  Board,  Texas  College 
and  University  System’s  Rules  and 
Regulations  for  Determining  Resi- 
dence Status;  and  5)  be  approved  for 
admission  into  a Fifth  Pathway  Pro- 
gram by  one  of  the  medical 
schools. 

The  general  appropriations  bill  pass- 
ed by  the  64th  Texas  Legislature  pro- 
vided funds  over  two  years  forthe  30 
positions. 

Medical  examiners 
issue  licenses 

At  its  August  meeting,  the  Texas  State 
Board  of  Medical  Examiners  issued  a 
total  of  613  licenses  by 
examination. 

Cf  these,  491  were  from  Texas 
schools,  93  were  foreign  graduates, 
and  29  were  from  out-of-state 
schools.  The  total  number  of  failures 
was  30.  There  were  179  reciprocity 
applicants  approved  for  licensure.  Of 
these  58  were  foreign  graduates.  Ten 
duplicate  licenses  were  issued. 

TMA  insurance  program 
marks  20th  service  year 

The  Texas  Medical  Association  Group 
Insurance  Program  marks  two  de- 
cades of  member  service  Nov  1,  the 
anniversary  of  the  introduction  of  its 
disability  income  plan. 

In  reviewing  the  20-year  progress  of 
that  first  coverage  plan.  Dr.  Richard 
L.  Vardy,  chairman  of  the  Committee 
on  Association  Insurance  Programs, 
stated  that  the  initial  plan  offered  up 
to  $150  weekly  in  disability  benefits 
with  a maximum  payment  period  of 
ten  years  for  illness.  This  compares 
with  up  to  $2,000  monthly  benefits 
and  the  “longterm”  sickness  benefit 
period  presently  offered.  Dr.  Vardy 
pointed  out  other  benefit  expansions 
as  well.  The  sickness  benefit  period 
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Trademark 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HyDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  n/pertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  io  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  m progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g,,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  wornen  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  RR.  00630 

Subsidiary  of  SmithKlme  Corporation 


Solar  keratosis  is  not  an  uncommon 
medical  problem. 


Of  course,  the  prevalence  of  keratolic  lesions  is  greater  in 
locations  south  of  the  38th  parallel— the  so-called  "Solar  Keratosis 
Belt”— receiving  the  greatest  amounts  of  solar  radiation.  However, 
solar  keratosis  can  occur  among  any  light-skinned  population, 
usually  in  persons  over  40,  wherever  people  are  subject  to  extended 
exposure  to  the  sun. 


Solar  keratoses  are  generally  not  difficult 

to  identify. 


These  skin  lesions  are  usually  multiple,  flat  or  slightly  elevated, 
brownish  or  red  in  color,  papular,  dry,  rough,  adherent  and  sharply 
defined.  They  are  found  on  areas  of  the  skin  having  extensive  exposure 
to  sunlight.  Clinical  characteristics  of  the  lesions,  their  predominant 
location  on  exposed  surfaces,  the  age  of  the  patient  and  his  skin  type 
are  important  considerations  in  the  diagnosis. 


Solar  keratoses  can,  and  should,  be  treated 
because  they  are  potentially  premalignant. 


Chronic  exposure  to  sunlight  frequently  leads  to  degenerative 
changes  in  the  skin.  This  can  often  result  in  the  development  of 
multiple,  potentially  premalignant  keratotic  lesions.  Therefore,  early 
detection  and  treatment  is  advisable. 

Treatment  with  Efudex  (fluorouracil)  provides  a high  degree  of 
effectiveness  with  a low  recurrence  rate,  ease  and  convenience  of 
therapy,  low  incidence  of  scarring,  excellent  cosmetic  results  in  most 
cases,  and  a high  level  of  patient  acceptability. 


fluorouracil/  Roche® 

Because  there  may  be  more  than  meets  the  eye. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 


respond  or  recurring  should  be  biopsied. 
Adverse  Reactions:  Local— pain,  pruritus, 
hyperpigmentation  and  burning  at  appli- 
cation site  most  frequent:  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppura- 
tion, scaling,  swelling,  irritability,  medicinal 
taste,  photosensitivity,  lacrimation,  leuko- 
cytosis, thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 


pensers— containing  2%  or  5%  fluoroura- 
cil on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris  (hydroxymethyl) 
aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium 
edetate. 

Cream,  25-Gm  tubes— containing  5% 
fluorouracil  in  a vanishing  cream  base  con- 
sisting of  white  petrolatum,  stearyl  alcohol, 
propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


Indications:  Multiple  actinic  or  solar  kera 
loses. 


Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 
Warnings:  If  occlusive  dressing  used,  may 
increase  inflammatory  reactions  in  adjacent 
normal  skin.  Avoid  prolonged  exposure  to 
ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 


Dosage  and  Administration:  Apply  suffi- 
cient quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove 
Usual  duration  of  therapy  is  2 to  4 weeks. 
How  Supplied:  Solution,  10-ml  drop  dis- 


Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near 
eyes,  nose  and  mouth.  Lesions  failing  to 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Case  history  for  patient  photographed  at  left  on  file.  Hoffmann-La  Roche  Inc.,  Nutley.  New  Jersey. 
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of  the  long  term  plan  was  increased 
on  two  occasions;  all  restrictions  on 
loss  due  to  private  flying  were  remov- 
ed; benefits  for  partial  disability  due 
to  illness  were  added;  and  it  is  now 
possible  to  keep  up  to  $400  monthly 
benefits  in  force  between  age  70  and 
75  compared  to  the  original  termina- 
tion of  all  protection  at  age  70.  Dr. 
Vardy  further  mentioned  thatall  addi- 
tional benefits  were  extended  at  no 
additional  charge  to  insured  mem- 
bers, original  premium  structures 
have  never  been  increased,  and  nearly 
$3.5  million  in  cash  dividends  have 
been  returned  to  insured 
members. 

In  addition.  Dr.  Vardy  commented 
that  program  offerings  have  expanded 
over  the  years  to  include  a personal 
accident  plan,  a major  medical  plan, 
office  overhead  and  group  life  plan, 
and  a major  medical  plan  for  lay 
employees. 

Dr.  Vardy  specifically  cited  realistic 
premiums  and  broad  participation  by 
the  TMA  members  as  two  factors  con- 
tributing to  the  long-term  success  of 
the  program.  He  said  that  since  1955 
the  cost  of  retentions  required  to 
operate  the  program  have  been  re- 
duced from  30%  to  10%  and  addi- 
tional reductions  are  scheduled. 

Dr.  Vardy  remarked  that  allocation  of 
90  cents  of  each  premium  dollar  to- 
ward insurance  protection  for  insured 
members  is  a notable 
achievement. 

The  program  is  now  underwritten  by 
the  Prudential  Insurance  Company  of 
America  and  serviced  through  TMA’s 
Insurance  Service  Office. 

Dallas  science  center 
honoring  women’s  year 

The  University  of  Texas  Health  Sci- 
ence Center  at  Dallas  will  sponsora 
salute  to  International  Women’s  Year 
duringthe  month  of  November. 
Markingthe  special  year’s  commemo- 
ration for  women  in  science  and 
medicine  will  be  numerous  campus 
activities  led  by  prominent  women 


from  a variety  of  professions. 

Lorene  Rogers,  PhD,  president  of  The 
University  of  Texas  at  Austin,  will  be 
featured  speaker  at  the  opening  event 
Nov  3.  Noon  discussions  have  been 
set  throughout  the  weeks.  The  first 
will  be  Nov4with  “Women  inthe  Uni- 
versity System,’’  moderated  by  Bettie 
Sue  Masters,  PhD,  associate  profes- 
sor of  biochemistry. 

Other  panels  and  moderators  include 
“Women  and  Health:  Current 
Trends,’’  led  by  Barbara  Cambridge, 
MSW,  assistant  professor  of  obste- 
trics and  gynecology,  on  Nov  7; 
“Women  and  the  Law,’’  moderated  by 
Carla  Dowben,  DJS,  assistant  profes- 
sor of  obstetrics  and  gynecology,  on 
Nov  11;  and  “Women  in  Introspect,’’ 
led  by  Dr.  Judith  H.  Forgotson,  assist- 
ant professor  of  psychiatry,  on 
Nov  21. 

Other  speakers  and  activities  are 
scheduled  duringthe  month-long 
salute. 

Mary  Esther  Gaulden,  PhD,  associate 
professor  of  radiology,  is  chairman  of 
the  event.  All  events  are  open  to  in- 
terested persons.  Tours  for  school 
groups  and  organizations,  as  well  as 
others,  may  be  planned  for  November 
through  Ellaine  Clay  (214)  688-3403. 


“These  are  unstable  times.  Three  of  my  artificial 
insemination  patients  want  abortions.” 
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Exhibit  deadline  nears 

The  deadline  for  scientific  exhibit  ap- 
plications for  the  1976  Texas  Medical 
Association  Annual  Session  in  Dallas 
is  Jan  1. 

The  TMA  Committee  on  Scientific 
Exhibits  will  determine  if  an  exhibit 
entry  submitted  by  a physician  or 
group  will  be  accepted  forthe  May 
6-9  meeting. 

Exhibit  categories  include:  scientific 
exhibit  without  grant  or  assistance; 
scientific  exhibit  with  grant  or  as- 
sistance from  a university,  hospital, 
government  agency,  or  non-profit  or- 
ganization; scientific  exhibit  with 
grant  or  assistance  from  a pharma- 
ceutical or  other  commercial  enter- 
prise; and  exhibits  of  educational- 
promotional  nature  which  carry  a 
message  of  interest  and  importance 
to  the  medical  profession. 

Awards  are  presented  in  each  of  the 
categories  as  well  as  for  the  outstand- 
ing exhibit  by  a Texas  physician. 
Judging  criteria  forthe  exhibits  are 
clarity,  effectiveness,  personal  pre- 
sentation, contribution  to  basic  knowl- 
edge, practical  value,  and 
originality. 

Applications  and  additional  informa- 
tion may  be  obtained  from  Dale 
Werner,  exhibit  manager,  TMA 
headquarters. 

Interdisciplinary  center 
being  organized  in  Dallas 

Future  physicians,  dentists,  psycho- 
logists, social  workers,  educators,  and 
other  professionals  will  learn  to  work 
together  in  testing,  diagnosing,  and 
planning  individual  help  programs  for 
“developmentally  disabled”  young 
people  in  the  Dallas  area  because  of  a 
new  federal  grant  award  to  The  Uni- 
versity of  Texas  Southwestern  Medical 
School. 

The  Department  of  Health,  Education 
and  Welfare  has  allocated  $370,370 
for  a University  Affiliated  Centerto 
provide  instructional  training  in  the 
field  of  ‘‘developmental  disabilities” 


which  includes  the  multiply  handi- 
capped, the  mentally  retarded,  the 
learning  and  language  disabled,  the 
cerebral  palsied,  the  autistic,  and  pa- 
tients with  epilepsy.  T reatment  for 
ages  0-14  is  covered  in  the  grant 
agreement. 

According  to  Dr.  Doman  K.  Keele,  as- 
sociate professor  of  pediatrics  at 
Southwestern  and  director  of  the  Dal- 
las Independent  School  District-affili- 
ated center,  all  trainingwill  be  inter- 
disciplinary. ‘‘This  cooperative  train- 
ingwill enable  health  professionals 
and  paraprofessionalsto  gain  better 
understanding  of  each  others’  fields 
and  the  latest  developments  in  these 
areas.” 

Dr.  Keele  said  it  is  also  important  that 
health  professionals  be  aware  of  other 
areas  of  medical  and  psychological 
help  so  that  they  can  make  appropri- 
ate referrals  in  treatingtheir  patients 
as  whole  individuals. 

The  University  Affiliated  Center  will 
be  composed  of  two  units,  the  Diag- 
nostic and  Evaluation  Center  at 
Children’s  Medical  Center  and  the 
university  affiliated  facility  located  in 
the  Stephen  J.  Hay  Elementary  School 
at  3801  Herschel. 

Departments  from  eight  major  institu- 
tions of  higher  learning  in  the  Dallas 
area  will  be  participating  in  the 
project. 

Project  to  assess  hazards 
of  spray  can  propellants 

Stanford  Research  Institute  (SRI)  of 
Menlo  Park,  Calif  has  received  a 
three-year  $220,814  grant  from  the 
Environmental  Protection  Agency  to 
assess  the  potential  hazards  of  spray 
can  propellants  and  other  chemically 
similar  substances  widely  used  as 
refrigerants,  dry  cleaning  solvents, 
and  cosmetics,  as  well  as  in  the  pro- 
duction of  plastics. 

According  to  Ronald  T.  Collis,  project 
supervisor,  over  40  billion  pounds  of 
halocarbons  are  produced  every  year 
and  emitted  into  the  atmosphere  in 
large  quantities. 
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Get  well  card. 


At  the  hospital,  nothing  works  quite  as  well  as 
a Blue  Cross  and  Blue  Shield  membership  card. 

It  gets  you  in  fast.  And  out  even  faster. 

Call  your  nearby  Blue  Cross  and  Blue  Shield 
representative.  (And  be  sure  and  ask  him  about 
our  all-new  group  dental  plans.) 

You’ll  find  him  in  the  Yellow  Pages.  And  you’ll 
find  him  most  helpful. 


'"Registered  Mark 
Blue  Cross  Association 

'"Registered  Service  Mark 
of  the  National  Association 
ot  Blue  Shield  Plans 
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Spray  can  propellants  such  as  Freon 
are  chemically  very  stable,  he  said, 
and  known  to  be  neither  carcinogenic 
nor  toxic.  But  because  of  their  stabili- 
ty, they  are  believed  to  persist  in  the 
atmosphere  for  many  years,  diffusing 
slowly  upward  and  after  several  years 
reaching  the  stratosphere  some  20  to 
30  kilometers  high.  Once  there,  they 
are  believed  to  react  with  ultraviolet 
light  and  to  decompose,  initiating  a 
sequence  of  reactions  that  eventually 
destroys  stratospheric  ozone,  accord- 
ing to  one  widely  shared  view.  This 
layer  of  ozone  is  believed  to  shield  the 
earth  from  harmful  radiation. 

In  the  course  of  the  study,  the  SRI  re- 
searchers will:  1)  develop  procedures 
for  measuring  the  concentration  of 
halocarbons  in  the  atmosphere;  2) 
conduct  several  field  studies  to  mea- 
sure halocarbons  under  various  me- 
teorological and  geographical  condi- 
tions: 3)  conduct  laboratory  experi- 
ments to  study  the  tropospheric 
chemistry  of  halocarbons  under  re- 
presentative atmospheric  conditions; 
and  4)  study  mechanisms  by  which 
nature  may  remove  dangerous  com- 
pounds from  the  atmosphere.  They 
will  also  use  nonreactive  halocarbons 
to  trace  the  movement  of  smog  from 
urban  to  non-urban  areas. 

SRI  is  an  independent,  nonprofit  or- 
ganization that  performs  contract  re- 
search for  business,  industry,  and 
government. 

Texas  free  of  smallpox 

According  to  the  Texas  Department  of 
Health  Resources,  there  has  been  no 
smallpox  incidence  in  Texas  since 
1949. 

Department  records  show  that  prior  to 
1949  smallpox  was  endemic  in  Texas 
as  well  as  in  certain  sections  of  the 
United  States.  Each  year  many  coun- 
ties would  exceed  four  cases  with  an 
occasional  outbreak  when  the  number 
of  cases  would  exceed  100.  Wide- 


spread vaccination  terminated  spor- 
adic and  outbreak  smallpox  in  1949. 
Seven  cases  were  confirmed  that  year 
in  Hidalgo  County. 

A state  law  requiringthe  reporting  of 
communicable  diseases  was  passed 
in  1910;  however,  it  was  in  1920 
when  the  handlingof  morbidity  re- 
portings became  operable. 

In  regard  to  U S morbidity  of  small- 
pox, the  Centerfor  Disease  Control  in 
Atlanta  recently  issued  a statement 
which  noted  that  although  smallpox 
figures  have  been  published  in  suc- 
cessive issues  in  the  Annual  Summary 
of  Notifiable  Diseases  of  the  United 
States,  it  was  not  until  the  early 
1950s  that  each  case  had  epidemio- 
logic follow-up  and  laboratory  tests 
for  confirmation  of  diagnosis.  Accord- 
ing to  the  statement,  there  is  no  way 
to  positively  confirm  previously  re- 
ported cases  as  smallpox  because  of 
the  lack  of  epidemiologic  information. 
It  is,  however,  the  consensus  of  epi- 
demiologists that  the  last  confirmed 
cases  occurred  in  the  Rio  Grande 
outbreak  in  1949. 

Industrial  commission 
prepares  report 
on  medical  supply  industry 

The  potential  forthe  surgical,  medical 
and  dental  instruments  and  supplies 
industry  in  Texas  is  limitless  accord- 
ing to  a recently  released  report  pre- 
pared by  the  Texas  Industrial 
Commission. 

The  report  analyzes  the  economic 
potential  of  the  industry  includingthe 
followingtopics:  existing  medical  and 
dental  manpower;  projections  for  fu- 
ture manpower  needs  of  doctors,  den- 
tists, and  other  health-related  person- 
nel; projected  grov\4h  in  the  number 
of  health  careand  trainingfacilities 
and  the  effect  this  gro\A4h  will  have  on 
the  potential  market  for  goods  manu- 
factured by  this  industry.  The  report 
also  documents  new  and  expanding 
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markets  for  these  instruments  and 
supplies. 

The  report  concludes  that  expanded 
medical  and  dental  manpower  and 
facilities  will  support  an  expansion  of 
the  instruments  and  supplies  indus- 
try. In  recommending  such  expansion, 
however,  the  report  emphasizes  the 
need  for  continued  quality  control  in 
purchasing  considerations.  The  study 
also  recommends  that  the  industry 
put  considerable  time,  effort,  and 
money  into  an  articulate,  knowledge- 
able, and  effective  sales  staff.  The 
study  also  indicates  that  the  industry 
must  successfully  deal  with  some 
psychological  factors  involved  in  pur- 
chasing products  such  as  “name- 
brand’  product  identification. 

The  preparation  of  the  report  was  fi- 
nanced by  the  “Texas  First’’  project 
established  by  the  governorthrough 
use  of  Comprehensive  Employment 
and  Training  Act  funds,  1973,  U S 
Department  of  Labor. 


NHI  legislation 
pending  in  Congress 

More  than  a dozen  national  health  in- 
surance bills  were  introduced  in  the 
last  Congress.  Many  of  these — some 
with  modification — have  been  rein- 
troduced in  the  current  Congress. 
More  are  expected. 

The  bills  encompass  a variety  of  pro- 
posals. Of  the  major  plans  under  dis- 
cussion, most  would  continueand 


expand  the  concept  of  health  care 
furnished  through  employee  group 
insurance.  Need  for  government  fi- 
nancing and  additional  taxes  is  limit- 
ed underthis  approach  because  these 
plans  are  financed  entirely  by  em- 
ployer and  employee.  These  programs 
also  provide  coverage  forthose  who 
are  unemployed,  self-employed,  or 
unable  to  meet  the  cost  of  health  care 
insurance.  Comprehensive  coverage 
— protection  against  basic  and  catas- 
trophic expense  of  illness — would  be 
available  to  these  groups  and  the  gov- 
ernment would  share  the  cost.  The 
government  share  would  be  scaled 
accordingtothe  income  of  the  family 
and  would  pay  in  full  the  premium  for 
the  poor.  Any  government  cost  would 
be  paid  through  general  revenues  and 
without  special  taxes. 

Another  proposal,  the  Kennedy-Cor- 
man  plan,  has  marked  similarities  to 
the  British  system.  It  establishes  a na- 
tional health  service  rather  than  pri- 
vate insurance  coverage.  Health  care 
would  be  provided  within  a fixed  na- 
tional budget  annually  established  by 
the  federal  government.  All  participat- 
ing physicians  and  providers  would 
be  under  contract  to  the 
government. 

Athird  form  of  national  health  insur- 
ance would  provide  only  for  catas- 
trophic coverage.  Benefits  would  be- 
gin after  certain  health  care  expenses 
were  incurred  by  the  individual  or 
family. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 


Investment  Media* 

1975 

Through 

9/30/75 

3 Years 
Ended 
12/31/74 

5 Years 
Ended 
12/31/74 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

-M5.6% 

-35.1% 

-26.6% 

1.6% 

Loomis-Sayles  Mutual  Fund 

-fl4.0% 

-29.7% 

-21.1% 

3.9% 

Mercantile  Bank  Equity  Fund 

+22.0% 

-46.9% 

-36.1% 

4.3% 

Mercantile  Bank  Fixed  Income  Fund 

- 0.3% 

-17.2% 

- 8.5% 

8.4% 

T Rowe  Price  Growth  Stock  Fund 

+ 22.1% 

-43.3% 

-33.5% 

2.3°, o 

T Rowe  Price  New  Income  Fund 

- 0.4% 

N/A 

N/A 

7.0% 

Stein  Roe  & Farnham  Balanced  Fund 

+ 17.6% 

-29.6% 

-20.8% 

3.5% 

Standard  & Poor  500  Stock  Average 

+ 22.3% 

-32.8% 

-25.5% 

Dow  Jones  Industrial  Average 

+ 28.8% 

-30.7% 

-22.9% 

’Includes  reinvested  capital  gains  distributions. 
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Order  now  for  Christmas! 


Texas  Medical  Association  and 
Woman’s  Auxiliary  Jewelry 

Proceeds  go  to  the  TAIA  and  WA  TMA  Physicians  Benevolent  Fund 


MONEY  CLIP  PIN  & PENDANT  CHARM 


Shown  slightly  smaller  than  actual  size 


Please  send  me  the  following  TMA  and  Woman’s  Auxiliary  Jewelry 


Quantity 

Item 

14-Karat 

Gold  Filled 

1 Sterling  Silver 

Add 

Diamond 

Add 

Syn.  Stone 

Cuff  Links 

$80.00 

$12.75 

$12.75 

« 

Tie  Bar  - Short 

50.75 

10.00 

9.50 

Tie  Tack 

34.50 

5.00 

5.00 

Money  Clip 

53.50 

13.00 

11.00 

Charm 

34.50 

4.75 

4.50 

Pin  and  Pendant 

42.75 

5.75 

5.75 

Key  Chain 

8.00 

7.75 

ADD  5%  SALES  TAX  TO  PRICE  OF  ALL  ITEMS 


Addition  of  single  cut  three-point  diamond  $15.00;  synthetic  stone  $1.50.  *Two  stones  required  for  cuff  links. 
When  ordering  synthetic  stones,  please  specify  color;  all  colors  available. 

All  orders  shipped  prepaid.  Please  allow  three  weeks. 

Name 

Address^ 

City State Zip 

Check  enclosed  for  $ ^Woman's  Auxiliary  to  the 

Texas  Medical  Association 


Mail  this  form  to: 

Texas  Medical  Association 
and  Woman’s  Auxiliary  Jewelry 
c/o  Physicians  Benevolent  Fund 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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Important  Note.  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc  ) before  prescribing  and  at  fre- 
quent intervals  thereafter  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gam  or  edema  A one-week  trial 
period  IS  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications:  Children  14  years  or  less, 
senile  patients;  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  Including  severe,  re- 
current or  persistent  dyspepsia,  history  or 
presence  of  drug  allergy,  blood  dyscrasias. 
renal,  hepatic  or  cardiac  dysfunction,  hyperten- 
sion. thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug; 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age.  weight,  dosage,  duration  of  ther- 
apy. existence  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug.  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions  The  disease  con- 
dition Itself  IS  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS, 
adrenals,  and  G I tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid) 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination. Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions:  The  following  should  be  accom- 
plished at  regular  intervals  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions,  complete 
physical  examination  including  check  of  pa- 
tient's weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia, 
Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G,l  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome,  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment, hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98-146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 

BU  10259 


CAPITAL  COMMENTS 


WASHINGTON:  SENATE  MANPOWER  HEARINGS  OPEN.  As  the  Senate  began  its 
hearings  on  health  manpower  legislation,  the  Ford  Administration  strongly 
recommended  enactment  of  its  own  manpower  proposals  instead  of  one  of  the 
various  proposals  introduced  by  Sen  Edward  Kennedy  (D-Mass).  Testifying 
before  the  committee  was  Dr.  Theodore  Cooper,  assistant  secretary  for  health 
forthe  Department  of  Health,  Education,  and  Welfare,  who  said  that  there  is 
little  basis  for  initiatingthe  far-reaching  regulatory  mechanism  as  proposed  by 
Kennedy  at  this  time.  In  his  remarks.  Dr.  Cooper  indicated  that  the  administra- 
tion “strongly  opposes”  the  compulsory  service  feature  in  Kennedy’s  legislation 
requiring  all  graduates  to  serve  in  shortage  areas.  In  addition  to  the  six  major 
Senate  bills  pending,  the  Health  Manpower  Training  Act  of  1975,  adopted  by  the 
House  on  July  1 1,  is  under  consideration  by  the  Senate.  The  most  controversial 
issues  in  this  legislation  involves  proposals  to:  1)  establish  a regimen  forthe 
control  of  residency  positions,  and  2)  institute  a “forced  loan”  program  which 
would  require  medical  students  to  repay  the  federal  government  for  “capitation” 
amounts  which  it  made  directly  to  the  medical  schools  that  the  students 
attended. 

AUSTIN:  GUBERNATORIAL  APPOINTMENTS.  Dr.  Walt  Simmons  of  San  Antonio 
has  been  appointed  tofill  an  unexpired  term  on  the  Governor’s  Commission  on 
Physical  Fitness.  Dr.  Per  H.  Langsjoen  of  Temple,  Dr.  Cecil  G.  Harold  of  Houston, 
and  G.  E.  Engleman,  a Fort  Worth  businessman,  have  been  appointed  to  the 
Texas  Coordinating  Commission  for  State  Health  and  Welfare.  Billie  Jean  Bell  of 
Houston,  assistant  professor  at  Prairie  View  A&M  Nursing  School,  has  been 
appointed  to  fill  a term  on  the  Texas  State  Board  of  Nurse  Examiners.  Barbara 
Woodard,  RN,  director  of  nursing  at  Presbyterian  Hospital  in  Dallas,  has  also 
received  an  appointment  to  the  Board  of  Nurse  Examiners.  Sidney  E.  McKinney 
has  been  named  to  a six-year  term  to  the  Industrial  Accident  Board  of  Texas. 
McKinney  is  a retired  insurance  consultant  from  Abilene. 

WASHINGTON:  ANTITRUST  SUIT  FILED.  The  Justice  Department  has  filed  a civil 
antitrust  suit  against  the  American  Society  of  Anesthesiologists.  The  department 
said  that  as  a result  of  the  organization’s  fee  guidelines,  patients  are  forced  to 
pay  non-competitive  and  artificially  high  rates  for  anesthesia  services.  The  suit 
asked  the  court  to  order  the  organization  to  stop  sending  fee  guidelines  to  mem- 
bers and  making  any  recommendation  on  calculating  charges.  The  department 
further  charged  that  the  organization  and  its  members  have  combined  for  many 
years  to  violate  the  Sherman  Antitrust  Act  by  using  what  the  group  calls  relative 
value  guides.  Dr.  Frank  Moya,  president  of  the  association,  said  the  organization 
developed  and  has  devised  a relative  value  guide  to  aid  members  and  others  in 
developing  fee  schedules.  “These  guides  don’t  specify  or  suggest  any  fee,  and  we 
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don’t  believe  that  they  are  unlawful,”  he  said.  The  suit  is  the  latest  in  a series 
of  attacks  by  the  government  over  the  past  few  years  against  professional  or- 
ganizations that  have  contended  they  are  immune  from  antitrust  laws  because 
they  are  not  involved  in  trade  or  commerce.  These  include  suits  against  the 
American  Society  of  Civil  Engineers  and  the  American  Institute  of  Architects  that 
resulted  in  consent  agreements  erasing  prohibitions  against  competitive  bidding 
for  contracts.  The  anesthesiology  suit,  though,  is  more  akin  to  a private  legal 
action  contesting  minimum  fee  schedules  by  lawyer  groups  in  Virginia.  The  suit 
resulted  in  a Supreme  Court  ruling  in  June  that  the  fee  schedule  of  two  Virginia 
bar  associations  constituted  price-fixing  in  violation  of  antitrust  law. 

WASHINGTON:  HSA  RECOMMENDATIONS  SUBMITTED.  All  states  but  California 
complied  on  time  concerning  recommendations  for  Health  Service  Agencies 
(HSAs)  as  required  by  the  federal  health  planning  law.  Governor  Edward  F, 

Brown,  Jr.,  opposed  the  bureaucratic  structure  established  by  the  law.  Mario  G. 
Obledo,  California’s  health  and  welfare  secretary,  sent  the  state’s  recommended 
service  area  designations  to  HEW  “with  great  reluctance  and  substantial  reserva- 
tions.” Obledo  said,  “We  need  more  family  care  physicians,  not  more  regulation 
or  layers  of  government  and,  rather  than  more  paperwork,  we  need  more  care 
for  our  most  valuable  resource,  people.” 

WASHINGTON:  HMO  AMENDMENTS.  The  House  Commerce  Committee  has 
passed  health  maintenance  organization  (HMO)  amendments  contained  in  HR 
9019.  The  bill  was  written  by  a House  subcommittee  chaired  by  Rep  Paul  G. 
Rogers  (D-Fla),  and  passed  the  full  committee  intact.  Priorto  the  committee 
vote,  the  American  Medical  Association,  in  a letter  to  Rogers,  commended  the 
subcommittee  for  its  efforts  to  incorporate  many  of  the  changes  desired  by  AMA. 
However,  the  AMA  recommended  that  consideration  be  given  to  adding  a re- 
quirement that  at  least  50%  of  the  awards  and  50%  of  the  money  expended  for 
HMOs  be  spent  in  underserved  areas  and  that  at  least  one-third  be  used  for 
rural  areas;  that  the  open  enrollment  provision  of  the  original  HMO  law  be  retain- 
ed; and  that  basic  services  listed  in  the  original  HMO  law  be  retained.  Without 
the  further  changes  in  the  HMO  law,  it  suggested,  the  AMA  said  that  the  differ- 
ence between  an  existing  prepaid  plan  and  the  HMO  that  was  the  result  from 
HEW  regulations  and  HR  9019  would  be  “nonexistent,  or  at  best,  very  thin.”  The 
amendments  now  go  to  the  House  floor,  where  a vote  is  expected  shortly. 

BUTTE,  MONT:  HOSPITAL  SHUT-DOWN.  The  first  total  shut-down  of  a hospital 
as  the  result  of  a labor  strike  occurred  in  Butte.  St.  James  Community  Hospital 
was  forced  to  close  after  70%  of  its  employees,  who  were  members  of  five  dif- 
ferent bargaining  units  in  the  hospital,  honored  the  picket  lines  set  up  by  a local 
teamster  union.  The  union  is  negotiatingan  initial  contract  fora  bargainingunit 
for  which  it  won  representation  rights  at  the  hospital  last  fall.  Issues  involved  in 
the  impasse  include  dues  check-off,  wage  settlement,  and  increased  benefits. 
Patients  at  the  180-bed  hospital  were  transferred  to  otherfacilities  inthearea 
or  sent  home. 


TEXAS  MEDICINE 


The  MUDRAIVES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 

Phenobarbital  (to  lessen  cardiac  stimulation). 
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INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS : Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
.\void  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudraiie  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-g'allons. 


Federal  laiv  prohibits  dispensing  without  prescription. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  232G1 
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There’s  something  special  about  children  vomitir 


The  risk  of  dehydration  . . . plus  the  psychological 
stress  on  both  mother  and  child  . . . 
greatly  increases  the  urgency  in  controlling  vomiti 
in  children.  In  addition,  there  is,  of  course,  need  tot 
avoid  the  extrapyramidal  problems  associated  witl 
phenothiazine  medications. 


lat’s  why  special  medication  is  preferred 


)NS®  CHILDREN  SUPPRETTES™  are  specially 
jTiulated  to  stop  vomiting  and  nausea  in  children  — 

tidly  and  with  minimal  complications. 

• 

IVANS  are  administered  rectally— often  the  best 
|te  in  the  vomiting  patient. 

'('he  exclusive  WANS  formula  provides  both 
filamine  maleate  and  sodium  pentobarbital  for 
^ctiveness  . . . contains  no  phenothiazines  or  local 
■sthetics. 


■'^he  unique  Supprette  delivery  system  rapidly 
leases  effective  levels  of  medication  . . . with  no 
f or  fatty  acids  to  affect  absorption  or  cause  local 
tation. 

.VANS  SUPPRETTES  require  no  refrigeration  . . . 
ubrication  other  than  water  . . . and  dissolve 
iipletely,  with  virtually  no  leakage. 

i for  children  over  12  years  of  age  and  adults 
eringfrom  nausea  and  vomiting,  consider  higlier- 
ngth  IW4 A^S®  No.  1 or  fP/l A^S®  No.  2. 


A special  favorite*of 
Texas  physicians 
in  controlling 
childhood  vomiting 


WANS 


TM 


CHILDREN 

SUPPRETTES 
rectal  antinauseant/ antiemetic 

pyrilamine  ma'fatc  25  nig;  ^^l)dium  pentobarbital  .31)  mg 
Warning;  mtlV  bf  hnlMi  torming 

"Based  on  usage  by  dosage  form;  d;ita  gathered  by  independem  researe 
()rt'.a;;,;ation. 


5CRIPTION;  WANS'®  Children:  (Blue)  pyrilamine  maleate 
ng  and  pentobarbital  sodium*  'A  gr  (30  mg)  scored  for 
losage.  WANS®  No.  1:  (Pink)  pyrilamine  maleate  50  mg 
pentobarbital  sodium*  % gr  (50  mg)  scored  for  dosage. 
iNS*’  No.  2:  (Yellow)  pyrilamine  maleate  50  mg  and 
tobarbital  sodium*  I'A  gr  (100  mg)  scored  for  'A  dosage. 

ARNING;  may  be  habit  forming. 

-NTRAINDICATIONS:  Infants  under  6 months.  Acute 
•rmittent  porphyria,  known  hypersensitivity  to  barbiturates 
ntihistamines,  known  previous  barbiturate  addiction, 
ere  hepatic  impairment,  CNS  injury,  senility,  and  presence 
incontrolled  pain. 

tRNINGS:  Barbiturates  may  be  habit  forming.  Pre-existing 
chologic  disturbances  may  be  aggravated.  Idiosyncratic 
ctions  may  occur.  Acquired  sensitivity  may  result  in  allergic 
ctions.  Safety  in  pregnancy  has  not  been  established. 

ECAUTIONS:  Use  cautiously  with  other  sedative,  hypnotic 
larcotic  agents.  Use  with  caution  in  patients  with  acute  or 
onic  hepatic  disease,  fever,  hyperthyroidism,  diabetes 
Jlitus,  severe  anemia,  congestive  heart  failure,  or  a history 
Irug  dependence  or  suicidal  tendencies.  May  impair 
rtness  and  coordination  with  increased  accident  risk. 


ADVERSE  REACTIONS:  Drowsiness,  fatigue,  vertigo, 
incoordination,  tremor,  muscle  weakness,  ataxia,  hypotension, 
respiratory  depression,  delirium  and  coma.  Dryness  of  nose, 
mouth,  and  throat,  pupillary  dilatation  or  blurred  vision,  urinary 
retention,  abdominal  pain,  nausea,  vomiting,  diarrhea,  and 
hypersensitivity  reactions.  Overdose  may  result  in  hallucina- 
tions, excitement,  ataxia,  incoordination,  athetosis,  convulsions, 
and  death. 

DOSAGE  AND  ADMINISTRATION:  Rectally,  children  2-12 
years  of  age,  one  WANS®  CHILDREN  every  6-8  hours  as 
required.  Children  under  2 years  of  age  may  receive  'A 
the  above  dosage.  Adults:  Rectally,  one  WANS®  No.l  Supprette™ 
to  inhibit  mild  nausea  and/or  vomiting:  one  WANS®  No.  2 
Supprette  to  control  pernicious  vomiting.  Repeat  doses  for 
adults  should  be  4 to  6 hours  apart,  not  to  exceed  four  doses  in 
24  hours.  Moisten  finger  and  Supprette  with  water  before 
inserting.  Optimum  dosage  must  be  determined  in  each  case  by 
the  clinical  response. 


WEBCON 


r Webcon  Pharmaceutical  Division 
Alcon  Laboratories,  Inc. 

Fort  Worth,  Texas  76101 
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CONTINUING  EDUCATION  COURSES 


NOVEMBER 


Arthritis  & Rheumatism 

Title:  Arthritis  Symposium  on  Office 
Practice 

Sponsors:  West  Texas  Chapter,  Arthritis 
Foundation,  Midland;  Texas  Tech  Uni- 
versity School  of  Medicine,  Lubbock 
Location  of  Course:  Villa  Inn  Motel, 
Amarillo 

Date:  Nov  8,  1975 

Duration:  1 day;  7 hours  of  instruction 
Fee:  $20 

Designed  For:  Practicing  physicians  and 
residents:  Full  time  specialty  in  internal 
medicine,  arthritis  & rheumatism 
Enrollment:  Minimum,  10 
Credit:  7 hours,  AAFP;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel, 
seminar;  Special  guest  lecturer.  Dr. 
Ronald  Kaye,  Palo  Alto,  Calif 
Contact:  Dr.  Charles  W Seward,  Pres, 
Panhandle  Division,  Arthritis  Founda- 
tion Medical  Board,  PO  Box  3460, 
Amarillo  79106 


Title:  Clinical  Rheumatology 
Sponsors:  Dept  of  Internal  Medicine,  UT 
Health  Science  Center  at  Dallas;  A Webb 
Roberts  Center  for  Continuing 
Education 

Location  of  Course:  UT  Southwestern 
Medical  School,  Dallas 
Dates:  Nov  21-22,  1975 
Fee:  $25 

Credit:  12  hours,  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  curbstone  consultation 
Contact:  Continuing  Education,  UT 
Health  Science  Center  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas  75235 


Basic  Sciences:  Microbiology  & 
Immunology 

Title:  Second  Texas  Medical  Center 
Symposium  on  Infectious  Disease  and 
Microbiology 

Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; Baylor  College  of  Medicine;  UT 
System  Cancer  Center,  MD  Anderson 
Hospital  and  Tumor  Institute,  Hous- 
ton; Houston  Association  of  Medical 
Microbiologists 
Date:  Nov  7,  1975 

Teaching  Methods:  Lecture,  clinical  and 
laboratory  seminars 
Contact:  The  Office  of  the  Director,  UT 
Health  Science  Center  at  Houston, 
Division  of  Continuing  Education,  PO 
Box  20367,  Houston  77025 


Malignant  Disease 

Title:  20th  Annual  Clinical  Conference: 
Neoplasms  of  the  Skin  and  Malignant 
Melanoma 

Sponsors:  UT  System  Cancer  Center, 

MD  Anderson  Hospital  and  Tumor  In- 
stitute, Houston;  UT  Health  Science 
Center  at  Houston;  American  Cancer 
Society 

Location  of  Course:  Shamrock  Hilton 

Hotel,  Houston 

Dates:  Nov  13-14,  1975 

Duration:  Continuous:  2 days;  6V2  hours 

instruction  per  day 

Fee:  None 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Enrollment:  Maximum,  1,200 
Credit:  13  hours 

Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  lecture,  open 
question,  panel 

Contact:  Dr.  George  R Blumenschein, 
Assistant  Dir  for  Education,  UT  System 
Cancer  Center,  MD  Anderson  Hospital 
and  Tumor  Institute,  6723  Bertner  Ave, 
Houston  77025 


Title:  8th  Annual  Special  Pathology  Pro- 
gram: “Problems  in  Histopathological 
Diagnosis  of  Neoplasms  of  the  Skin: 
Selected  Case  Material’’ 

Sponsors:  Dept  of  Pathology,  UT  System 
Cancer  Center,  Houston;  Texas  Society 
of  Pathologists 

Location  of  Course:  Shamrock  Hilton 

Hotel,  Houston 

Date:  Nov  15,  1975 

Duration:  Continuous;  V2  day;  4 hours 

of  instruction 

Fee:  None 

Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Enrollment:  1,200 

Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  lecture,  open 
question,  panel,  seminar 
Contact:  Dr.  George  R Blumenschein, 
Assistant  Dir  for  Education,  UT  System 
Cancer  Center,  MD  Anderson  Hospital 
and  Tumor  Institute,  6723  Bertner  Ave, 
Houston  77025 


Ophthalmology 

Cancelled:  Tumor  Symposium;  Program 
in  Ophthalmology,  UT  Medical  School 
at  Houston;  November,  1975 


Orthopedic  Surgery 

Title:  The  Foot:  Child  and  Adult  (Ameri- 
can Academy  of  Orthopaedic  Surgeons 
Continuing  Education  Course) 
Sponsors:  American  Academy  of  Or- 
thopaedic Surgeons:  A Webb  Roberts 
Center  for  Continuing  Education,  Dallas 
Location  of  Course:  Marriott  Motor 
Hotel,  Dallas 
Dates:  Nov  6-8,  1975 
Duration:  Continuous:  3 days 
Fee:  AAOS  members,  $150;  Nonmem- 
bers and  other  physicians,  $200;  Resi- 
dents and  allied  health  personnel,  $100 
Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
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Enrollment:  250;  maximum,  300 
Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 

Teaching  Methods:  Lecture,  open  ques- 
tion, panel 

Contact:  Dr.  F Leon  Ware,  3600  Gaston 
Ave,  Suite  303,  Dallas  75246;  or  Dr. 
George  J Race,  Dean,  A Webb  Roberts 
Center  for  Continuing  Education,  3500 
Gaston  Ave,  Dallas  75246 


Pediatrics 

Title:  Newborn  Seminar 

Sponsor:  A Webb  Roberts  Center  for 

Continuing  Education 

Location:  Beasley  Auditorium,  Baylor 

University  Medical  Center 

Date:  Nov  5,  1975 

Duration:  V2  day 

Fee:  None 

Designed  for:  Pediatricians  and 
obstetricians 

Teaching  Method:  Lecture 
Contact:  A Webb  Roberts  Center  for 
Continuing  Education,  3500  Gaston  Ave, 
Dallas  75246 


Physical  Medicine  & Rehabilitation 

Title:  Sexual  Attitude  Reassessment 
(SAR)  Workshops 

Sponsor:  Texas  Institute  for  Rehabilita- 
tion and  Research 

Location  of  Course:  Texas  Institute  for 
Rehabilitation  and  Research,  Texas 
Medical  Center,  Houston 
Dates:  6 weekends;  call  or  write  contact 
for  dates 

Duration:  Continuous;  2V2  days;  20 
total  course  hours 
Fee:  $65 

Designed  For:  General  Practice  and  part 
time  specialty;  Full  time  specialty 
Teaching  Methods:  Audiovisual  mate- 
rials, small  group  discussion,  open 
question,  panel 
Enrollment:  Maximum,  60 
Contact:  Ms.  Joyce  Salhoot,  Chairper- 


son, Program  in  Human  Sexuality,  Texas 
Institute  for  Rehabilitation  and  Re- 
search, 1333  Moursund  Ave,  Houston 
77025 


Psychiatry 

Title:  Effective  Psychotherapy 
Sponsor:  Texas  Research  Institute  of 
Mental  Sciences,  an  agency  of  the  Texas 
Dept  of  Mental  Health  and  Mental 
Retardation 

Location  of  Course:  Auditorium,  Texas 
Research  Institute  of  Mental  Sciences, 
1300  Moursund,  Houston 
Dates:  Nov  19-21,  1975 
Fee:  $35 

Enrollment:  Maximum,  120 
Contact:  Dr.  James  L Claghorn,  Assist- 
ant Dir,  Texas  Research  Institute  of 
Mental  Sciences,  Texas  Medical  Center, 
Houston  77025 


Surgery 

Postponed:  Consultation  on  the  Jaundic- 
ed Patient;  UT  Health  Science  Center  at 
San  Antonio;  Nov  22-23,  1975 


DECEMBER 


Basic  Sciences:  Physiology 

Postponed:  Exercise  Physiology  in  Heart 
Disease;  Baylor  College  of  Medicine, 
Houston;  Dec  1-4,  1975 


Cardiovascular  Disease 

Title:  Selected  Topics  in  Cardiology 
Sponsor:  Division  of  Continuing  Edu- 
cation, UT  Health  Science  Center  at 
Houston 

Dates:  Dec  2-4,  1975 
Contact:  The  Office  of  the  Director,  UT 
Health  Science  Center  at  Houston, 
Division  of  Continuing  Education,  PO 
Box  20367,  Houston  77025 


General  Medicine 

Title:  Epilepsy,  Some  Thoughts  on 
Treatment  of  Refractory  Cases  (Dr. 
William  J Riley) 

Sponsors:  Harris  County  Academy  of 
Family  Physicians;  Geigy  Pharmaceu- 
ticals, Grant-in-Aid 
Location  of  Course:  Sheraton-Lincoln 
Hotel,  Houston 
Date:  Dec  8,  1975 

Duration:  1 session;  1 hour  instruction 
Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Credit:  1 prescribed  hour,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  Cassie  E Stuermer,  Chmn, 
Program  Committee,  Harris  County 
Academy  of  Family  Physicians,  103 
Jesse  H Jones  Library  Bldg,  Houston 
77025 


Obstetrics  & Gynecology 

Title:  Genetics  for  the  Obstetrician- 
Gynecologist;  The  Factors  Controlling 
the  Initiation  of  Labor 
Sponsors:  Southwestern  Gynecologic 
Assembly,  Dallas 

Location  of  Course:  Sheraton-Dallas 

Hotel,  Dallas 

Dates:  Dec  4-6,  1975 

Duration;  Continuous;  3 days;  5 hours 

instruction  per  day 

Fee:  $125 

Designed  For;  Full  time  specialty 
Enrollment:  Maximum,  200 
Credit:  15  hours;  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  live  clinic,  open  question, 
panel,  television 

Contact:  Dr.  Marvin  Gerard,  Registra- 
tion Chmn,  670  W Arapaho,  Richardson 
75080. 
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PSYCHIATRIC  INSTITUTE  OF  FORT  WORTH 
A FULL  SERVICE  PSYCHIATRIC  HOSPITAL 

With  Separate  Comprehensive  Units  For  Adults  and  Adolescents 


Virgil  M.  Cox,  Jr.,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


COMPREHENSIVE  mental  health 
services  for  the  treatment  of  all  types 
of  emotional  disorders,  with  separate 
facilities  for  adults  and  adolescents. 


AN  OPEN  STAFF  52  bed  fully 
equipped  private  psychiatric  hospital. 


LICENSED  BY  Texas  State  Department 
of  Mental  Health  and  Mental  Retardation. 


ACCREDITED  BY  Joint  Commission  on 
Accreditation  of  Hospitals;  Medicare 
certified  and  CHAMPUS  approved 


James  D.  Malone,  M.D. 
Diplomate,  American 
Board  of  Psychiotry 
and  Neurology 


OFFERING 

Biological  Treatments 
Psychopharmacotherapy 
Individual  and  Family  Therapy 
Drugs  and  Alcohol  Rehabilitation 
Therapeutic  Community 
[Milieu  Therapy] 

Psychosomatic  and  Geriatric  Research 
Psychodrama  and  Movement  Therapy 
Psychological  Testing  and 
Neurological  Evaluations 
Job  Rehabilitation  and 
Vocational  Counseling 
Crisis  Intervention  and 

Psychiatric  Emergency  Services 
Group  Psychotherapy;  Including  Transac- 
tional Analysis  and  Gestalt  Techniques 


Blaine  E.  McLaughlin,  M.D. 
F.A.P.A.,  F.A.C.P.,  Diplomate, 
American  Board  of  Psychiatry 
and  Neurology 


815  EIGHTH  AVENUE  FORT  WORTH,  TEXAS  76104  (817)  335-8222 

ADMINISTRATIVE  OFFICE  1510  WEST  TERRELL  (817)  335-4040 


Richard  D.  Yentis,  M.D. 
F.A.A.C.P.;  Diplomate, 
American  Board  of 
Psychiatry  and  Neurology 


J.  Paul  Smith 
Administrator 


36 


TEXAS  MEDICINE 


Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx.  1,000  tons) 


□ Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

□ Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HCl)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

□ Antivert/25  (meclizine  HCl)  25  mg.  Chewable  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 
BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


*INDICAT10NS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HCll  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  cTew  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  KX)  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  "Contraindications!’ 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and.  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 

request.  A division  of  Pfizer  Pharmaceuticals 


Aiitivert725 

(meclizine  HCl)  25  mg*Tablets 

for  vertigo* 


New  York,  New  York  10017 


Average  Time  Required  to  Fall  Asleep 

(Four  Geographically  Separated  Sleep  Research 
Laboratory  Clinical  Studies,  16  Subjects) 


With  Dalmane®(flurazepam 
HCl),  results  are  highly 
predictable. 

As  demonstrated  below,  Dalmane 
induces  sleep  within  17  minutes,  on 
average: 


(Decreased 

42.6%) 

14,69 

3 7 Dalmane 

placebo  (flurazepam  HCl) 

j baseline  30  mg  nights 

^ nights 


30- 

25- 


How  do  you 
handle  trouble 
falling  asleep? 


And  for  those  with  trouble 
staying  asleep  or  sleeping 
long  enough... 

. . . sleep  research  laboratory 
clinical  studies  prove;  Dalmane 
decreases  number  of  nighttime 
awakenings  and  increases  total 
sleep  time.  ^ 

Dalmane  (flurazepam  HCl) 
is  relatively  safe,  seldom 
causes  morning  “hang-over” 

Dalmane  is  generally  well 
tolerated.  The  usual  adult  dose  of 
30  mg  should  initially  be  lowered  to 
15  mg  for  the  elderly  and 
[debilitated,  to  help  preclude 
i oversedation,  dizziness  or  ataxia. 
Appraisal  of  possible  risks  is 
! suggested  before  prescribing. 

REFERENCES: 

1.  Karacan  1,  Williams  RL,  Smith  JR: 

I The  sleep  laboratory  in  the  investigation 
of  sleep  and  sleep  disturbances.  Scientific 
! exhibit  at  the  124th  annual  meeting  of  the 
[ American  Psychiatric  Association, 

! Washington  DC,  May  3-7,  197 1 

2.  Frost  JD  Jr:  A system  for  automati- 
cally analyzing  sleep.  Scientific  exhibit  at 
the  24th  annual  Clinical  Convention  of  the 
American  Medical  Association,  Boston, 

Nov  29-Dec  2,  1970;  and  at  the  42nd 
annual  scientific  meeting  of  the  Aerospace 
Medical  Association,  Houston,  Apr  26-29, 

1971 

3.  Vogel  GW:  Data  on  file.  Medical  Depart- 
ment, Hoffmann-La  Roche  Inc.,  Nutley  NJ 

4.  Dement  WC:  Data  on  file.  Medical 
Department,  Hoffmann-La  Roche  Inc., 

Nutley  NJ 

5.  Data  on  file.  Medical  Department, 
Hoffmann-La  Roche  Inc.,  Nutley  NJ 

Before  prescribing  Dalmane  (flurazepam 
HCl),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 


Contraindications:  Known  hypersensitivity 
to  flurazepam  HCl. 

\\^mings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 


or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocyto- 
penia, sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical 
reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity,  have  also  been  reported  in 
rare  instances. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCl. 


¥)ucan 
depend  on  the 
efficacy  of 

Dalmane 

(flurazepam  HCl) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  suffice  in  some  pa 
One  15-mg  capsule  h.s.—  initia 
elderly  or  debilitated  patients. 

for  insomnia 

Objectively  proved  in  the  sleep  research  laboratory: 

■ sleep  within  17  minutes,  on  average 

■ sleep  with  fewer  nighttime  awakenings 

■ sleep  for  7 to  8 hours,  on  average, 
with  a single  h.s.  dose 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Shmdda 

spedaOy  prepared 
pad(^e  insert 
be  made  available  to 
patients? 


Dr.  Alexander  M.  Schmidt 
Commissioner, 
Food  and  Drug 
Administration 


Dr.  James  H.  Sammons 
Executive  Vice  President 
of  the  American 
Medical  Association 


Dtak^ue 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a long  time.  Many  physicians  alread 
use  written  instruction  sheets  to  ' 
provide  patients  with  information  ■ 
about  the  drugs  they  are  taking.  Anc 
some  physicians  give  verbal  instruc! 
tions;  but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex-  i 
ercises.  I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there-' 
fore  do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package' 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  ar 
extension  of  drug  labeling. 


The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hand 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressec 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from  : 
the  physician  the  need  or  obligation 
to  explain  the  insert. 


Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


jiain  purpose  of  drug  information 
or  the  patient  is  to  get  his  coopera- 
!on  in  followinga  drug  regimen. 

'reparation  and  distribution  of 
latient  drug  information 

We  would  hope  to  amass  infor- 
nation  from  physicians,  medical 
ocieties,  the  pharmaceutical  indus- 
ry  and  centers  of  medical  learning, 
'he  ultimate  responsibility  for  uni- 
orm  labeling  must,  however,  rest 
vith  the  Food  and  Drug  Administra- 
ion.  There  is  nothing  wrong  with 
his  agency  saying,  “this  informa- 
lion  is  generally  agreed  upon  and 
herefore  it  should  be  used,”  as  long 
iS  our  process  for  getting  the  infor- 
Tiation  is  sound. 

Distribution  of  the  information 
,sa  problem.  In  great  measure  it 
vould  depend  on  the  medication  in 
question.  For  example,  in  the  case 
)f  an  injectable  long-acting  proges- 
erone,  we  would  think  it  mandatory 
0 issue  two  separate  leaflets— a 
^ihort  one  for  the  patient  to  read  be- 
ore  getting  the  first  shot  and  a long 
me  to  take  home  in  order  to  make  a 
jJecision  about  continuing  therapy, 
n this  case,  the  information  might 
)e  put  directly  on  the  package  and 
lot  removable  at  all.  But  for  a medi- 
ration  like  an  antihistamine  this 
nformation  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
Dption  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Dniy  the  doctor  can  remove  that  fear 
Dy  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
vithhold  any  information  from  the 
aatient  because,  first  of  all,  it  would 
ae  totally  dishonest  and  secondly,  it 
vould  defeat  the  very  purpose  of  the 
nsert.  I do  think  that  a patient  on  the 
airth  control  pill  should  know  about 
;he  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
;he  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyonetakinganti- 
histamines  not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particularantibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  fora  placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,theA.M.A.andtheF.D.A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  itcan 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition— 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D.A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


ACCEPTED  CONCEPTS  IN  ANGINA  THERAPY^ 

• Nitrates  are  the  first  line  of  defense 
against  angina  pectoris 

• The  therapeutic  goal  of  oral  nitrate  therapy 
is  an  anaina-free  patient 


When  higher  dosage  is  necessary  in  the 
prophylaxis  of  angina 

prescribe 


W. ; I 


(isosorbide 

dinitrate) 

20  mg. 


Scored,  oral  tablets 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg./day) 

• To  provide  prophylaxis  against  anginal  attacks  often  caused 
by  unavoidable  everyday  stress. 

• To  reduce  the  frequency  and  severity  of  angina  pectoris 
attacks.  (Not  intended  to  abort  the  acute  episode.) 


♦ Indications;  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences— National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

“Possibly”  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 


Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 

Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  iS 
common  and  may  be  severe  and  persistent. Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/or  professional  samples? 

IVES  LABORATORIES  INC.^ 

New  York,  New  York  10017  ® 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE® 
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TEXAS  MEDICINE 


COMING 

MEETINGS 


TEXAS  MEDICAL  ASSOCIATION,  HOUSE  OF  DELEGATES 

The  Fall  Session  of  the  House  of  Delegates  will  he  held  Nov 
8-9,  1975,  at  the  Austin  Hilton  Inn,  Austin.  The  hearings  of  the 
Reference  Committee  on  Professional  Insurance  will  begin  at 
10:30  am  Sat,  Nov  9.  All  other  reference  committee  hearings 
begin  at  9 am.  All  members  are  encouraged  to  visit  reference 
committee  hearings.  The  House  will  convene  at  8 am  on  both 
days. 

Contact:  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar  Blvd, 
Austin  78701. 

AMERICAN  MEDICAL  ASSOCIATION 

Continuing  education  for  physicians  will  be  the  theme  of  the 
28th  Clinical  Convention  of  the  American  Medical  Association 
Nov  30-Dec  5,  1975,  in  Honolulu.  Forty-one  post  graduate 
courses  will  be  offered  to  physicians  attending  the  convention. 
Physicians  involved  in  sports  medicine  will  take  courses  on 
the  physicial  exam;  medical  problems  of  karate,  judo  and 
yoga;  emergency  care  on  the  field;  wrestling,  swimming  and 
diwng;  and  rehabilitation  of  the  injured  athlete.  Luncheon 
round  tables  will  include  sessions  on  ancient  Polynesian  medi- 
cine and  on  travel  health.  Special  lectures  will  be  presented  on 
the  latest  information  on  the  state  of  the  art  in  treatment  of 
high  blood  lipids,  stress  ulcers,  breast  cancer,  poisons,  antibiotic 
therapy,  coronary  artery  surgery,  stomach  cancer,  computerized 
scanning,  management  of  obesity  and  pulmonary  clots.  Regis- 
tration for  the  convention  will  open  on  Sat,  Nov  29.  Courses 
and  lectures  will  be  held  Dec  1-5.  The  House  of  Delegates  will 
hold  its  semi-annual  meeting  Nov  30-Dec  3. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ASSOCIATION  OF  BLOOD 
BANKS,  Chicago,  Nov  9-14,  1975.  28th 
annual  meeting.  Format  features  technical 
seminar,  general  sessions,  scientific  pro- 
gram, the  Karl  Landsteiner  Memorial 
Award  Lectures.  Call  to  order  at  6 pm. 
Tues,  Nov  11,  followed  at  7 pm  by  recep- 
tion. Program  starts  Wed,  Nov  12.  covers 
discussion  of  the  American  Blood  Commis- 
sion, concepts  of  licensing  by  blood  service 
areas,  blood  establishment  inspection  and 
registration  system  (BEIRS),  liability  in- 
surance, others.  Workshops  Nov  9-10.  In- 
vited lecturers  include  Ruth  Guy,  PhD, 
Dallas;  Dr.  Alain  Marengo-Rowe,  Dallas; 
Harrell  L Connelly,  Houston;  Robert  L 
Jones  and  Susan  C Jones,  Austin;  others. 
Social  program.  Palmer  House  is  head- 
quarters. Category  I,  AM  A Physician’s 
Recognition  Award.  Registration  fees: 
annual  meeting  and  seminar,  $45  for  mem- 
ber, $80  for  nonmember;  annual  meeting 
only,  $25  for  member,  $50  for  nonmember. 
Contact:  1828  L St,  NW.  Washington,  DC 
20036. 


ARKANSAS  REGIONAL  MEETING, 
AMERICAN  COLLEGE  OF  PHYSICIANS, 
the  University  of  Arkansas  Medical  Center, 
Little  Rock,  Nov  15,  1975.  Designed  to 
bring  physicians  up-to-date  on  late  devel- 
opments in  internal  medicine.  Category  I. 
AMA  Physician’s  Recognition  Award.  Con- 
tact: Dr.  Joseph  H Bates,  FACP,  Veterans 
Administration  Hospital,  300  E Roosevelt 
Rd.  Little  Rock,  Ark  72206. 


Contact:  Dept  of  Scientific  Assembly,  AMA,  535  N Dearborn 
St,  Chicago  60610. 

AMERICAN  ASSOCIATION  OF  GYNECOLOGICAL 
LAPAROSCOPISTS 

The  American  Association  of  Gjmecological  Laparoscopists  will 
hold  its  Second  International  Congress  of  Gjmecologic  Endos- 
copy Nov  20-23,  1975,  at  the  Las  Vegas  Hilton  Hotel.  The  pro- 
gram will  include  fetoscopy,  hysteroscopy,  infertility,  law  and 
the  laparoscopists,  endoscopy  in  oncology,  endoscopy  endome- 
triosis, lost  lUDs,  ano\Tilation,  and  economics  and  g'j’n  endos- 
copy. In  addition,  there  will  be  general  sessions,  closed  circuit 
TV  and  audiovisual  presentations. 


SOUTHERN  MEDICAL  ASSOCIATION, 
Miami  Beach,  Nov  16-19,  1976,  annual 

scientific  meeting.  Co-sponsored  by  Ameri- 
can Society  of  Clinical  Pathology.  Florida 
Society  of  Pathologists,  SMA  Section  on 
Medicine.  Postgraduate  courses  include  Pre- 
vention and  Control  of  Hospital-Associated 
Infections.  Course  on  children’s  orthopedics 
treats  current  trends  on  concepts  and 
methods  of  treatment  for  children’s  or- 
thopedics. including  congenital  and  devel- 
opment deformities  and  disorders  such  as 
club  foot,  congenital  dislocation  of  the  hip, 
Legg-Perthes  Disease,  scoliosis,  cerebral 
palsy,  myelodysplasia,  tumors.  More  than 
6,000  physicians  and  medical  professionals 
expected  to  attend.  SMA.  2601  Highland 
Ave  S,  Birmingham,  Ala  35205. 


Contact:  Dr.  Jordan  M Phillips,  11239  S Lakewood  Blvd, 

Dowmev,  Calif  90241.  othef  courses  and  symposiums,  see 

Continuing  Education  Courses,  pp  34-35. 


Volume  71,  November,  1975 


43 


Calendar  of  Listings 

■ Denotes  Texas  Meetings 


OTHER  NOVEMBER  MEETINGS 


ACADEMY  OF  PSYCHOSOMATIC  MEDICINE,  New 
Orleans,  Nov  16-19,  1975.  Dr.  Jerome  J Harris,  Public 
Relations  Dir,  Galloping  Hill  Rd,  Kenilworth,  NJ  07033. 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Atlanta,  Nov  16-21,  1976. 

Creston  C Herold,  Exec  Off,  30  N Michigan  Ave,  Chi- 
cago 60602. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Chi- 
cago, Nov  9-14,  1975.  RL  Thomas,  Exec  Dir,  1828  L St 
NW,  Washington,  DC  20036. 

AMERICAN  ASSOCIATION  OF  GYNECOLOGICAL 
LAPAROSCOPISTS,  Las  Vegas,  Nev,  Nov  20-23,  1976. 
Dr.  Jordan  M Phillips,  Pres,  11239  S Lakewood  Blvd, 
Downey,  Calif  90241. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE.  Boston,  Nov  16-21,  1976.  Joseph  J 
Garvey,  Exec  Off,  2317  W Jefferson  St,  Joliet,  111 
60436. 

AMERICAN  ASSOCIATION  OF  PUBLIC  HEALTH 
PHYSICIANS,  Chicago,  Nov  16-20,  1975.  Dr.  JV  Sessums, 
Jr,  Sec-Treas,  1703  Ridgemont,  Austin  78723. 

AMERICAN  CANCER  SOCIETY,  INC,  New  York,  Nov 
6-7,  1976.  Lane  W Adams,  Exec  Off,  219  E 42nd  St, 
New  York  10017. 

AMERICAN  COLLEGE  OF  PREVENTIVE  MEDICINE, 
Chicago,  Nov  16-17,  1976.  Ward  Bentley,  Exec  Dir,  801 
Old  Lancaster  Rd.  Bryn  Mawr,  Pa  19010. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE, Atlanta,  Nov  16-21,  1976.  Creston  C Herold,  Exec 
Dir,  30  N Michigan  Ave,  Chicago  60602. 

AMERICAN  FRACTURE  ASSOCIATION,  Bal  Harbour, 
Fla,  Nov  16-20,  1976.  Dr.  HW  Wellmerling,  Sec-Gen, 
600  Livingston,  Bloomington,  111  61701. 

■ AMERICAN  HEART  ASSOCIATION,  Dallas,  Nov 
18-22,  1976.  WW  Moore,  Exec  Off,  44  E 23rd  St,  New 
York  10010. 

AMERICAN  MEDICAL  ASSOCIATION,  Honolulu,  Nov 
29-Dec  4,  1976.  636  N Dearborn,  Chicago  60610. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION. 
Tucson,  Ariz,  Nov  6-9,  1976.  Lorraine  Loesel,  Exec 

Off,  1740  Broadway,  New  York  10019. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Chi- 
cago, Nov  16-20,  1976.  Dr.  WH  McBeath,  Exec  Dir, 
1016  18th  St  NW,  Washington,  DC  20036. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  San  Juan,  PR, 
Nov  6-8,  1976.  Dr.  Warren  R Lang,  Sec-Treas,  Health 
Sciences  Center,  130  S 9th  St,  Suite  1006,  Philadelphia 
19107. 

ARKANSAS  REGIONAL  MEETING,  AMERICAN  COL- 
LEGE OF  PHYSICIANS,  Little  Rock,  Ark.  Nov  15. 
1975.  Dr.  Joseph  H Bates,  FACP,  Veterans  Administra- 
tion Hospital,  300  E Roosevelt  Rd,  Little  Rock,  Ark 
72206. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Washington,  DC,  Nov  1-6,  1976.  Dr.  John  AD  Cooper, 
Pres.  One  Dupont  Circle,  NW,  Washington,  DC  20036. 


CONGRESS  OF  RADIOLOGY,  Manila,  Philippines, 
Nov  10-14,  1976.  The  Institute  for  Continuing  Educa- 
tion, PO  Box  11083,  Richmond,  Va  23230. 

NATIONAL  CONFERENCE  ON  PHYSICIANS, 
SCHOOLS  AND  COMMUNITIES,  Chicago,  Nov  20-21, 
1976.  636  N Dearborn,  Chicago  60610. 

NATIONAL  KIDNEY  FOUNDATION.  New  York,  Nov 
20-23,  1976.  116  E 27th  St,  New  York  10016. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov  30-Dec  6,  1976.  Adele  Swenson,  Exec  Dir, 
One  MONY  Plaza,  Syracuse,  NY  13201. 

SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla.  Nov  16-19,  1976.  Mr.  Robert  F Butts,  Exec  Dir, 
2601  Highland  Ave,  Birmingham,  Ala  36205. 

■ TEXAS  MEDICAL  ASSOCIATION,  House  of  Delegates, 
Austin,  Nov  8-9,  1975.  C Lincoln  Williston,  Exec  Dir,  1801 
N Lamar  Blvd,  Austin  78701. 

■ TEXAS  RESEARCH  INSTITUTE  OF  MENTAL  SCI- 
ENCES, Houston,  Nov  19-21,  1976.  Dr.  James  L Clag- 
horn,  1300  Moursund  Ave,  Houston  77026. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Fort  Worth,  Nov  7-8,  1976.  Dr. 
Bland  Schwarting,  Pres,  304  Medical  Professional  Bldg, 
San  Antonio  78212. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  San 
Francisco,  Dec  6-11,  1976.  Dr.  John  M Shaw,  Sec-Treas 
and  Exec  Off,  1116  S Fifth  Ave,  Tacoma,  Wash  98406. 

■ AMERICAN  SOCIETY  OF  HEMATOLOGY,  Dallas, 
Dec  6-9,  1976.  Charles  B Slack,  Inc,  6900  Grove  Rd, 
Thorofare,  NJ  08086. 

DEBORAH  HEART  AND  LUNG  CENTER,  New  York. 
Dec  6-6,  1976.  Dr.  Harry  Goldberg.  Chmn,  Symposium 
Committee.  Suite  1100,  110  E 69th  St,  New  York  10022. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  Hono- 
lulu. Dec  6-9,  1976.  Dr.  Jesse  L Ray,  1616  N Lake  Shore 
Dr,  Chicago  60610. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va,  Dec  8-10,  1976.  Dr.  WD  Warren,  Sec,  Emory  Uni- 
versity, Atlanta  30033. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Dec  4-6,  1976.  Dr.  Marvin  Gerard,  Chmn,  Registration 
and  Public  Relations  Committee,  670  W Arapaho,  Suite  2, 
Richardson,  Tex  76080. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE.  San 
Antonio,  Dec  4-6,  1976.  Dr.  Robert  D Bone,  Sec-Treas, 
Box  841,  Corsicana  76110. 

■ TEXAS  CHAPTER,  AMERICAN  COLLEGE  OF  PHY- 
SICIANS, San  Antonio,  Dec  4-6,  1975.  Dr.  Paul  Cutler, 
Assoc  Dean  for  Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio  78284. 

■ TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec  4-6,  1976.  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT  Health  Science  Cen- 
ter at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio 
78284. 
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JANUARY,  1976 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, New  Orleans.  Jan  30-Feb  4,  1976.  Dr.  CV 
Heck,  430  N Michigan  Ave,  Chicago  60611. 

AMERICAN  COLLEGE  OF  PSYCHIATRISTS,  Coro- 
nado, Calif,  Jan  28-Feb  1,  1976.  Dr.  JC  Nemiah,  Sec- 
Gen,  330  Brookline  Ave,  Boston  02215. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH 
TEXAS  CHAPTER.  Brownsville,  Jan  29-31,  1976.  Dr. 
Edwin  M Sykes,  Jr,  Sec,  428  Baltimore,  San  Antonio 
78216. 

AMERICAN  ORTHOPAEDIC  FOOT  SOCIETY.  New 
Orleans,  Jan  30,  1976.  Dr.  RA  Mann,  Sec,  6496  Fernhoff 
Rd,  Oakland,  Calif  94619. 

AMERICAN  SOCIETY  FOR  SURGERY  OF  THE  HAND, 
New  Orleans,  Jan  28-30,  1976.  Dr.  JA  Boswick,  Jr, 
Sec-Treas,  4200  E 9th  St,  Box  2414,  Denver  80220. 

INTER-AMERICAN  SYMPOSIUM  ON  INTERNAL 
MEDICINE.  Mexico  City,  Jan  12-16,  1976.  Dr.  James  F 
Hammarsten,  The  University  of  Okla  Health  Sciences 
Center,  College  of  Medicine,  Dept  of  Medicine,  PO  Box 
26901,  Oklahoma  City  73190. 

SOCIETY  OF  THORACIC  SURGEONS,  Washington, 
DC,  Jan  26-28,  1976.  WG  Purcell,  Bus  Mng,  111  E 
Wacker  Dr,  Chicago  60601. 

SOUTHERN  SOCIETY  FOR  PEDIATRIC  RESEARCH, 
New  Orleans,  Jan  23-24,  1976.  Dr.  JR  Montgomery.  Sec- 
Treas,  1200  Moursund  Ave,  Houston  77026. 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS.  Snow- 
mass,  Colo,  Jan  24-31,  1976.  Donald  C Jackson,  Exec 
Dir,  1906  N Lamar  Blvd,  Austin  78706. 

■ TEXAS  MEDICAL  ASSOCIATION.  Austin,  Jan  16-18, 
1976.  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar 
Blvd,  Austin  78701. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  Fort  Worth, 
Jan  23-26,  1976.  Iris  Wenzel,  1801  N Lamar  Blvd,  Aus- 
tin 78701. 

US  VIRGIN  ISLANDS  MEDICAL  SOCIETY.  St.  Thom- 
as, VI.  Jan  29-31,  1976.  Dr.  Harold  A Hanno,  Sec.  Box 
1442,  St.  Thomas,  VI  00801. 


FEBRUARY,  1976 

AMERICAN  COLLEGE  OF  CARDIOLOGY,  New  Or- 
leans, Feb.  1976.  William  D Nelligan,  Exec  Off.  9650 
Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  GROUP  PSYCHOTHERAPY  ASSOCIA- 
TION, Boston,  Feb  3-7,  1976.  Ms.  M Block,  Admn  Sec, 
1866  Broadway.  12th  Floor,  New  York  10023, 

AMERICAN  SOCIETY  OF  CONTEMPORARY  MEDI- 
CINE AND  SURGERY,  Bal  Harbour.  Fla.  Feb  29-Mar  6, 
1976.  Dr.  John  G Bellows,  Dir,  30  N Michigan  Ave,  Chi- 
cago 60602. 

■ DISTRICT  I MEDICAL  SOCIETY  OF  THE  TEXAS 
MEDICAL  ASSOCIATION,  El  Paso,  Feb  7,  1976.  Dr. 
Laurance  N Nickey,  Sec-Treas,  1616  N Oregon,  El  Paso 
79902. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS.  San  Antonio,  Feb  26-27,  1970.  SE  Cock- 
rell, Jr,  Exec  Off,  202  W French  Place,  San  Antonio  78212. 


NOAH  WORCESTER  DERMATOLOGICAL  SOCIETY. 
Hollywood,  Fla.  Feb  28-Mar  6,  1976.  Dr.  H Plotnick,  Sec- 
Treas,  1160  David  Whitney  Bldg,  Detroit  48226. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLO- 
GY, Miami  Beach.  Fla,  Feb  29-Mar  6,  1976.  Dr.  John  Bel- 
lows, Exec  Off,  30  N Michigan  Ave,  Chicago  60602. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Houston,  Feb  18-20,  1976.  Mrs.  Floy  Bleker, 
Exec  Sec,  4300  N Lamar  Blvd,  Austin  78756. 

SOUTHEASTERN  SURGICAL  CONGRESS,  New  Or- 
leans. Feb  8-12,  1976.  Dr.  AH  Letton,  Sec-Dir,  316  Boule- 
vard NE,  Suite  600,  Atlanta  30312. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Galveston, 
Feb  23-26,  1976.  Robert  E Monroe,  Exec  Sec-Treas,  1117 
W 42nd,  Austin  78766. 


MARCH,  1976 

ALPHA  EPSILON  DELTA.  Tuscaloosa,  Ala,  Mar  31- 
Apr  3,  1976.  7 Brookside  Circle,  Bronxville,  NY  10708. 

AMERICAN  ACADEMY  OF  ALLERGY,  San  Juan.  PR, 
Mar  6-10,  1976.  JO  Kelley,  Exec  Off,  225  E Michigan 
St,  Milwaukee  63202. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  & 
BACTERIOLOGISTS,  Boston,  Mar  20-23,  1976.  9660 

Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  DIOPTER  & DECIBEL  SOCIETY,  San 
Diego,  Calif,  Mar  14-21,  1976.  Dr.  Albert  C Esposito. 
Exec  Dir,  Suite  100,  Medical  Center  Bldg,  420-422  11th 
St,  Huntington,  WVa  26701. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMA- 
COLOGY AND  THERAPEUTICS,  Seattle.  Mar  18-19, 
1976.  1718  Gallagher  Rd,  Norristown,  Pa  19410. 

ASPEN  RADIOLOGY  CONFERENCE,  Aspen.  Colo,  Mar 
1-6,  1976.  Registration  Division,  1818  Gaylord  St,  Denver 
80206. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDI- 
CAL INSTRUMENTATION.  Atlanta.  Mar  21-26,  1976. 
1901  N Ft  Myer  Dr,  Suite  602,  Arlington,  Va  22209. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  In- 
dia, Mar  17-Apr  4,  1976.  Exec  Offices,  147-41  Sanford 
Ave,  Flushing,  NY  11366. 

NEVADA  TUMOR  REGISTRY  OF  THE  NEVADA 
CANCER  CONTROL  INSTITUTE,  Las  Vegas,  Nev, 
Mar  11-12,  1976.  Ms.  Irene  S Peacock.  1800  W Charles- 
ton Blvd,  Las  Vegas,  Nev  89102. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  Mar  29-Apr  1.  1976.  1430  Tulane  Ave. 
New  Orleans,  La  70112. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  New 
Orleans.  Mar  6-7,  1976.  Louis  R Giancola,  Exec  Dir, 
1400  Hicks  Rd.  Rolling  Meadows,  111  60008. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  McAllen,  Mar  11-13,  1976.  Iris  Wen- 
zel, 1801  N Lamar  Blvd,  Austin  78701. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Houston,  Mar 
4-6,  1976.  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin 
78701. 
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APRIL,  1976 


AMERICAN  ACADEMY  OF  NEUROLOGY,  Toronto, 
Apr  26-May  1,  1976.  Stanley  A Nelson,  Exec  Off,  4015 
W 65th  St,  Suite  302A.  Minneapolis  55435. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Louis- 
ville, Apr  20-23,  1976.  Dr.  John  C Finerty,  Pres,  LSU 
Medical  Center,  Suite  1510,  Canal  LaSalle  Bldg,  New 
Orleans  70112. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Los  Angeles,  Apr  23-25,  1976.  William  T Mal- 
oney, Exec  Off,  6 Beacon  St,  Boston  02108. 

AMERICAN  COLLEGE  OF  ALLERGISTS,  Las  Vegas, 
Nev,  Apr  4-8,  1976.  Eloi  Bauers,  JD,  Exec  Vice-pres/ 
Counsel,  2100  Dain  Tower,  Minneapolis  65402. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Den- 
ver, Apr  27-30,  1976.  James  W Dilley,  Exec  Dir,  2807 
Central.  Evanston,  111  60201. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Philadelphia, 
Apr  5-8,  1976,  Dr.  Edward  C Rosenow,  Jr,  4200  Pine  St, 
Philadelphia  19104. 

■ AMERICAN  GERIATRICS  SOCIETY,  INC,  Houston, 
Apr  21-22,  1976.  10  Columbus  Circle,  New  York  10019. 

DIGESTIVE  DISEASE  WEEK,  Miami  Beach,  Fla,  Apr 
22-27,  1976.  Fred  Kern,  Jr,  Pres,  4200  E 9th  Ave, 
Denver  80220. 

AMERICAN  BRONCHO-ESOPHAGOLOGICAL  ASSO- 
CIATION. Palm  Beach,  Fla,  Apr  27-28,  1976.  Dr.  LW 
Pratt,  Sec,  37  Lawrence  Ave,  Fairfield,  Me  04937. 

AMERICAL  FERTILITY  SOCIETY,  Las  Vegas,  Nev, 
Apr  .5-8,  1976.  Dr.  JC  Weed,  Med  Dir,  1608  13th  Ave  S, 
Suite  101,  Birmingham,  Ala  35206. 

AMERICAN  MEDICAL  ELECTROENCEPHALOGRA- 
PHIC  ASSOCIATION,  Savannah,  Ga,  Apr  7-11,  1976. 
Dr.  WA  Stephenson,  Sansum  Medical  Clinic,  Inc,  PO 
Drawer  LL,  Santa  Barbara,  Calif  93102. 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIA- 
TION, Cincinnati,  Apr  24-29,  1976.  HN  Schulz,  Exec 
Dir,  150  N Wacker  Dr,  Chicago  60606. 

AMERICAN  OTOLOGICAL  SOCIETY.  Palm  Beach,  Fla. 
Apr  25-26,  1976.  Dr.  GD  Taylor,  Sec-Treas,  221  Marshall 
Taylor  Dr  Bldg,  Jacksonville,  Fla  32207. 

AMERICAN  SOCIETY  FOR  ARTIFICIAL  INTERNAL 
ORGANS,  San  Francisco,  Apr  1-3,  1976.  Mrs.  KK 

Burke,  Exec  Dir,  ASAIO  National  Office,  PO  Box  777, 
Boca  Raton,  Fla  33432. 

AMERICAN  SOCIETY  FOR  EXPERIMENTAL  PATH- 
OLOGY, Anaheim,  Calif,  Apr  11-16,  1976.  Dr.  GB  Mider, 
Exec  Off,  9650  Rockville  Pike,  Bethesda,  Md  20014. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  PSY- 
CHOANALYSIS, New  York,  Apr  13,  1976.  Dr.  M Ren- 
don, Sec,  333  E 30  St,  New  York  10016. 

ASSOCIATION  OF  CONVALESCENT  HOMES  AND 
HOSPITALS  FOR  ASTHMATIC  CHILDREN,  Las 
Vegas,  Nev,  Apr  1-2,  1976.  I Friedman,  Exec  Vice-pres, 
Spring  Valley  Rd,  Ossining,  NY  10562. 
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TEXAS  MEDICINE 


for  young . . . old . . .in-between 


)r  effectiveness  — Recommend  Rhinall  with  confidence  for 
lort-term  therapy  in  the  acute  stage  of  nasal  congestion, 
hether  in  spray  or  drops,  Rhinall  brings  fast,  temporary  re- 
;f  from  stuffy  nose. 

jjr  safety  — Why  use  a “long-acting”  decongestant,  with  its 
Ijntraindications,  for  short-term  therapy?  Rhinall  is  safe  and 
'spendable  when  used  as  directed. 

3r  children!  — RhinaII-10  (Phenylephrine  0.2%)  is  the  fla- 
'ored  nose  drop.  Its  mild  strength  is  specially  formulated  for 


jliinall  drops  and  spray  contain:  Phenylephrine  HCI  U.S.P.  (0.25%), 
'hlorobutanol  (0.15%),  Sodium  Bisulfite  (0,03%),  Benzalkonium  Chlo- 
he  (1:10,000).  In  an  Isotonic  Saline  Solution. 


children.  Isotonic  — pH  is  adjusted  to  minimize  stinging  and 
burning.  Cherry  fiavor  makes  it  pleasant  to  use.  Parents  appre- 
ciate Rhinall-10  because  it’s  easy  to  administer,  restores  free 
breathing. 

For  convenience  — Regular  Rhinall  is  available  in  drops 
or  easy-to-use  spray.  And  Rhinall  products  require  no 
prescription. 

mS)  First  Tcxlis  PhiiiniiiCCuticLils,  Inc.  oaiias.  le.as  75_>34 

ihe  Concern  Jor  Care 


Rhinall-10  contains:  Phenylephrine  HCI  U.S.P.  (0.2%),  Chlorobutanol 
(0.15%),  Sodium  Bisulfite  (0.03%),  Benzalkonium  Chloride  (1:10,000). 
in  an  Isotonic  Saline  Solution. 


an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

C/XI\/l/\  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg.; 


aluminum  hydroxide  dried  gel,  150  mg. 

Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  1 0 grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ey 

LABORATORIES  ^ 

Division  of  Sandoz-Wander,  Inc, 

Lincoln,  Nebraska  68501 


Information  for  authors 


Material  for  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  1801  North  Lamar  Blvd.,  Austin 
78701.  It  must  be  offered  solely  to  this  journal. 
Each  paper  is  reviewed  by  a consultant  specialist 
and  an  editorial  board,  and  is  accepted  or  rejected 
on  the  basis  of  its  individual  merit  and  the  avail- 
ability of  other  material. 

Manuscripts  shou\6  be  typed  double-spaced 
with  ample  margins  on  firm  paper.  Two  copies 
should  be  submitted,  and  the  author  should  keep 
a copy. 

The  title  should  include  the  words  most  suit- 
able for  indexing  the  article  in  “Index  Medicus,” 
should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  gram- 
matically with  the  main  title. 

The  author's  names  an6  degrees  should  follow 
the  title,  and  their  mailing  addresses  should  be 
listed  at  the  end  of  the  article. 

A concise  introductory  summary  is  required. 

The  text  should  be  narrative  with  complete 
sentences,  jew  abbreviations,  and  logical  sub- 
heading. For  spelling  and  usage  the  editors  follow 
“Dorland’s  Illustrated  Medical  Dictionary,”  24th 
edition,  and  “Webster’s  Third  New  International 
Dictionary,  Unabridged.”  Quotations  musi  g\'Je 
credit  to  both  author  and  source. 

Reference  lists  should  contain  in  this  order 
(1)  author’s  last  name,  initials,  (2)  title  of  article 
or  book,  (3)  name  of  journal,  (4)  volume  and  in- 
clusive page  numbers,  written  33:156-160,  (5) 
year.  For  books,  the  title  should  be  followed  by 
place  of  publication,  name  of  publisher,  and  year. 

Illustrations  should  be  black  and  white  draw- 
ings or  positive  photographs,  with  neat,  uniform, 
fairly  large  lettering.  A label  pasted  to  the  back 
of  each  illustration  should  indicate  its  number, 
top,  author’s  name,  and  title  of  article  in  brief. 
Legends  should  be  in  complete  sentences,  num- 
bered, and  typed  on  a separate  sheet.  Color 
illustrations  are  authorized  if  they  are  of  special 
value. 

Tables  should  be  typed  on  separate  sheets. 
Column  headings  should  show  points  of  simi- 
larity: side  headings,  points  of  difference. 

Permission  should  be  obtained  from  the  pub- 
lishers and  the  authors  for  any  previously  pub- 
lished material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations 
in  the  text  may  be  used  without  permission,  but 


should  be  quoted  exactly  with  the  source  credited 
in  the  bibliography.  Copies  of  permission  letters 
should  be  submitted  with  the  manuscript. 

All  material  is  subject  to  editing,  but  authors 
receive  typescripts  to  check  before  publication. 
Prompt  return  of  typescripts  to  Texas  Medicine 
office  avoids  delay  in  publication.  After  the  article 
is  sent  to  the  printer,  only  minimal  revision  may 
be  made. 

Reprints  are  available  directly  from  the  printer 
at  an  established  schedule  of  costs.  Authors 
automatically  receive  order  blanks  when  their 
articles  are  published. 

Editorials  should  be  prepared  in  the  same  gen- 
eral manner,  and  should  be  written  in  clear,  con- 
cise language.  They  should  be  300-500  words  in 
length  (about  two  to  three  pages  typed  with 
double  spacing.) 

Contributions  to  the  news  section  should  be 
sent  to  the  Editorial  Offices,  1801  N.  Lamar 
Blvd.,  Austin  78701. 

LetterswW  be  published  as  space  permits,  and 
at  the  discretion  of  the  Managing  Editor. 


PUBLICATION  INFORMATION 

Texas  Medicine  is  published  monthly  by  the  Texas 
Medical  Association. 

Contributions,  previously  unpublished,  are  welcomed 
for  review.  News  and  other  items  should  be  sent  to  the 
Editorial  Offices  four  weeks  prior  to  publication.  All 
contributions  are  sent  at  the  owner’s  risk. 

Scientific  Articles  are  reviewed  by  technical  and  spe- 
cialist consultants  and  are  selected  for  publication  in 
Texas  Medicine  by  the  Scientific  Publication  Commit- 
tee, which  is  appointed  by  the  Board  of  Publication. 
Editorials  and  other  articles  are  subject  to  review  by 
officers  of  the  Texas  Medical  Association,  appropriate 
expert  and  technical  consultants,  and  representatives 
of  county  medical  societies  when  in  their  purview. 

Scientific  Publication  Committee:  Joseph  M.  Abell,  Jr., 
MD,  Austin,  Chairman;  Robert  Askew,  MD,  Austin,  Vice- 
Chairman;  Ronald  P.  Boren,  MD,  Austin;  Ernest  C.  But- 
ler, MD,  Austin;  Jesse  D.  Cone,  MD,  Odessa;  C.  W. 
Daeschner,  MD,  Galveston;  George  A.  Gates,  MD,  San 
Antonio;  Francis  E.  McIntyre,  MD,  Austin;  Tracy  R. 
Gordy,  MD,  Austin;  R.  Maurice  Hood,  MD,  Austin;  Pax- 
ton H.  Howard,  Jr,  Temple;  Joseph  Lancaster,  MD, 
Austin;  Paul  C.  Peters,  MD,  Dallas;  Richard  S.  Ruiz, 
MD,  Houston;  H.  Irving  Schweppe,  Jr.,  MD,  Houston; 
Theodore  P.  Votteler,  MD,  Dallas. 

Publication  of  any  article  or  statement  is  not  to  be 
deemed  an  endorsement  of  the  views  expressed  there- 
in, nor  shall  publication  of  any  advertisement  be  con- 
sidered an  endorsement  of  or  approval  of  the  product 
or  service  involved. 
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The  only  major  new 
combination  antihypertensive 
in  a decade 


Each  tablet  contains: 

Catapres®,  brand  of  clonidine  hydrochloride, 
0.1  or  0.2  mg  and  chlorthalidone,  15  mg 


Please  see  brief  summary  of  the  prescribing  information  including  precautions,  warnings,  adverse  reactions. 


^^nonreserpine . ^ 

Combipreso-e 

Each  tablet  contains: 

Catapres,®  brand  of  clonidine  hydrochloride. 

0.1  or  0 2 mg  and  chlorthalidone.  15  mg 

Works  better  than  either 
component  in  equivalent 
doses* 

Works  in  mild  to  severe 
hypertension 

Works  conveniently  for 
patients  who  need  more 
than  one  drug* 

Works  for  less  than  the 
cost  of  separate  Rxs* 

Works  and  works  and 
works — convenience  and 
economy  promote  long- 
term patient  compliance 

‘Combipres  is  not  indicated  for  initial  therapy  of 
hypertension.  It  is  indicated  for  hypertensive 
patients  who  need  more  than  one  drug  for  ade- 
quate lowering  of  blood  pressure  and  who  have 
proved  to  be  responsive  to  its  components  given 
separately  in  dosages  equivalent  to  those  in 
the  combination. 


Warning:  This  fixed  combination  drug  is  not 
indicated  for  initial  therapy  of  hypertension. 
Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination 
represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  manage- 
ment. The  treatment  of  hypertension  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


Indication:  The  drug  is  indicated  in  the  treatment 
of  hypertension  (see  box  warning). 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  chlorthalidone  and  patients  with 


severe  renal  or  hepatic  diseases. 

Warnings:  Tolerance  may  develop  in  some 
instances  necessitating  a reevaluation  of  therapy. 
Usage  in  Pregnancy:  In  view  of  embryotoxicity 
findings  in  animals,  and  since  information  on 
possible  adverse  effects  in  pregnant  women  is 
limited  to  uncontrolled  clinical  data,  the  drug  is 
not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefit 
outweighs  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience  is  avail- 
able with  the  use  of  Combipres  in  children. 
Precautions:  When  discontinuing  Combipres,  re- 
duce the  dose  gradually  over  2 to  4 days  to  avoid 
a possible  rapid  rise  in  blood  pressure  and  asso- 
ciated subjective  symptoms  such  as  nervousness, 
agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  con- 
sulting their  physician.  Rare  instances  of  hyper- 
tensive encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydro- 
chloride therapy.  A causal  relationship  has  not 
been  established  in  these  cases.  It  has  been 
demonstrated  that  an  excessive  rise  in  blood 
pressure,  should  it  occur,  can  be  reversed  by  re- 
sumption of  Combipres  therapy  or  by  intravenous 
phentolamine.  Patients  who  engage  in  potentially 
hazardous  activities,  such  as  operating  machinery 
or  driving,  should  be  advised  of  the  sedative 
effect  of  the  clonidine  hydrochloride  component. 
This  drug  may  enhance  the  CNS-depressive 
effects  of  alcohol,  barbiturates  and  other  seda- 
tives. Like  any  other  antihypertensive  agent, 
Combipres  should  be  used  with  caution  in 
patients  with  severe  coronary  insufficiency, 
recent  myocardial  infarction,  cerebrovascular 
disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Combipres  should  receive 
periodic  eye  examinations.  While,  except  for 
some  dryness  of  the  eyes,  no  drug-related 
abnormal  ophthalmological  findings  have  been 
recorded  with  Catapres,  in  several  studies  the 
drug  produced  a dose-dependent  increase  in  the 
incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  in  albino  rats  treated 
for  6 months  or  longer. 

Patients  predisposed  toward  or  affected  by 
diabetes  should  be  tested  periodically  while 
receiving  Combipres,  because  of  the  hyper- 
glycemic effect  of  chlorthalidone. 

Because  of  the  possibility  of  progression  of  renal 
failure,  periodic  determination  of  the  BUN  is 
indicated.  If,  in  the  physician’s  opinion,  a rising 
BUN  is  significant,  the  drug  should  be  stopped. 
The  chlorthalidone  component  of  Combipres  may 
lead  to  sodium  and/or  potassium  depletion. 
Muscular  weakness,  muscle  cramps,  anorexia, 
nausea,  vomiting,  constipation,  lethargy  or  mental 
confusion  may  occur.  Severe  dietary  salt  restric- 
tion is  not  recommended  in  patients  receiving 
Combipres. 

Periodic  determinations  of  the  serum  potassium 
level  will  aid  the  physician  in  the  detection  of 
hypokalemia.  Extra  care  should  be  given  to 
detection  of  hypokalemia  in  patients  receiving 
adrenal  corticosteroids,  ACTH  or  digitalis.  Hypo- 
chloremic alkalosis  often  precedes  other  evi- 
dence of  severe  potassium  deficiency.  Frequently, 
therefore,  more  sensitive  indicators  than  the 
potassium  serum  level  are  the  serum  bicarbonate 
and  chloride  concentrations.  Also  indicative  of 
potassium  depletion  can  be  electrocardiographic 
alterations  such  as  changes  in  conduction  time, 
reduction  m amplitude  of  the  T wave;  ST  segment 
depression;  prominent  U wave.  These  abnormali- 
ties may  appear  with  potassium  depletion  before 
the  serum  level  of  potassium  decreases.  To  lessen 
the  possibility  of  potassium  deficiency,  the  diet, 
in  addition  to  meat  and  vegetables,  should  In- 
clude potassium-rich  foods  such  as  citrus  fruits 
and  bananas.  It  significant  potassium  depletion 
should  occur  during  therapy,  oral  potassium 
supplements  in  the  form  of  potassium  chloride 
(3  to  4.5  gm/day),  fruit  juice  and  bananas  should 
be  given. 

Adverse  Reactions:  The  most  common  reactions 
are  dry  mouth,  drowsiness  and  sedation.  Consti- 
pation, dizziness,  headache,  and  fatigue  have 
been  reported.  Generally  these  effects  tend  to 
diminish  with  continued  therapy. 


Clonidine  hydrochloride:  Anorexia,  malaise,  nau- 
sea, vomiting,  parotid  pain,  mild  transient  abnor- 
malities In  liver  function  tests;  one  case  of  possible 
drug-induced  hepatitis  without  icterus  and  hyper- 
bilirubinemia in  a patient  receiving  clonidine 
hydrochloride,  chlorthalidone  and  papaverine 
hydrochloride.  Weight  gain,  transient  elevation  of 
blood  glucose,  or  serum  creatine  phosphokinase; 
congestive  heart  failure,  Raynaud's  phenomenon; 
vivid  dreams  or  nightmares,  insomnia,  other 
behavioral  changes,  nervousness,  restlessness, 
anxiety  and  mental  depression.  Also  rash,  angio- 
neurotic edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash;  impo- 
tence, urinary  retention;  increased  sensitivity  to 
alcohol,  dryness,  itching  or  burning  of  the  eyes, 
dryness  of  the  nasal  mucosa,  pallor,  gynecomas- 
tia, weakly  positive  Coombs'  test,  asymptomatic 
electrocardiographic  abnormalities  manifested 
as  Wenckebach  period  or  ventricular  trigeminy. 
Chlorthalidone:  Symptoms  such  as  nausea,  gas- 
tric irritation,  anorexia,  constipation  and  cramp- 
ing, weakness,  dizziness,  transient  myopia  and 
restlessness  are  occasionally  observed.  Head- 
ache and  impotence  or  dysuria  may  occur  rarely. 
Orthostatic  hypotension  has  been  reported  and 
may  be  potentiated  when  chlorthalidone  is  com- 
bined with  alcohol,  barbiturates  or  narcotics. 

Skin  rashes,  urticaria  and  purpura  have  been 
reported  in  a few  instances. 

A decreased  glucose  tolerance  evidenced  by 
hyperglycemia  and  glycosuria  may  develop  in- 
consistently. This  condition,  usually  reversible  on 
discontinuation  of  therapy,  responds  to  control 
with  antidiabetic  treatment.  Diabetics  and  those 
predisposed  should  be  checked  regularly. 

As  with  other  diuretic  agents  hypokalemia  may 
occur  (see  Precautions).  Hyperuricemia  may  be 
observed  on  occasion  and  acute  attacks  of  gout 
have  been  precipitated.  In  cases  where  pro- 
longed and  significant  elevation  of  blood  uric 
acid  concentration  is  considered  potentially  de- 
leterious, concomitant  use  of  a uricosuric  agent 
is  effective  in  reversing  hyperuricemia  without 
loss  of  diuretic  and/or  antihypertensive  activity. 
Idiosyncratic  drug  reactions  such  as  aplastic 
anemia,  thrombocytopenia,  leukopenia,  agranu- 
locytosis, and  necrotizing  angiitis  have  occurred, 
but  are  rare. 

The  remote  possibility  of  pancreatitis  should  be 
considered  when  epigastric  pain  or  unexplained 
gastrointestinal  symptoms  develop  after  pro- 
longed administration. 

Other  adverse  reactions  which  have  been 
reported  with  this  general  class  of  compounds 
include:  jaundice,  xanthopsia,  paresthesia 
and  photosensitization. 

Overdosage:  Catapres  (clonidine  hydrochloride): 
Profound  hypotension,  weakness,  somnolence, 
diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  ingestion  of  Catapres  by 
several  children  from  19  months  to  5 years  of 
age.  Gastric  lavage  and  administration  of  an  ana- 
leptic and  vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous  doses 
of  10  mg  at  30-minute  intervals  abolishes  all 
effects  of  Catapres  overdosage. 

Chlorthalidone:  Symptoms  of  overdosage  include 
nausea,  weakness,  dizziness,  and  disturbances 
of  electrolyte  balance.  There  is  no  specific  anti- 
dote, but  gastric  lavage  is  recommended,  fol- 
lowed by  supportive  treatment.  Where  necessary, 
this  may  include  intravenous  dextrose  and  saline 
with  potassium  administered  with  caution. 

How  Supplied:  Combipres®  0.1  (Each  tablet 
contains  clonidine  hydrochloride  0.1  mg  -f 
chlorthalidone  15  mg).  It  is  available  as  pink, 
oval,  single-scored  compressed  tablets  in  bottles 
of  100. 

Combipres®  0.2  (Each  tablet  contains  clonidine 
hydrochloride  0.2  mg  chlorthalidone  15  mg). 

It  is  available  as  blue,  oval,  single-scored  com- 
pressed tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing 
information. 
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Diagnosis  of  cancer 
of  colon  and  rectum 


Patrick  H.  Hanley,  MD 

During  the  past  30  years  medical  advances 
such  as  antibiotics,  anesthesia,  roentgen 
ray  therapy,  and  chemotherapy  have  help- 
ed patients  with  cancer  of  the  colon  by 
decreasing  the  operative  mortality  and 
morbidity  and  by  providing  greater  pallia- 
tion. However,  there  has  not  been  an  ap- 
preciable improvement  in  the  five-year 
survival  or  the  cure  of  patients  with  colorec- 
tal cancer.  In  1974  the  disease  killed  ap- 
proximately 48,000  patients,  and  the  in- 
cidence seems  to  be  increasing.  Only  can- 
cer of  the  lung  kills  more  men,  and  only 
breast  cancer  kills  more  women  than  can- 
cer of  the  colorectum.  The  five-year  survi- 
val for  patients  with  Dukes  A cancer  is 
68.4 % If  the  cancer  has  grown  to  extend 
beyond  the  mucosa  and  muscular  layers  of 
the  colon,  the  five-year  survival  rate  de- 
creases sharply. 

We  need  better  diagnosis  of  the  “silent,” 
asymptomatic  cancer  of  the  colon  if  we  are 
to  decrease  the  present  death  rate  sub- 
stantially. To  accomplish  this  we  must  be 
aware  of  the  disease  and  apply  the  new  and 
unused  diagnostic  methods.  Our  good,  old 
methods — history,  occult  stool  examina- 
tion, digital  rectal  examination,  procto- 
sigmoidoscopy, and  barium  enema  ex- 
aminations— are  still  important  and  are 
still  the  most  reliable.  When  the  old  meth- 
ods are  combined  with  the  newer  methods 
such  as  determining  levels  of  carcinoem- 
bryonic  antigen  (CEA),  flexible  fiberoptic 
colonoscopy,  and  exfoliative  cytology,  we 
should  be  able  to  diagnose  early  cancer  of 
the  colon  more  effectively  than  cancer  of 
any  other  organ  of  the  body. 

Education 

There  are  several  programs  that  we  should 
concentrate  on.  The  most  important  is  a 
continuous  educational  program  for  the 
public  and  the  physician.  If  a patient  con- 


sults his  physician  about  passinga  small 
amount  of  blood  or  flecks  of  bloody  mucus 
mixed  with  his  stool,  his  physician  must  not 
tell  him,  “If  it  is  bright,  red  blood,  it  is 
probably  from  your  hemorrhoids  and  is  of 
no  consequence.”  Every  patient  who 
passes  blood  or  has  a guaiac-positive  stool 
test  should  have  a digital  rectal  examina- 
tion, proctosigmoidoscopy,  barium  enema, 
and  if  negative,  barium  and  air  double  con- 
trast enema  studies,  colonoscopy,  and  de- 
termination of  CEA  levels.  Frequently,  noth- 
ing is  done  for  patients  with  a history  of 
passing  blood.  The  physicians  we  need  to 
educate  are  those  who  see  only  a few  cases 
of  colorectal  cancer,  and  are  not  acutely 
aware  of  its  “silent”  nature  and  the  impor- 
tance of  determining  the  etiology  of  the 
passage  of  blood  per  rectum. 

It  is  not  economically  practical  to  ex- 
amine all  persons  to  detect  “silent”  cancer 
of  the  colorectum:  however,  the  properly 
used  guaiac  test  for  occult  blood  in  the 
stool  is  a neglected  but  useful  screening 
method.  In  Greegor’s  study  of  12  cases  of 
“silent”  colon  cancer,  all  but  one  had  at 
least  one  of  three  stool  specimens  which 
were  guaiac  positive  when  tested  by  the 
Hemoccult  method. ^ 

Hasting’s  mass  screening  for  occult 
blood,  by  obtaining  stool  specimens  on 
three  separate  days  from  patients  who  had 
received  special  dietary  instructions,  was 
done  on  3,450  men  and  women. ^ Of  these, 
159  (6%)  had  positive  reactions  for  blood 
in  one  of  the  three  specimens  collected. 
These  patients  were  referred  to  their  phy- 
sicians. Of  the  159,  only  51  received  a 
complete  evaluation  including  digital  ex- 
amination, proctosigmoidoscopy,  and 
barium  enema  examination.  Of  the  51  pa- 
tients who  received  complete  evaluations, 

5 had  “silent”  carcinoma  and  3 eventually 
were  considered  surgically  cured.  The  work 
of  Greegor^  and  Hasting^  proves  that 
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guaiac  testing,  with  special  dietary  prepar- 
ation, as  a routine  office  procedure  could 
contribute  to  earlier  diagnosis  of  “silent” 
colorectal  cancer.  Early  carcinoma  bleeds 
slightly,  intermittently,  especially  when  the 
patient  is  on  a high  residue  diet. 

Educating  physicians  and  laymen  in  the 
value  of  the  stool  guaiac  test  to  detect  oc- 
cult blood  could  greatly  advance  the  early 
diagnosis  of  “silent”  colorectal  carcinoma 
and  polyps,  and  doso within  reasonable 
costand  manpower  capabilities. 

Colonoscopy 

In  1963,  fiberoptic  endoscopy  of  the  upper 
gastrointestinal  tract  proved  its  diagnostic 
usefulness.  Theflexiblefiberoptic  colono- 
scope  was  introduced  for  clinical  use  in 
Japan  in  early  1969,  and  laterthatyear  in 
the  United  States.  In  only  a few  years  it  has 
become  accepted  and  recognized  as  a great 
adjunct  in  the  diagnosis  and  treatment  of 
diseases  of  the  colon.  Recent  additional 
improvements  of  the  colonoscope  have  in- 
creased its  performance  in  permitting  ade- 
quate visualization  of  the  entire  colon  and 
occasionally  the  terminal  ileum.  Accurate 
diagnosis  of  equivocal  roentgenological 
findings  can  be  made  by  direct  visualiza- 
tion, biopsy,  or  brush  cytology. 

In  some  instances,  large  polyps  and 
polypoid  cancer  can  be  missed  completely 
by  barium  enema.  In  other  instances,  the 
shadow  on  x-ray  does  not  permit  the  radi- 
ologist to  differentiate  unequivocally  be- 
tween sessile  lesions,  pedunculated  polyp, 
or  early  carcinoma.  In  50%  of  the  patients 
who  have  one  polyp  demonstrated  roent- 
genologically,  colonoscopy  has  found  one 
or  more  additional  polyps. 

Colonoscopy  permits  the  surgical  re- 
moval of  most  polyps  by  electrocautery 
snare,  so  that  the  pathologist  can  make  a 
definitive  histopathological  diagnosis.  With 


the  rapid  increase  in  availability  of  the 
colonoscope  and  with  more  physicians  de- 
veloping expertise  in  its  use,  laparotomies 
for  polyps  or  for  accurate  diagnosis  of 
equivocal  colonic  roentgenologic  shadows 
will  become  unnecessary.  This  is  un- 
doubtedly the  greatest  advantage  of  colon- 
ic endoscopy  and  has  simplified  the  man- 
agement of  polyps  of  the  colon. 

Proctosigmoidoscopy  and  barium  enema 
examination  are  the  most  important  meth- 
ods for  diagnosing  carcinoma  of  the  colo- 
rectum.  In  many  instances  the  roentgeno- 
logic shadows  are  equivocal  and  colono- 
copy  can  determine  the  accurate  diagnosis. 
In  patients  with  recurrent  slight  rectal 
bleeding  or  guaiac  positive  stool  with  nega- 
tive proctosigmoidoscopy  and  barium 
enema  examination,  colonoscopy  is  indi- 
cated to  rule  out  “silent”  carcinoma,  polyp 
of  the  colon,  or  other  disease. 

Colonoscopy  is  most  beneficial  in  evalu- 
ating patients  who  have  had  ulcerative 
colitis  for  10  to  25  years.  In  chronic  ulcera- 
tive colitis  there  is  an  increased  incidence 
of  carcinoma,  especially  if  thedisease  be- 
gan in  childhood.®  Visualization  and  biopsy 
will  render  accurate  diagnosis  and  assess- 
ment of  the  disease.  Histopathological 
studies  from  mucosal  biopsies  may  aid 
cancer  control  in  ulcerative  colitis  by  de- 
monstrating certain  premalignant  cellular 
patterns  which  have  been  shown  to  be  par- 
ticularly associated  with  carcinoma.® 

There  is  little  doubt  that  colonoscopy 
will  be  a great  factor  in  better  diagnosis  of 
“silent”  colorectal  carcinoma  in  the 
future. 

Carcinoembryonic  Antigen 

While  the  flexible  fiberoptic  colonoscope 
was  being  developed.  Gold  and  Freedman 
were  doingtheir  outstanding  work  which 
provided  an  in  vitro  method  of  detecting 
carcinoembryonic  antigen  (CEA),  which  is 
found  in  elevated  levels  in  the  blood  of  per- 
sons with  various  malignant  and  nonmalig- 
nant  lesions."  They  reported  that  all  colonic 
cancer  tissue  examined  contained  a tumor- 
specific  antigen  that  was  absent  in  com- 
parable normal  tissue.  Their  studies  show- 
ed that  all  human  adenocarcinoma  arising 


TEXAS  MEDICINE 


from  the  entodermally  derived  digestive 
epithelium  contained  the  specific  antigen. 
They  also  found  a CEA-like  substance  in  the 
sera  of  patients  who  were  heavy  cigarette 
smokers,  had  inflammatory  disease,  or 
were  suffering  from  cancers  not  in  the 
digestive  tract. 

Their  initial  studies  were  done  at  the 
Montreal  General  Hospital  as  an  adjunct 
to  the  established  procedures  of  roentgen- 
ography, endoscopy,  and  cytology  in  the 
diagnosis  of  colonic  cancer.  In  the  groups 
of  their  patients  studied,  about  95%  of 
patients  with  colorectal  cancerdid  have 
CEA  in  their  sera.  In  all  patients  with  colo- 
rectal cancer  who  had  demonstrable  me- 
tastases,  tests  for  CEA  were  positive,  and 
in  four  patients  without  apparent  metas- 
tases,  tests  also  were  positive.  Duringthe 
past  three  years,  large-scale  studies  were 
carried  out  in  more  than  100  leading  medi- 
cal centers  and  research  institutions 
throughout  the  United  States,  Canada,  and 
England.  These  trials  have  shown  that  97  % 
of  healthy,  nonsmoking  subjects  had  CEA 
titer  levels  below  2.5  ng/ml.  Elevated  CEA 
titers  generally  returned  to  levels  below  2.5 
ng/ml  following  successful  extirpation  of 
cancer,  but  usually  remained  elevated 
when  metastases  or  residual  disease  was 
present. 

CEA  determination  is  not  recommended 
as  a screen  to  detect  cancer  because  it  is 
notan  absolute  test  fora  malignancy,  and 
CEA  titers  less  than  2.5  ng/ml  do  not  prove 
the  absence  of  malignant  disease.  The 
quantitative  aspects  of  radioimmunoassay 
for  CEA  is  of  value.  Concentrations  of  CEA 
greater  than  10  ng/ml  of  serum  strongly 
suggest  metastatic  dissemination  of  colo- 
rectal tumor.  The  major  application  of 
radioimmunoassay  for  CEA  lies  in  the  area 
of  postoperative  management  and  prog- 
nosis, and  as  a monitoringaid  in  patients 
with  resected  primary  colorectal  malignan- 
cy or  those  receiving  chemotherapy  or 
radiotherapy.'^  After  adequate  resection, 
the  disappearance  of  CEA  from  the  sera  of 
patients  who  had  elevated  levels  preopera- 
tively  suggests  that  little,  if  any,  residual 
tumor  remains.  However,  persistence  of  a 
positive  CEA  test  postoperatively,  or  the 
reappearance  of  an  elevated  CEA  titer  after 


the  postoperative  test  has  been  negative 
for  sometime,  suggests  a recurrence  of 
the  tumor  grovidh.  Gradual  increase  in  CEA 
may  indicate  progression  of  the  disease. 
Periodic  determination  of  CEA  values  may 
be  useful  in  the  management  of  patients 
with  carcinoma  of  the  colon  if  used  in  con- 
junction with  clinical  judgment  and  with 
radiologic  and  other  laboratory  studies. 
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Impact  of  diabetes 

William  A.  Daniel,  Jr.,  MD 

Many  physicians  provide  care  for  adoles- 
cent patients  who  have  diabetes.  The  prin- 
ciples of  treatment  of  ketoacidosis  are  well 
known,  although  individual  physicians  may 
employ  slightly  different  therapeutic  meth- 
ods related  to  specific  aspects  of  the  dis- 
ease. Regardless  of  age  it  is  likely  that 
diabetes  patients  are  adequately  treated, 
but  it  is  also  probable  that  adolescents 
receive  less  than  adequate  understanding, 
direction,  and  guidance  from  their  physi- 
cians. The  emotional  impact  of  diabetes 
has  just  as  much  potential  fordisablingan 
adolescent  as  does  the  disease  itself.  If  we 
are  to  concern  ourselves  with  these  youth- 
ful patients  and  with  the  diabetes  which 
afflicts  them,  it  may  be  helpful  to  explore 
some  aspects  of  how  adolescents  develop 
and  how  they  react  to  illness. 

Developmental  Tasks 

There  are  several  developmental  tasks  of 
adolescence  that  must  be  successfully  ac- 
complished if  the  individual  isto  become 
a mature,  well-adjusted  adult.  Three  stages 
of  adolescent  development,  early,  middle, 
and  late,  may  be  considered  and  related  to 
reactions  to  diabetes. 

In  early  adolescence,  a period  of  rapid 
physical  growth  has  begun,  and  the  person 
seeks  freedom  from  the  family,  begins  to 
accept  self-responsibility,  and  in  general 
moves  away  from  influences  of  the  home 
toward  those  of  the  peer  group.  At  this 
stage  of  development  there  are  usually  few 
major  confrontations  with  parents,  al- 
though there  are  increasing  minor  conflicts 
as  the  adolescent  struggles  for  even  more 
freedom,  often  more  than  he  can  capably 
handle.  Probably  the  greatest  concern 
during  early-stage  adolescence  is  with  body 
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image,  for  rapid  growth  brings  alteration 
of  body  parts  and  the  teenager  wonders 
how  tall  he  will  be,  whether  he  will  be  mus- 
cular, if  she  will  be  attractive,  if  she  will 
be  too  fat.  Associated  with  the  physical 
changes  are  new  feelings  and  psychic 
drives  related  to  the  body  which  must  be 
recognized  for  what  they  are  and  evaluated 
and  dealt  with  in  a generally  acceptable 
manner,  personal  as  well  as  societal.  Above 
all  a boy  or  girl  in  early  adolescence  heeds 
to  know  if  he  ofslieTslwrnal,  and  rea^sur- 
ance  is  sought  by  comparison  with  peers  of 
the  same  sex.  Emotional  normalcy  is  tested 
by  acceptance  into  a peer  group  and  by  the 
ability  to  make  friends  of  the  same  sex,  for 
youngsters  at  this  developmental  stage  are 
not  yet  ready  to  risk  involvement  with 
members  of  the  opposite  sex.  Young 
adolescent  boys  and  girls  spend  tremen- 
dous quantities  of  time  just  thinking,  as 
they  have  reached  the  point  of  abstract 
thought  and  are  able  to  formulate  hypo- 
theses which  they  relate  to  personal  plans 
of  action,  peers,  parents,  and  teachers. 

Serious  illness  is  extremely  difficult  for 
an  early-stage  adolescent  because  of  real 
or  imagined  threats  to  body  image — to 
physical  integrity.  There  must  be  a period 
of  development  during  which  an  adolescent 
ceases  to  have  an  idealized  body  image 
and  attains  a realistic  body  image.  If  se- 
rious illness  occurs  before  development  of 
a realistic  body  image,  there  is  great  dan- 
ger that  normal  psychological  development 
will  not  occur.  In  addition,  if  an  adolescent 
is  separated  from  members  of  the  peer 
group  because  of  illness,  if  the  patient  is 
confined  to  bed  with  intravenous  adminis- 
tration of  fluids  or  other  restrictive  proce- 
dures and  does  not  have  control  over  the 
body  and  personal  activities,  there  may  be 
great  difficulty  in  coping  with  the  illness. 

In  general,  however,  having  to  be  cared  for 
by  others  is  less  of  a problem  for  an  early 
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adolescent  patient  than  for  older  ones  and 
at  times  such  attention  is  enjoyed, 
temporarily. 

The  mid-adolescent  is  probably  at  the 
peak  of  struggling  with  parents  and  others 
for  autonomy  and  control  of  personal 
destiny,  and  this  is  often  associated  with 
major  parental  conflicts.  A peer  group 
usually  replaces  the  parental  influence  and 
sets  behavior  standards.  The  desire  to  be 
attractive  has  become  less  related  to  the 
body  image,  idealized  or  real,  than  it  is  to- 
ward acceptance  by  the  opposite  sex.  In- 
tellectually the  mid-adolescent’s  thoughts 
are  more  outward,  there  is  greater  interest 
in  what  is  going  on  in  the  community  and 
the  world,  and  often  there  is  intense  but 
temporary  support  for  idealized  causes. 
Inward  thoughts  and  fantasies  are  related 
to  sexual  situations  or  to  imagined  great 
achievements.  Any  serious  illness  at  this 
stage  relates  to  independence,  acceptance, 
and  sexuality.  In  our  society  boys  still 
achieve  prominence  and  acceptance 
through  so-called  male  characteristics 
usually  based  on  strength,  aggressiveness, 
athletic  accomplishments,  whereas  girls 
are  judged  by  outgoing  personalities  and 
attractiveness.  Often  physicians  do  not  take 
the  time  to  present  the  problems  and  con- 
sequences of  serious  illness  clearly  and 
fully,  and  adolescent  patients  may  take 
what  little  is  told  tothem  and  enlarge  upon 
it,  dramatize  it,  or  distort  it. 

The  older  adolescent  is  usually  more 
stable  than  younger,  less  mature  counter- 
parts, has  established  a satisfactory  degree 
of  independence,  appropriate  maleness  or 
femaleness,  relates  well  to  members  of  the 
opposite  sex,  and  is  able  to  love  and  be 
loved.  There  has  been  acceptance  of  self 
followed  by  interest  in  and  relationships 
with  others.  At  this  stage,  a dating  partner 
has  often  supplanted  parents  and  a peer 
group,  and  thoughts  and  conversations  are 


invested  in  exploring  possibilities  of  ca- 
reers, lifestyles,  marriage,  education,  and 
other  imminent  decisions.  Illness  at  this 
stage  may  affect  the  relationship  with  one’s 
boyfriend  or  girl  friend,  or  one’s  choice  of 
vocation  or  educational  goals.  Often,  at  this 
stage,  illness  is  only  slightly  related  to  body 
image,  self-responsibility,  orability  to 
function  sexually. 

How  Adolescents  Cope  with  Illness 

Hofmann'  says  that  the  underlying  prob- 
lem is  the  unconscious  concern  or  fearthat 
real  orfantasied  effects  of  illness  will 
cause  direct  personal  devaluation,  which 
can  lead  to  avoidance  and  rejection  by 
others  or  even  total  abandonment.  All  of 
us  react  to  illness,  consciously  or  uncon- 
sciously and  in  a variety  of  ways,  before 
reaching  a stage  where  we  feel  comfort- 
able. Coping  mechanisms  come  into  play 
and  should  concern  the  physician,  because 
howthe  patient  copes  with  illness  will  af- 
fect the  management  of  diabetes  as  well 
as  the  relationship  between  the  physician 
and  the  patient. 

The  objective  is  for  the  patient  to  under- 
stand the  illness  and  its  potential  effects 
and  to  accept  the  reality  of  the  situation 
without  damaging  his  or  her  emotional 
makeup.  However,  such  an  ideal  is  difficult 
to  achieve  and  denial  is  often  initially  en- 
countered, particularly  in  adolescents  who 
believe  themselves  to  be  invulnerable  any- 
way. It  is  not  too  unusual  for  a teenager 
who  has  just  developed  diabetes  to  leave 
the  hospital,  only  to  return  in  ketoacidosis 
within  several  days  or  a few  weeks  because 
insulin  had  been  discontinued,  "niese 
young  patients  often  admit  that  they  wish- 
ed to  prove  that  there  was  nothing  wrong, 
that  they  were  healthy  and  did  not  need 
insulin,  but  sometimes  this  experience  is 
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of  great  value  because  it  convinces  them 
of  the  need  for  medical  treatment  and 
therefore  makes  them  more  willingto  com- 
ply^with  the  physician’s  instructions.  Den- 
ial can,  at  times,  be  useful  in  that  rejection 
ofreantles  of  the  future,  for  example  many 
complications  of  diabetes,  may  enable  a 
patient  to  remain  optimistic  and  do  his 
best. 

Intellectualization  is  anothercoping 
mechanism  and  is  characterized  by  a se- 
paration of  facts  from  emotion.  These  pa- 
tients exhibit  an  intense  interest  in  knowing 
all  minute  details,  are  concerned  with  the 
accuracy  of  measuringthe  insulin,  testing 
the  urine,  and  will  report  the  smallest  varia- 
tions. Patients’  feelings  and  fantasies  are 
usually  submerged  but  sooner  or  later  they 
surface  and  may  bring  about  rebellion  or 
noncompliance.  In  the  care  of  such  pa- 
tients, physicians  should  try  to  helpthem 
to  realize  and  express  how  they  feel,  know 
their  concerns,  and  learn  of  theirfantasies 
in  an  attempt  to  help  them  view  the  prob- 
lems openly  and  to  accept  or  adapt  in  a 
realistic  manner. 

Duringthe  initial  hospitalization  period 
an  adolescent  with  diabetes  is  relatively 
helpless  and  is  subjected  to  the  orders  of 
physicians  and  care  of  nurses,  and  often 
there  are  symptoms  of  regression.  Activi- 
ties are  limited,  visits  by  peers  ora  dating 
partner  are  frequently  restricted,  and  it  is 
not  only  easier  but  often  somewhat  plea- 
sant to  regress  and  allow  oneself  to  be 
cared  for,  putting  all  worries  and  burdens 
on  others.  If  such  an  attitude  persists  after 
the  acute  phase  of  treatment,  psychologic 
difficulties  should  be  anticipated  and  dealt 
with  by  appropriate  psychologic  or  psy- 
chiatric means. 

Compensation  often  helps  the  patient 
to  cope  with  illness,  and  appears  during 
and  after  convalescence.  Depending  on  the 
illness,  the  patient  may  need  to  develop 


new  ways  of  gaining  acceptance,  establish- 
ing a personal  identity,  and  remaining  in- 
dependent. This  can  be  difficult,  for  peer 
groups  are  usually  not  inclined  to  accept 
scholarship,  for  example,  in  place  of  ath- 
letic accomplishments.  Diabetes  has  less 
need  for  compensatory  means  of  providing 
acceptance  than  would  a physical  disability 
of  an  orthopedic  nature;  nevertheless  there 
are  often  areas  of  an  adolescent’s  life  that 
are  affected  by  diabetes  and  compensation 
may  be  an  important  factor. 

It  is  not  unusual  fora  teenage  patient  to 
believe  that  some  personal  action  has 
brought  about  the  appearance  of  diabetes 
and  that  he  or  she  is  to  blame  for  the  situa- 
tion. If  the  youngster  feels  this  way  there 
is  often  self-anger  which  may  become  in- 
tolerable, and  the  feelings  are  projected  on 
parents,  hospital  staff  and  physician.  Such 
projection  often  makes  care  in  the  hospital 
very  difficult,  but  it  should  be  remembered 
that  hostility  usually  masks  anxiety,  and 
the  hostility  and  criticism  heaped  upon 
nurses  and  maybe  on  the  physician  should 
not  be  taken  personally.  Usually  empathiz- 
ing with  these  adolescent  outbursts  is  more 
effective  than  reacting  to  the  patient.  Grad- 
ually the  projection  of  hostile  feelings  can 
be  channeled  in  other  ways  to  relieve  the 
self-guilt  and  anger. 

Some  patients  find  it  too  difficult  to 
cope  with  possible  or  real  effects  of  a dis- 
ease and  concentrate  their  attention  and 
feelings  on  less  threatening  problems.  This 
may  be  a variant  of  denial,  but  can  be  a 
separate  mechanism  of  coping  with  illness. 
For  example,  one  adolescent  with  diabetes 
continually  complained  about  television 
programs  and  lack  of  visitors,  and  the  in- 
tensity of  complaints  indicated  a need  to 
reduce  his  anxiety.  This  was  done  by  other 
diversions  such  as  increased  periods  in  the 
recreation  room,  visiting  with  other  adoles- 
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cent  patients,  and  participation  in  ward 
activities.  Once  there  was  less  reaction,  the 
patient  gradually  expressed  interest  in 
learning  about  diabetes,  and  this  interest 
was  increased  by  association  with  other 
teenagers  who  had  had  diabetes  for  rela- 
tively long  periods  of  time. 

Only  rarely  have  we  seen  panic  or  acting- 
out  in  our  patients  who  have  diabetes. 

Panic  occurred  in  one  young  girl  who  ob- 
tained a summer  job  working  in  a diabetes 
clinic  for  adults.  For  the  first  time  she  saw 
old  patients  who  had  had  amputation  of  an 
extremity,  leg  ulcers,  or  who  were  blind. 

She  envisioned  herself  in  such  situations 
and  fled  from  the  clinic,  threateningto 
kill  herself.  In  such  instances  we  must  real- 
ize there  is  total  emotional  decompensa- 
tion and  there  may  be  a need,  temporarily, 
for  psychotherapeutic  agents  until  counsel- 
ing can  bring  about  a realistic  evaluation 
and  adjustment  to  the  patient’s  fears. 

Acting  out  is  produced  by  many  reac- 
tionsto  lifeand  people.  Usually  the  acts 
are  provocative  and  manipulative  and  are 
designed  to  secure  attention  and  gain  a 
feeling  of  importance  and  concern  from 
parents  and  peers.  Acting  out  may  take 
many  forms,  from  rebellion  to  sexual  acts, 
or  to  carefully  thought  out  manipulative 
episodes.  Among  our  patients,  acting  out 
is  not  a frequent  behavior.  If  such  actions 
happen  in  the  hospital,  one  usually  must 
set  concrete  limits  on  the  behavior  with 
firm  restrictions  if  the  limits  are  exceeded. 
Because  hospital  treatment  of  diabetes  in 
adolescents  is  usually  for  a short  term,  it 
may  be  necessary  to  plan  for  the  patient  to 
receive  psychological  counseling  after 
leavingthe  hospital. 

Even  more  rare  are  severe  depression, 
withdrawal,  or  isolation.  These  symptoms 
are  more  often  associated  with  physical 
disabilities  or  disfigurement  than  with 


diabetes,  but  there  is  usually  depression 
to  some  degree  associated  with  any  chron- 
ic illness  which  may,  under  certain  cir- 
cumstances, increase  or  decrease. 

Hofmann  summarizes  a basic  manage- 
ment approach  to  provide  for  an  adoles- 
cent’s increasing  needs  for  self-respon- 
sibility, integrity  of  body  image,  forthe 
resumption  of  mastery  and  control  of  him- 
self and  his  life,  and  forthe  maintenance 
or  restoration  of  his  sense  of  self-worth. 
Physicians  can  help  to  meet  these  needs 
by  involvingthe  boy  or  girl  in  the  manage- 
ment of  diabetes  and  the  decision  making 
process,  and  by  urging  independent  man- 
agement, within  the  family,  of  the  disease 
to  the  degree  of  the  patient’s  capability. 
The  physician  also  can  help  by  urging  the 
patient  to  become  active  in  a peer  group 
and  to  continue  with  education  and  voca- 
tional plans.  The  patient  must  be  made  to 
feel  that  the  physician  and  staff  respect 
him  as  a person  and  believe  that  he  can 
cope  successfully  with  a chronic  illness. 

Evaluating  Emotional  Progress 

Once  the  initial  period  of  treatment  and 
instruction  has  passed  and  the  patient  has 
adjusted  well,  there  remains  the  need  to 
evaluate  emotional  progress  of  the  young- 
sterduringthe  adolescent  years.  It  is  not 
difficult  forthe  physician  toconsiderfour 
areas  of  investigation  at  the  time  of  each 
office  visit. 

First,  is  the  boy  or  girl  accepting  self- 
responsibility, obtaining  increased  free- 
dom from  family,  and  having  a greater  part 
in  decisions  affecting  his  or  her  life?  Ini- 
tially some  parents  are  terribly  upset  that 
theirteenager  has  diabetes  and  insist  upon 
administeringthe  insulin,  checkingthe 
urine  specimen,  and  often  limit  trips  or 
forbid  goingto camp,  thus  decreasingthe 


Volume  71,  November,  1975 


Adolescents  with  diabetes 


patient’s  responsibility  for  self.  In  these 
instances,  the  doctor  must  spend  time  with 
the  parents. 

Second,  is  there  an  awareness  of,  parti- 
cfpation  in,  and  preparation  for  vocational 
opportunities?  These  considerations  must 
be  realistic  because  for  diabetic  persons 
some  vocations  are  more  desirable  than 
others.JThe  physician,  therefore,  often  be- 
comes something  of  a vocational  counsel- 
or. Schools  may  interfere  unrealistically 
with  an  adolescent  who  has  diabetes.  A 
teacher  told  one  patient  that  she  could  not 
be  a candidate  for  cheerleader  “because 
you  might  have  an  insulin  shock  and  dis- 
grace yourself.”  Another  patient  was  un- 
able to  get  a job  at  several  department 
stores  “because  we  can’t  insure  you.” 
Diabetes  is  a handicap  and  one  must  plan 
wisely  for  a vocation. 

Sexuality,  the  third  category,  is  rarely 
affected  directly  by  diabetes  in  an  adoles- 
cent. Some  boys  with  diabetes  have  en- 
countered difficulty  from  parents  of  their 
girl  friends  who  feared  that  “he  might 
shockout  and  havea  wreck.”  Many  older 
adolescent  patients  ask  about  hereditary 
aspects  of  diabetes,  and  whether  the  dis- 
ease will  seriously  affect  a marriage.  Often 
these  fears  are  completely  unrealistic,  but 
adolescents  may  not  express  them  because 
they  also  fear  the  answers. 

Ego  identity,  the  acceptance  of  self  and 
relation  to  people  and  environment,  the 
fourth  area  of  concern,  generally  pro- 
gresses well.  With  few  exceptions,  patients 
regard  themselves  as  “being  like  anybody 
else  except  I’ve  got  diabetes.”  There  are 
adolescents  with  diabetes  who  will  not  co- 
operate regardless  of  all  types  of  psychol- 
ogic efforts,  who  seem  to  care  little  about 
what  happens,  are  often  great  manipula- 
tors, and  never  accept  themselves,  but  they 
are  exceptions. 


In  evaluating  these  four  areas  of  emo- 
tional concern  as  affected  by  the  disease 
the  physician  must  rememberthat  growth 
should  be  related  to  the  stage  of  adoles- 
cent development.  It  is  not  appropriate 
to  expect  a patient  in  early  adolescence  to 
have  the  same  degree  of  freedom  and 
ability  to  provide  for  himself  as  does  an 
older  adolescent.  It  is  not  appropriate  for 
an  early  adolescent  to  have  the  same  sex- 
ual views  and  actions  as  an  older  adoles- 
cent, or  vice-versa.  The  important  conclu- 
sion to  reach  at  the  time  of  an  office  visit 
is  whether  an  individual  adolescent  patient 
is  making  appropriate  progress  in  these 
areas;  if  not,  then  the  patient  or  his  par- 
ents, or  both,  need  special  information  and 
counselingto  helpthe  youngster  mature. 

In  summary,  the  emotional  development 
of  an  adolescent  with  diabetes  may  be  as 
important  as  the  treatment  of  the  disease; 
neither  can  be  separated  from  the  other 
because  both  affect  the  entire  patient.  Only 
by  liking  the  patient  and  by  showing  inter- 
est and  respect  can  the  physician  provide 
optimal  care  for  adolescent  diabetic 
patients. 
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consider  the  differences 


Desiccated  animal  gland 
can  vary  in  potency  from 


Because  iodine  content  rather  than  biological 
the  standard  of  many  desiccated  thyroid 
can  vary  from  batch  to  batch.  Even  when 
biologic  activity  can  only  be 


measure 
activity 
employed^ 


1  It  is  recognized  that  T4  and 
Ts  content  in  desiccated 
thyroid  and  thyroglobulin 
varies  from  animal  to 
animal,  by  animal  species, 
geography,  and  animal  diet. 

2  Of  therapeutic  concern: 
In  addition  to  varying  amounts 
of  T4,  desiccated  thyroid  may 
contain  varying  amounts  of  Ts,  a 
potent  compound  with  rapid 
onset  and  fleeting  action  that 
can  produce  metabolic  surges. 

3  Even  when  kept  under 
proper  storage  conditions, 
desiccated  thyroid 
deteriorates  more  rapidly 
than  the  synthetic  hormone. 


The  “usual  maintenance  dose” 
for  the  widely  prescribed 
desiccated  thyroid  is  “from 
1 grain  to  3 grains  per 
day,  but  it  may  vary,  in 
individual  patients  from  1/2 
grain  to  10  grainsr*  The  “usual 
maintenance  dose”  of  the  most 
widely  prescribed  thyroglobulin 
(which  is  also  a 
desiccated  thyroid 
product)  is 
“0.5  to  3.0  grains  daily.”^ 


1.  Armour  Thyroid  (Tablets).  1975  Physicians’  Desk  Reference,  p.  561. 

2.  Proloid*  (thyroglobulin).  1975  Physicians’  Desk  Reference,  p.  1575. 


Every  batch  of  Synthroitf  T4  is 
of  controlled  potency,  (sodium  levothyroxine,  U.S.P)  FLINT 


SYNTHROID  is  T4.  It  provides  your 
patients  with  everything  they  need  for 
complete  thyroid  replacement  therapy. 
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0- 


Sodium  levothyroxine  is 
not  derived  from  any  animal 
gland  source.  It  is  a synthetic 
and,  since  sodium  levothyroxine 
is  the  only  active  ingredient, 
its  weight  is  the  sole 
determinate  of  potency. 

2  SYNTHROID  (sodium 
levothyroxine)  is  T4  which  is 
converted  by  the  patient  to  Ts 
at  the  cellular  level,  thereby 
providing  a physiologic 
source  and  amount  of  Ts  to 
meet  metabolic  needs  for 
complete  thyroid  replacement 
therapy.  Because  the  onset  of 
effect  is  slower  and  more  steady,  the 
possibility  of  sudden  metabolic  surges 
is  reduced  with  SYNTHROID  therapy. 

3  SYNTHROID  (sodium  levothyroxine) 
products  have  a longer  and  more 
reliable  shelf  life  than  Thyroid  U.S.R 
when  kept  under  the  same  proper 
storage  conditions.  There  is  no  animal 
protein  present  in  SYNTHROID  products. 

4  A recent  study  of  44  patients  with 
hypothyroidism  indicates  that 
89  percent  of  the  patients  were 
maintained  with  doses  of  L-thyroxine 
(SYNTHROID)  between  100  meg. and 
200  meg.  (0.1  mg.  and  0.2  mg.)  per  day.* 


3.  Stock,  J.IM.,  Surks,  IV1.1.,and  Oppenheimer,  J.H.: 
Replacement  dosage  of  I^thyroxine  in  hypothyroidism. 
A re-evaluation.  New  Engl.  J.  Med.  290:529-33, 1974. 
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Synthroid 

(sodium  levothyroxine,U.S.R ) FLINT 

Synthroid  Tablets— for  oral  administration 
Synthroid  (or  Injection— for  parenteral  administration 


Description 

SYNTHROID  (sodium  levothyroxine)  Tablets  and  SYNTHROID  Injection  con- 
tain synthetic  crystalline  sodium  levothyroxine  (L-thyroxine).  L-thyroxine  is 
the  principal  hormone  secreted  by  the  normal  thyroid  gland. 


Actions 

SYNTHROID  (sodium  levothyroxine)  Tablets,  taken  orally,  provide  hormone 
that  is  readily  absorbed  from  the  gastrointestinal  tract.  SYNTHROID  Injection 
is  effective  by  any  parenteral  route.  Following  absorption,  the  synthetic 
L-thyroxine  provided  by  SYNTHROID  products  cannot  be  distinguished  from 
L-thyroxine  that  is  endogenously  secreted.  Each  is  bound  to  the  same  serum 
proteins  and  each  exhibits  a six  to  seven  day  circulating  half-life  in  the 
euthyroid  individual. 

Both  SYNTHROID  products  will  provide  L-thyroxine  as  a substrate  for 
physiologic  deiodination  to  L-triiodothyronine.  Therefore,  patients  taking 
SYNTHROID  products  will  demonstrate  normal  blood  levels  of  L-triiodothyro- 
nine  even  when  the  thyroid  gland  has  been  surgically  removed  or  destroyed 
by  radioiodine.  Administration  of  levothyroxine  alone  will  result  in  complete 
physiologic  thyroid  replacement. 

Indications 

SYNTHROID  (sodium  levothyroxine)  products  serve  as  specific  replacement 
therapy  for  reduced  or  absent  thyroid  function  of  any  etiology.  SYNTHROID 
Injection  can  be  used  intravenously  whenever  a rapid  onset  of  effect  is  criti- 
cal, and  either  intravenously  or  intramuscularly  in  hypothyroid  patients  when- 
ever the  oral  route  is  precluded  for  long  periods  of  time. 

Contraindications 

There  are  no  absolute  contraindications  to  SYNTHROID  (sodium  levothy- 
roxine) therapy.  Relative  contraindications  include  acute  myocardial  infarc- 
tion, uncorrected  adrenal  insufficiency  and  thyrotoxicosis.  (See  WARNINGS) 

Warnings 

Patients  with  cardiovascular  diseases  warrant  particularly  close  attention 
during  the  restoration  of  normal  thyroid  function  by  any  thyroid  drug.  In  such 
cases,  low  initial  dosage  increased  slowly  by  small  increments  is  indicated. 
Occasionally,  the  cardiovascular  capacity  of  the  patient  is  so  compromised 
that  the  metabolic  demands  of  the  normal  thyroid  state  cannot  be  met.  Clinical 
judgment  will  then  dictate  either  a less-than-complete  restoration  of  thyroid 
status  or  reduction  in  thyroid  dosage. 

Endocrine  disorders  such  as  diabetes  mellitus,  adrenal  insufficiency  (Addi- 
son's disease),  hypopituitarism  and  diabetes  insipidus  are  characterized  by 
signs  and  symptoms  which  may  be  diminished  in  severity  or  obscured  by 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  therapy  for  such  patients 
may  aggravate  the  intensity  of  previously  obscured  symptoms  and  require 
appropriate  adjustment  of  therapeutic  measures  directed  at  these  concomitant 
disorders. 


Thyroid  replacement  may  potentiate  the  effects  of  anticoagulants.  Patients 
on  anticoagulant  therapy  should  have  frequent  prothrombin  determinations 
when  instituting  thyroid  replacement  to  gauge  the  need  to  reduce  anticoagu- 
lant dosage. 

Precautions 

Overdosage  with  any  thyroid  drug  may  produce  the  signs  and  symptoms  of 
thyrotoxicosis,  but  resistance  to  such  factitious  thyrotoxicosis  is  the  general 
rule.  With  SYNTHROID  (sodium  levothyroxine)  Tablets,  the  relatively  slow 
onset  of  action  minimizes  the  risk  of  overdose  but  close  observation  in  the 
weeks  following  institution  of  a dosage  regimen  is  advised.  Treatment  of 
thyroid  hyperactivity  induced  by  oral  medication  is  confined  to  interruption 
of  therapy  for  a week,  followed  by  reinstitution  of  daily  therapy  at  an  appro- 
priately reduced  dosage. 

Adverse  reactions 

Adverse  reactions  are  due  to  overdose  and  are  those  of  induced  hyperthy- 
roidism. 

Dosage  and  administration 

For  most  adults,  a final  dosage  of  100  meg  (0.1  mg)  to  200  meg  (0.2  mg)  of 
SYNTHROID  (sodium  levothyroxine)  Tablets  daily  will  restore  normal  thyroid 
function  and  only  occasionally  will  patients  require  larger  doses.  Failure  to 
respond  adequately  to  a daily  oral  intake  of  400  meg  (0.4  mg)  or  more  is  rare 
and  should  prompt  reconsideration  of  the  diagnosis  of  hypothyroidism,  spe- 
cial investigation  of  the  patient  in  terms  of  malabsorption  of  L-thyroxine  from 
the  gastrointestinal  tract  or  poor  adherence  to  therapy. 

The  concomitant  appearance  of  other  diseases,  especially  cardiovascular 
diseases,  usually  dictates  a replacement  regimen  with  initial  doses  smaller 
than  100  meg/day  (0.1  mg). 

In  otherwise  healthy  adults  with  relatively  recent  onset  of  hypothyroidism, 
full  replacement  dose  of  150  meg  (0.15  mg)  or  200  meg  (0.2  mg)  has  been 
instituted  immediately  without  untoward  effect  and  with  good  therapeutic 
response.  General  experience,  however,  favors  a more  cautious  approach  in 
view  of  the  possible  presence  of  subclinical  disorders  of  the  cardiovascular 
system  or  endocrinopathies. 

The  age  and  general  physical  condition  of  the  patient  as  well  as  the  severity 
and  duration  of  hypothyroid  symptoms  determine  the  starting  dosage  and  the 
rate  of  incremental  dosage  increase  leading  to  a final  maintenance  dosage. 
In  the  elderly  patient  with  long  standing  disease,  evidence  of  myxedematous 
infiltration  and  symptomatic,  functional  or  electrocardiographic  evidence  of 
cardiovascular  dysfunction,  the  starting  dose  may  be  as  little  as  25  meg 
(0.025  mg)  per  day.  Further  incremental  increases  of  25  meg  (0.025  mg)  per 
day  may  be  instituted  at  three  to  four  week  intervals  depending  on  patient 
response.  Conversely,  otherwise  healthy  adults  may  be  started  at  higher  daily 
dosage  and  raised  to  the  full  replacement  dosage  in  two  to  three  weeks. 
Clearly  it  is  the  physician's  judgment  of  the  severity  of  the  disease  and  close 
observation  of  patient  response  which  determines  the  rate  of  dosage  titration. 

Laboratory  tests  to  monitor  thyroid  replacement  therapy  are  of  limited  value. 
Although  measurement  of  normal  blood  levels  of  thyroxine  in  patients  on 
replacement  regimens  frequently  coincides  with  the  clinical  impression  of 
normal  thyroid  status,  higher  than  normal  levels  on  oral  replacement  of  levo- 
thyroxine occasionally  occurs  and  should  not  be  considered  evidence  of 
overdosage  per  se. 

In  all  cases,  clinical  impression  of  the  well-being  of  the  patient  takes 
precedence  over  laboratory  determination  in  determining  the  appropriate 
individual  dosage. 

In  infants  and  children,  there  is  a great  urgency  to  achieve  full  thyroid 
replacement  because  of  the  critical  importance  of  thyroid  hormone  in  sustain- 
ing growth  and  maturation.  Despite  the  smaller  body  size,  the  dosage  needed 
to  sustain  a full  rate  of  growth,  development  and  general  thriving  is  higher  in 
the  child  than  in  the  adult,  as  much  as  300  meg  (0.3  mg)  to  400  meg  (0.4  mg) 
per  day. 

In  myxedema  coma  or  stupor,  without  concomitant  severe  heart  disease, 
200  to  500  meg  of  SYNTHROID  Injection  may  be  administered  intravenously 
as  a solution  containing  100  mcg/ml.  Although  the  patient  may  show  evidence 
of  increased  responsivity  within  six  to  eight  hours,  full  therapeutic  effect  may 
not  be  evident  until  the  following  day.  An  additional  100  to  300  meg  or  more 
may  be  given  on  the  second  day  if  evidence  of  significant  and  progressive 
improvement  has  not  occurred.  Like  the  oral  dosage  form,  SYNTHROID  Injec- 
tion produces  a predictable  increase  in  the  circulating  level  of  hormone  with 
a long  half-time.  This  usually  precludes  the  need  for  multiple  injections  but 
continued  daily  administration  of  lesser  amounts  intravenously  should  be 
maintained  until  the  patient  is  fully  capable  of  accepting  a daily  oral  dose. 

In  the  presence  of  concomitant  heart  disease,  the  sudden  administration  of 
such  large  doses  of  L-thyroxine  intravenously  is  clearly  not  without  its  cardio- 
vascular risks.  Under  such  circumstances,  intravenous  therapy  should  not  be 
undertaken  without  weighing  the  alternative  risks  of  the  myxedema  coma  and 
the  cardiovascular  disease.  Clinical  judgment  in  this  situation  may  dictate 
smaller  intravenous  doses  of  levothyroxine. 

SYNTHROID  Injection  by  intravenous  or  intramuscular  routes  can  be  sub- 
stituted for  the  oral  dosage  form  when  ingestion  of  SYNTHROID  Tablets  is 
precluded  for  long  periods  of  time. 

How  supplied 

SYNTHROID  (sodium  levothyroxine)  Tablets  are  supplied  as  scored,  color- 
coded  compressed  tablets  in  6 concentrations:  25  meg  (0.025  mg)— orange  . . . 
50  meg  (0.05  mg)— white  . . . 100  meg  (0.1  mg)— yellow  . . . 150  meg  (0.15  mg)— 
violet  . . . 200  meg  (0.2  mg)— pink  . . . 300  meg  (0.3  mg)— green.  Depending  on 
strength,  these  tablets  are  available  in  bottles  of  100,  500,  1000  and  5000. 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is  supplied  in  10  ml  vials 
containing  500  meg  of  lyophilized  active  ingredient  and  10  mg  of  Mannitol, 
U.S.P.  A separate  5 ml  vial  containing  Sodium  Chloride  Injection,  U.S.P.  is 
provided  as  a diluent. 

Directions  for  reconstitution 

Reconstitute  the  lyophilized  sodium  levothyroxine  by  aseptically  adding  5 ml 
of  the  Sodium  Chloride  Injection,  U.S.P.  to  the  vial.  Shake  vial  to  insure  com- 
plete mixing.  Use  immediately  after  reconstitution.  Discard  any  unused  portion. 
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Differential  diagnosis  of  hypoglycemia 


James  B.  Field,  MD 

The  true  magnitude  of  the  problem  of  hypo- 
glycemia is  not  known.  Recent  emphasis 
on  it  in  the  popular  press  and  by  such  or- 
ganizations as  the  Hypoglycemia  Founda- 
tion suggests  that  it  is  very  common  and 
accounts  for  much  of  the  vague  symptoma- 
tology which  many  patients  have.  On  the 
other  hand,  the  erroneous  diagnoses  such 
as  epilepsy,  psychopathic  personality, 
malingering,  or  neurasthenia  which  are 
frequently  given  to  patients  with  hyperin- 
sulinism  secondary  to  islet  cell  tumors  of 
the  pancreas  indicates  that  the  appropriate 
diagnosis  of  hypoglycemia  is  often  not 
madeor  is  unduly  delayed. 

Hypoglycemia  exists  when  the  blood 
glucose  concentration  is  significantly  be- 
low the  lower  limit  of  normal  for  the  meth- 
od used  for  the  analysis.  It  is  important  to 
emphasize  the  latter,  since  a blood  glucose 
value  which  would  indicate  hypoglycemia 
when  determined  by  the  Folin-Wu  method 
would  be  normal  if  the  analysis  were  done 
by  the  Somogyi-Nelson  procedure.  The 
data  in  Fig  1 indicate  the  normal  ranges 
for  the  most  commonly  used  methods  for 
blood  glucose  determinations  and  the 
values  below  which  a diagnosis  of  hypo- 
glycemia is  indicated.  In  recent  years,  most 
hospitals  have  utilized  automated  proce- 
dures for  glucose  determinations.  These 


7.  Normal  and  hypoglycemic  values  of  blood 
glucose. 


Method 

Normal  Range 
mg/100  ml 

Hypoglycemia 
mg/ 100  ml 

Folin-Wu 

80-120 

55 

Somogyi-Nelson 

60-100 

45 

Glucose-oxidase 

55-95 

45 

Autoanalyzer — ferricyanide  reduction 

Whole  blood 

65-110 

50 

Plasma 

75-120 

60 

can  be  done  on  either  whole  blood  or  plas- 
ma. It  must  be  remembered  that  plasma 
values  tend  to  be  about  15%  higherthan 
whole  blood  values. 

Hypoglycemia  is  usually  associated  with 
significant  clinical  manifestations  such  as 
sweating,  hunger,  paresthesias,  visual  dis- 
turbances, weakness,  altered  cerebral 
function,  convulsions,  or  coma. ^Occasion- 
ally, it  may  be  entirely  asymptomatic  or 
the  symptoms  may  be  so  bizarre  as  to  ob- 
scure the  correct  diagnosis.  Controversy 
still  exists  as  to  whether  authentic  symp- 
toms of  hypoglycemia  occur  in  the  absence 
of  a blood  glucose  value  which  is  signifi- 
cantly lowerthan  normal.  It  has  been  pos- 
tulated that  the  rate  of  fall  of  the  blood 
glucose  level  may  be  more  important  than 
the  absolute  value  in  inducingthe  symp- 
toms of  hypoglycemia.  This  may  be  more 
relevant  to  the  diabetic  patient  receiving 
insulin  than  to  the  patient  with  spontane- 
ous hypoglycemia. 2 The  diagnosis  of  hypo- 
glycemia should  be  established  by  docu- 
menting that  the  blood  sugar  value  is  lower 
than  normal  at  a time  when  the  patient  is 
having  definite  symptoms.  Administration 
of  carbohydrate  should  produce  significant 
amelioration  of  the  symptoms  in  a relative- 
ly short  time.  It  is  now  well  established  that 
apparently  normal  individuals  will  have 
blood  sugar  values  beneath  the  lower  limit 
of  normal  at  some  time  during  a glucose 
tolerance  test  in  the  absence  of  any  symp- 
toms.^ Such  individuals  should  not  be 
classified  as  having  clinical  hypoglycemia. 
Because  of  the  occasional  bizarre  presen- 
tation of  the  patient  with  hypoglycemia,  the 
blood  glucose  level  always  should  be  de- 
termined in  any  clinical  setting  where  the 
diagnosis  is  not  immediately  obvious.  A 
patient  with  hypoglycemia  may  appear  to 
have  had  an  ordinary  cerebral  vascular  ac- 
cident with  hemiparesis.  The  oldest  patient 
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I have  seen  v\/ith  an  islet  cell  adenoma  was 
an  81-year-old  male  who  was  broughtto 
the  emergency  ward  because  of  a right 
hemiparesis.  An  intravenous  infusion  of 
5%  dextrose  was  started  because  of  his 
lethargy  and  trouble  swallowing.  Halfway 
through  the  infusion,  he  sat  up  in  bed  and 
asked  what  was  he  doing  in  the  hospital. 

His  hemiparesis  had  completely  disappear- 
ed. Although  this  is  not  a common  occur- 
rence, it  emphasizes  the  importance  of 
obtaining  blood  glucose  values  in  any  pa- 
tient with  altered  central  nervous  system 
function,  even  if  the  diagnosis  appears  to 
be  straightforward. 

Once  hypoglycemia  has  been  document- 
ed accordingtothecriteria  just  cited,  its 
etiology  must  be  elucidated.  A classifica- 
tion of  hypoglycemia  is  presented  in  Fig  2 
and  is  based  on  the  occurrence  of  low 
blood  glucose  values  in  relation  to  inges- 
tion of  food.  Although  the  entities  listed  un- 
der the  first  category  usually  are  character- 
ized by  hypoglycemia  in  the  fasting  state, 
they  may  also  be  associated  with  low  blood 
glucose  values  at  other  times  during  the 
day. 

Islet  Cell  Neoplasm  or  Hyperplasia 

The  mechanism  of  the  hypoglycemia  as- 
sociated with  tumors  of  the  beta  cells  of 
the  islets  of  Langerhans  is  easily  under- 
stood. Although  the  majority  of  these  tu- 
mors are  benign,  approximately  10%  are 
malignant.®  A somewhat  higher  percent 
may  have  histologic  characteristics  of 
malignancy  but  clinically  behaveas  benign 
tumors  without  evidence  of  recurrence  or 
metastases.  Attimes  the  same  clinical 
manifestations  have  been  reported  in  dif- 
fuse hyperplasia  of  the  islets.  In  one  large 
series  of  functioning  islet  cell  tumors. 


symptoms  related  to  alterations  in  central 
nervous  system  function  predominated.® 

Hepatic  Disease 

Hypoglycemia  may  also  be  a consequence 
of  hepatic  disease.  This  is  not  surprising  in 
view  of  the  central  role  of  the  liver  in  blood 
glucose  homeostasis.  Ingested  carbohy- 
drate is  stored  as  glycogen  in  the  liver, 
later  to  be  broken  down  and  released  as 
glucose  during  the  postabsorptive  state. 

In  addition,  the  liver  is  the  primary  site  of 
gluconeogenesis,  a process  by  which  amino 
acids  and  other  nonglucose  compounds  are 
converted  to  glucose  and  released  into  the 
blood  stream."  Usually  the  hepatic  dysfunc- 
tion is  generalized  as  in  infectious  hepati- 
tis, cirrhosis,  chronic  passive  congestion, 
or  widespread  replacement  of  hepatic  tis- 
sue with  primary  or  metastatic  malignant 
cells.  The  hypoglycemia  of  hepatic  disease 
characteristically  occurs  in  the  postabsorp- 
tive state  when  hepatic  glucose  production 
is  primarily  responsible  for  maintenance  of 
the  blood  glucose.  Hypoglycemia  may  also 
accompany  more  specific  abnormalities  in 
hepatic  function  such  as  those  seen  in 
some  forms  of  glycogen  storage  disease, 
galactosemia,  fructose  1-6  diphosphatase 
deficiency,  and  hereditary  fructose  intoler- 
ance.® In  these  instances,  hypoglycemia 
results  from  specific  enzyme  deficiencies 
involved  in  hepatic  glucose  production 
either  from  glycogenolysis  or  gluconeo- 
genesis. Ethanol  ingestion  may  also  cause 
hypoglycemia  in  the  absence  of  underlying 
liver  disease  by  inhibiting  gluconeogene- 
sis.® Development  of  hypoglycemia  is  con- 
tingent upon  a prior  period  of  fastingor 
poor  nutrition  at  a time  when  hepatic  gly- 
cogen stores  are  depleted  and  blood  glu- 
cose is  primarily  maintained  by 
gluconeogenesis. 
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Endocrine  Deficiencies 

Although  not  common,  hypoglycemia  may 
be  associated  with  certain  endocrine  de- 
ficiencies. Both  growth  hormone  and  ACTH 
are  important  in  maintenance  of  normal 
glucose  homeostasis.  ACTH,  through  regu- 
lation of  hydrocortisone  secretion,  is  es- 
sential for  adequate  hepatic  gluconeo- 
genesis."  The  exact  function  of  growth 
hormone  on  hepatic  carbohydrate  meta- 
bolism has  not  been  fully  elucidated. 

Growth  hormone  administration  initially 
may  cause  hypoglycemia, while  more 
prolonged  use  can  cause  hyperglycemia 
and  insulin  resistance. Adrenal  insuffi- 
ciency can  be  associated  with  hypogly- 
cemia as  a consequence  of  inadequate 
gluconeogenesis.  Hypoglycemia  has  been 
observed  in  patients  with  the  adrenogenital 
syndrome^2  and  with  large,  nonfunctioning 
adrenal  carcinomas. Hypoglycemia  in  pa- 
tients with  hypothyroidism  is  usually  re- 
stricted to  episodes  of  myxedema  coma. 
These  endocrine  deficiencies  also  have 
been  characterized  by  reactive  or  stimula- 
tive hypoglycemia  with  symptoms  appear- 
ingfourtofive  hours  after  carbohydrate 
intake. 

Large  Neoplasms 

Hypoglycemia  may  be  the  presenting  com- 
plaint of  patients  with  large  tumors,  usually 
sarcomas  of  fibrous  or  nervous  tissue 
origin. Such  tumors  are  most  commonly 
located  in  the  retroperitoneal  area  but  have 
also  been  found  in  the  thorax  or  the  peri- 
toneal cavity.  The  common  feature  of  all 
these  tumors  has  been  their  large  size.  Why 
they  cause  hypoglycemia  is  unknown.  Re- 
cently it  has  been  postulated  that  hypo- 
glycemia results  from  excessive  amounts 
of  nonsuppressible  insulin-like  activity  in 
extracts  of  these  tumors,^®  but  examination 


of  the  literature  indicates  that  insulin-like 
activity,  measured  by  bioassay,  has  been 
found  in  a minority  of  such  tumors. Even 
when  present,  this  material  did  not  behave 
immunologically  like  insulin.  Such  patients 
have  rarely  had  elevated  plasma  insulin 
values.  Other  postulated  causes  forthe 
hypoglycemia  have  included  preferential 
and  augmented  glucose  utilization  by  the 
tumor,  production  by  the  tumor  of  an  amino 
acid  or  other  substance  with  hypoglycemic 


2.  Differenlial  diagnosis  of  hypoglyceniiad 


I.  Hypoglycemia  associated  predominantly  with  fasting 

A.  Hyperinsulinism  due  to  islet  cell  neoplasm  or 
hyperplasia 

B.  Hepatic  disease 

1.  Generalized  hypofunction 

2.  Specific  enzymatic  defects 

a.  Glycogen  storage  diseases 

b.  Galactosemia 

c.  Fructose-l-6-diphosphatase  deficiency 

d.  Hereditary  fructose  intolerance 

3.  Ethanol  administration  associated  with  fasting 

C.  Endocrine  disturbance 

1.  Anterior  pituitary  insufficiency 

2.  Adrenocortical  insufficiency 

3.  Hypothyroidism 

D.  Large  neoplasms,  especially  of  mesodermal  origin 

E.  Deficient  carbohydrate  stores 

1.  Renal  glycosuria 

2.  Lactation 

3.  Strenuous  exercise 

F.  Idiopathic  hypoglycemias  of  infancy 

1.  Leucine-sensitive 

2.  Ketotic  hypoglycemia 

II.  Reactive  or  stimulative  hypoglycemia 

A.  Idiopathic  functional  hypoglycemia 

B.  Prediabetic  functional  hypoglycemia 

C.  Alimentary  hyperinsulinism 

D.  Endocrine  disturbance 

III.  Factitious  and  artifactual  hypoglycemia 

A.  Surreptitious  insulin  administration 

B.  Drug  ingestion 

C.  Leukemia 
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activity,  production  of  a substance  which 
stimulates  pancreatic  insulin  secretion  or 
elaboration  of  a material  which  interferes 
with  hepatic  glucose  production. 

Deficient  Carbohydrate  Stores 

Under  appropriate  circumstances  renal 
glycosuria,  lactation,  or  severe  exercise 
may  cause  hypoglycemia.  Although  renal 
glycosuria  is  considered  a benign  entity, 
the  incidence  of  subsequent  diabetes  in 
such  patients  may  be  greater  than  would  be 
expected  by  chance  alone. The  hypogly- 
cemia secondary  to  strenuous  exercise  may 
be  related  to  tissue  anoxia  or  the  produc- 
tion by  exercising  muscle  of  a material  with 
insulin-like  activity.  Obviously  in  all  of 
these  conditions,  the  low  blood  glucose 
value  represents  a discrepancy  between 
hepatic  glucose  production  and  tissue 
needs  for  glucose  or  excessive  losses  in 
urine  or  milk. 

Idiopathic  Hypoglycemias  of  Infancy 

Although  all  causes  of  hypoglycemia  in  the 
adult  may  also  be  found  in  children,  some 
types  of  hypoglycemia  are  unique  to  in- 
fancy and  childhood.®  During  the  first  few 
days  of  life  normal  infants  may  have  blood 
sugar  values  between  20  and  60  mg/100 
ml.  Infants  of  diabetic  mothers  are  espe- 
cially prone  to  hypoglycemia  with  serious 
clinical  manifestations.  Early  in  postnatal 
life,  the  physiologic  processes  involved  in 
glucose  homeostasis  are  not  fully  matured 
and  large  fluctuations  in  blood  glucose 
values  can  result  from  such  events  as  pro- 
longed crying,  elevated  body  temperature, 
hypoxia,  and  carbohydrate  withdrawal  for 
longerthan  24  hours.  For  this  reason,  the 
following  conditions  are  more  frequently 
associated  with  hypoglycemia  in  young 


children  than  adults:  impaired  intestinal 
absorption,  as  in  protracted  diarrhea  or 
celiac  disease;  deficiency  of  growth  hor- 
mone or  glucocorticoids;  renal  glycosuria; 
and  specific  enzymatic  defects  involved  in 
hepatic  glycogenolysis  and  gluconeo- 
genesis.  Conversely,  hypoglycemia  due  to 
hyperinsulinism  is  much  less  common  in 
children  than  adults.  Although  islet  cell 
tumors  have  been  described  in  newborns, 
they  are  very  rare  before  the  age  of  10 
years. 

Many  of  the  hypoglycemic  entities  ob- 
served in  infancy  are  not  accompanied  by 
discernible  pathologic  lesions  and  obvious- 
ly represent  diverse  etiologies.®  Hypogly- 
cemia usually  presents  during  the  first  few 
months  of  life  and  the  symptoms,  although 
diminished  in  intensity,  may  persist  into 
childhood.  Some  of  these  infants  can  be 
classified  as  being  leucine-sensitive. i® 

Oral  administration  of  this  amino  acid  or 
protein  rich  in  leucine  causes  significant 
hypoglycemia  duringtheensuingtwo 
hours.  Isoleucine  and  valine  may  also  in- 
duce hypoglycemia  in  such  infants,  while 
other  amino  acids  are  ineffective.  Leucine- 
sensitive  hypoglycemia  appears  to  be 
familial  in  many  instances,  and  if  not  prop- 
erly treated  may  lead  to  uncontrollable  con- 
vulsions and  severe  mental  retardation.  For 
unknown  reasons,  leucine  administration 
to  such  patients  usually  induces  excessive 
elevation  of  plasma  insulin  concentrations. 
Although  two  metabolites  of  leucine,  alpha- 
ketoisocaproic  acid  and  isovaleric  acid,  can 
also  induce  hypoglycemia,  it  is  not  clear 
whether  their  action  necessitates  conver- 
sion to  leucine.  Ketotic  hypoglycemia  tends 
to  occur  somewhat  later  in  infancy,  after 
the  first  year  of  life.  Although  a deficiency 
in  alanine  mobilization  had  been  postulat- 
ed as  an  important  contribution  to  the 
genesis  of  hypoglycemia,  the  etiology  may 
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be  more  complex.^®  This  amino  acid  is 
thought  to  be  the  primary  amino  acid  taken 
up  by  the  liver  to  support  gluconeogenesis. 

Reactive  or  Stimulative  Hypoglycemia 

Reactive  or  stimulative  hypoglycemia  con- 
stitutes the  most  common  cause  of  low 
blood  glucose  concentrations.  These  pa- 
tients never  have  symptoms  in  the  fasting 
state,  but  only  several  hours  after  ingesting 
carbohydrate.  Although  the  symptoms  tend 
to  be  more  mild  than  those  associated  with 
the  fasting  hypoglycemias,  occasionally 
they  can  be  quite  severe  with  loss  of  con- 
sciousness or  convulsions.  In  many  pa- 
tients the  symptoms  spontaneously  dis- 
appear even  without  additional  carbohy- 
drate intake.  This  type  of  hypoglycemia, 
also  known  as  functional  hypoglycemia, 
represents  several  different  etiologic  en- 
tities.“O  The  largest  group  of  patients  pro- 
bably represents  idiopathic  functional 
hypoglycemia.  Some,  but  not  all  of  them, 
have  an  exaggerated  insulin  response  to 
carbohydrate  ingestion  which  may  contri- 
bute to  the  subsequent  development  of 
hypoglycemia  duringthe  third  to  fifth  hour 
of  the  glucose  tolerance  test.-^  This  entity 
must  be  clearly  differentiated  from  that  af- 
fecting asymptomatic  patients  who  may 
also  develop  blood  glucose  values  lower 
than  normal  duringthe  latter  part  of  a six- 
hour  glucose  tolerance  test.^  Also,  it  should 
not  be  confused  with  “prediabetic”  func- 
tional hypoglycemia  since  it  is  only  the  lat- 
ter group  of  patients  who  subsequently 
develop  clinical  diabetes.  Although  patients 
with  “prediabetic”  functional  hypogly- 
cemia also  develop  the  nadir  of  their  blood 
glucose  during  the  third  to  fifth  hour  of  the 
glucose  tolerance  test,  their  two-hour  value 
is  significantly  elevated  above  normal.  In 
addition,  their  peak  insulin  response  to 


carbohydrate  ingestion  may  be  greater 
than  normal  and  occurs  at  a later  time, 
usually  during  the  second  hour  of  the 
test. 

Factitious  and  Artifactual  Hypoglycemia 

Factitious  hypoglycemia  results  from  sur- 
reptitious administration  of  insulin  or  oral 
antidiabetic  drugs.  This  diagnosis  should 
always  be  considered  in  physicians,  nurses, 
pharmacists,  diabetics  or  others  who  have 
access  to  hypodermic  syringes  or  drugs. 
Although  islet  cell  tumors  have  been  re- 
ported in  diabetics,  they  are  so  rare  that 
one  should  suspect  unauthorized  self- 
medication  when  a diabetic  patient  pre- 
sents with  hypoglycemia. 23  Such  patients 
have  been  very  clever  in  their  deception 
and  often  have  had  needless  exploratory 
surgery  of  the  pancreas  before  the  correct 
diagnosis  was  established.  The  presence 
of  insulin  antibodies  in  the  plasma  can  be 
an  extremely  helpful  clue  in  those  patients 
who  deny  recent  insulin  administration. 
Even  with  psychiatric  treatment,  some  of 
these  patients  have  persisted  in  their  sur- 
reptitious use  of  insulin  or  antidiabetic 
drugs. 

Artifactual  hypoglycemia  denotes  the 
finding  of  a low  blood  glucose  value  when 
analysis  of  the  blood  sample  is  delayed,  in 
contrast  to  a normal  concentration  when 
the  test  is  done  immediately.  The  most 
common  cause  is  failure  to  collect  the 
blood  sample  in  sodium  flouride  or  some 
other  agent  which  inhibits  glucose  utiliza- 
tion by  the  formed  elements  of  the  blood. 
Refrigeration  of  the  sample  can  minimize 
such  glucose  utilization.  In  leukemia  or 
otherclinical  situations  where  the  leuko- 
cyte count  is  very  high,  white  blood  cell 
utilization  of  glucose  can  continue  in  vitro 
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despite  the  presence  of  the  usual  amounts 
of  sodium  flouride.-^ 

Establishing  Etiology 

In  establishingthe  etiology  of  hypogly- 
cemia, careful  attention  should  be  given  to 
the  history  and  the  relationship,  if  any,  be- 
tween the  symptoms  of  low  blood  glucose 
levels  and  food  intake.  Entities  associated 
with  fasting  hypoglycemia  usually  present 
with  symptoms  before  breakfast  or  during 
the  night.  Daytime  symptoms  may  be  pre- 
sent if  meals  are  delayed  or  if  the  patient 
engages  in  strenuous  exercise.  The  history 
is  also  important  to  indicate  the  possibility 
of  underlying  hepatic,  endocrine,  or  gas- 
trointestinal disease.  Physical  examination 
can  provide  important  clues  indicative  of  a 
disease  process  which  may  be  associated 
with  hypoglycemia.  A large  abdominal 
mass,  either  palpable  or  indicated  by  dis- 
placement of  organs  on  x-ray  examination, 
suggests  that  fibrosarcoma  or  a related 
tumor  is  the  cause  of  the  low  blood  glucose 
value. 

Although  the  history  and  physical  ex- 
amination are  important  in  establishing 
the  etiology  of  hypoglycemia,  laboratory 
determinations  are  usually  necessary.  In 
addition  to  estimation  of  random  fasting 
blood  glucose  values,  the  blood  glucose 
level  should  be  determined  whenever  the 
patient  is  symptomatic.  The  results  of  the 
blood  glucose  and  insulin  values  in  several 
types  of  hypoglycemia  during  an  oral  glu- 
cose tolerance  test  are  demonstrated  in 
Fig  1 . The  glucose  tolerance  test  must  be 
extended  for  at  least  six  hours,  as  the  be- 
havior of  the  blood  glucose  after  it  reaches 
hypoglycemic  levels  is  important  in  the  in- 
terpretation of  the  results.  In  reactive  and 
stimulative  hypoglycemia,  the  blood  glu- 
cose returns  toward  normal  after  hypogly- 


cemia, even  without  therapy.  The  insulin 
pattern  will  depend  somewhat  on  the 
etiology  of  the  reactive  hypoglycemia  as 
discussed  above.  In  liver  diseases,  the  fast- 
ing blood  glucose  level  may  be  either  nor- 
mal or  low.  Duringtheearly  partof  the 
glucose  tolerance  test,  the  blood  glucose 
exceeds  normal  and  the  values  are  indis- 
tinguishable from  those  in  diabetes.  How- 
ever, toward  the  end  of  the  test,  the  patient 
may  become  hypoglycemic  with  no  tenden- 
cy for  the  blood  glucose  value  to  return  to 
normal.  A variety  of  insulin  responses  have 
been  observed  in  patients  with  hepatic 
disease.-^  The  hypoglycemia  probably  re- 
flects the  inability  of  the  diseased  liver  to 
support  adequate  glycogenolysis  and 
gluconeogenesis  to  maintain  normal  blood 
glucose  values  in  the  postabsorptive  state. 
Increased  insulin  secretion  induced  by  the 
early  hyperglycemia  during  carbohydrate 
ingestion  may  also  contribute  to  the  hypo- 
glycemia. Patients  with  islet  cell  tumors 
usually  demonstrate  one  of  two  types  of 
glucose  tolerance  patterns.  The  fasting 
blood  glucose  value  is  usually  low  in  both 
instances,  but  may  be  normal  in  that  type 
associated  with  early  carbohydrate  intoler- 
ance. In  this  instance  following  glucose 
administration,  the  blood  glucose  exceeds 
normal  values  until  the  third,  fourth,  or 
fifth  hour,  when  it  drops  precipitously  to 
hypoglycemic  values.  Once  hypoglycemia 
is  attained,  the  blood  glucose  value  does 
not  return  toward  normal  until  the  patient 
is  fed.  The  other  type  of  glucose  tolerance 
pattern,  which  is  characteristic  of  islet  cell 
tumors,  has  blood  glucose  values  which  do 
not  rise  very  high  and  soon  return  to  hypo- 
glycemic values  where  they  remain.  In  both 
of  these  types  of  glucose  tolerance  pat- 
terns, the  plasma  insulin  levels  are  inap- 
propriately high.  Except  for  surreptitious 
administration  of  insulin  or  the  oral  anti- 
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diabetic  drugs,  islet  cell  tumors  are  the 
only  entity  in  which  insulin  values  are  in- 
appropriately high  forthe  blood  glucose 
value.  Occasional  patients  with  an  islet  cell 
tumor  may  have  a normal  glucose  and  in- 
sulin response  to  glucose  administration. 

Intravenous  administration  of  tolbu- 
tamide may  be  very  helpful  in  establishing 
an  islet  cell  tumor  as  the  cause  of  hypo- 
glycemia (Fig4).  Although  normals  re- 
spond to  tolbutamide  with  a reduction  in 
blood  glucose,  it  is  not  as  profound  nor  as 
prolonged  as  that  usually  seen  in  patients 
with  islet  cell  adenomas.  In  the  latter  pa- 
tients, the  blood  glucose  usually  falls  be- 
low 30  mg/100  ml,  and  is  still  below35 
mg/100  ml  at  the  end  of  the  test.  As  in  the 


5.  Glucose  tolerance  curves  and  insulin  responses 
in  different  types  of  hypoglycemia. 
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glucose  tolerance  test,  once  hypoglycemia 
occurs  there  is  very  little  tendency  for  the 
blood  glucose  value  to  spontaneously  re- 
turn toward  normal.  It  must  be  emphasized 
that  a similar  blood  glucose  pattern  may  be 
seen  in  patients  with  liverdisease  or  mal- 
nutrition when  hepatic  glycogen  stores  and 
gluconeogenesis  are  insufficient  to  re- 
store the  blood  glucose  to  normal.  Deter- 
mination of  insulin  valuesduringthetest 
greatly  increases  its  diagnostic  accuracy 
and  helps  exclude  false  positive  tests  for 
islet  cell  tumors.  Followingthe  rapid  in- 
jection of  tolbutamide,  peak  insulin  values 
are  obtained  in  one  to  five  minutes,  even 
before  there  has  been  a significant  reduc- 
tion in  blood  glucose.  Patients  with  islet 


4.  Glucose  and  insulin  responses  to  intravenous 
tolbutamide  in  different  types  of  hypoglycemia. 
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cell  adenomas  usually  have  inappropriate- 
ly high  insulin  values  exceeding  200  [xfi/ml 
during  the  first  five  minutes  of  the  test. 
These  early  samples  are  important  to  ob- 
tain since  the  hypoglycemia  which  devel- 
ops may  be  so  profound  that  the  test  must 
be  terminated  by  the  intravenous  adminis- 
tration of  glucose.  This  would  interfere  with 
the  interpretation  of  the  blood  glucose  pat- 
tern, but  if  the  early  blood  samples  demon- 
strate excessive  elevations  of  plasma  in- 
sulin, thediagnosis  of  an  islet  cell  adenoma 
is  quite  likely.  Although  patients  with  liver 
disease  or  malnutrition  may  have  a glucose 
response  to  tolbutamide  similar  to  that  of 
a patient  with  islet  cell  adenoma,  the  for- 
mer group  of  patients  have  a normal  or 
even  subnormal  insulin  response  to  tolbu- 
tamide administration. 

Probably  the  most  definitive  test  for  an 
islet  cell  tumor  is  a three-day  fast.  Although 
a normal  subject  may  have  a gradual  re- 
duction in  blood  glucose  values,  even 
slightly  below  normal,  during  such  a fast, 
there  is  a commensurate  diminution  in 
their  plasma  insulin  so  that  the  insulin 
value  is  less  than  40%  of  the  blood  glucose 
value.  Patients  with  reactive  or  stimulative 
hypoglycemia  ordinarily  will  not  develop 
hypoglycemia  in  the  absence  of  carbohy- 
drate ingestion  during  a three-day  fast. 
Patients  with  islet  cell  adenomas  will  al- 
most always  develop  hypoglycemia  with  an 
inappropriately  elevated  plasma  insulin 
value  during  the  first  24  hours  of  fasting, 
but  occasionally  the  fast  must  be  continued 
forthe  entire  72  hours.  It  is  rarely  neces- 
sary to  exercise  such  patients  at  the  end 
of  the  fast  to  induce  hypoglycemia.  Al- 
though this  testtakes  longerthan  the  tol- 
butamide tolerance  test,  there  are  fewer 
false  negatives.  Other  pertinent  laboratory 
tests  will  be  helpful  in  excludingor  con- 
firming a diagnosis  of  hepatic  or  endocrine 


disease  which  could  account  forthe 
hypoglycemia. 

Treatment 

T reatment  of  hypoglycemia  has  two  pri- 
mary objectives.  The  first  is  immediate 
control  or  amelioration  of  the  symptoms  of 
hypoglycemia  and  the  second  is  elimination 
of  the  underlying  pathologic  process,  if 
possible.  Obviously,  the  approach  to  the 
latterwill  depend  upon  the  etiology  of  the 
hypoglycemia  and  is  beyond  the  scope  of 
this  article. 
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Inflation:  Its  cause  and  cure 
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Physicians  are  affected  by  general  price 
inflation  not  just  to  the  extent  that  it  raises 
the  price  of  resources  that  must  be  bought 
to  supply  medical  services  to  patients  and 
lowers  the  purchasing  power  of  their  in- 
comes, but  inflation  also  affects  physicians 
by  producing  an  environment  which  is  con- 
ducive to  growing  federal  regulation  and 
control  of  the  medical  industry  in  America. 
Congressmen  say  they  support  national 
health  insurance  because  of  the  burden 
that  has  been  placed  upon  the  American 
consuming  public  by  rising  medical  prices. 

It  is  true  that  medical  costs  are  rising 
rapidly.  From  1960  to  February  1974,  the 
index  of  medical  prices  rose  by  81.3%. 
Flowever,  during  the  same  period  the  con- 
sumer price  index,  which  measures  the 
general  level  of  inflation,  increased  by 
60% : so,  74%  of  the  rise  in  the  price  of 
medical  services  had  nothingto  do  with  a 
specific  problem  in  the  medical  market.  It 
had  to  do  with  general  inflation. 

Only  26%  of  the  rise  in  the  price  of 
medical  services  can  be  attributed  to  a rela- 
tive scarcity  of  medical  resources.  This 
represents  less  than  a 2 % price  increase 
per  year,  and  most  of  it  occurred  between 
1966  and  1970,  years  when  the  full  impact 
of  Medicaid  and  Medicare  were  felt. 

It  is  therefore  clear  that  inflation  is  in 
large  part  the  cause  of  the  problem  in  the 
health  care  market.  The  demand  for  na- 
tional health  insurance  is  largely  an  at- 
tempt to  circumvent  problems  of  inflation 
indirectly. 

We  are  experiencing  the  most  prolonged 
period  of  rapid  inflation  in  the  history  of 
the  United  States.  While  we  have  had  short 
periods  where  inflation  rates  have  been 
more  intense,  a decade  of  high  inflation 
rates  has  no  precedent  in  the  US.  As  an 
index  of  how  severe  price  increases  have 
been  for  the  past  decade,  the  consumer 


price  index,  which  measures  the  price  of 
the  market  basket  of  goods  and  services 
purchased  by  the  American  consumer,  is 
up  70%  and  the  wholesale  price  index, 
which  measures  the  price  of  raw  materials 
used  in  the  production  processes,  is  up 
80%  from  a decade  ago.  Not  only  have  we 
experienced  a decade  of  high  inflation 
rates,  but  in  the  last  year  the  rate  of  price 
increase  has  quickened.  The  consumer 
price  index  is  up  12%  from  a year  ago  and 
the  wholesale  price  is  up  20%. 

Contrary  to  the  impression  generated  by 
the  public  policy  debate  in  Washington,  the 
causes  of  inflation  are  no  mystery  to  eco- 
nomic historians.  Indeed,  inflation  has  but 
one  cause:  a rapid  increase  in  the  money 
supply  which  drives  up  the  demand  for 
goods  faster  than  the  economy  can  produce 
goods. 

Data  on  inflation  goes  back  not  to  last 
year,  which  is  where  the  memory  of  most 
politicians  ends,  ortothe  last  decade  or  to 
the  last  century;  we  have  excellent  records 
of  inflationary  periods  that  date  back  5,000 
years.  In  the  Egyptian,  Creek,  and  Roman 
periods  we  have  a history  of  numerous 
general  price  inflations  and  they  were  all 
produced  by  debasement  of  the  currency. 
Debasement  of  the  currency  was  the  pro- 
cess where  governments  mixed  base  metals 
with  precious  metals  in  the  coinage  process 
to  increase  the  quantity  of  money  to  fi- 
nance increases  in  government  spending. 

We  have  continuous  data  on  inflation 
from  the  15th  century  when  gold  was  dis- 
covered in  America,  transported  to  Spain, 
and  permeated  the  European  market.  Since 
that  time,  there  has  never  been  a prolonged 
general  price  inflation  in  recorded  history 
that  was  not  preceded  by  and  directly  relat- 
ed to  a growth  in  the  money  supply.  In  our 
economy,  a growth  in  the  money  supply 
occurs  principally  when  the  government 
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spends  more  than  it  taxes  and  prints  money 
to  make  up  part  of  the  difference. 

Major  Inflations 

We  have  incurred  six  major  inflations  in  the 
history  of  the  United  States:  the  Revolu- 
tionary War  inflation,  the  Warof  1812  in- 
flation, the  Civil  War  inflation,  the  World 
War  I inflation,  the  World  War  II  inflation, 
and  the  Vietnam  conflict  inflation.  All  six 
of  these  inflations  have  been  caused  by  a 
rapid  increase  in  the  money  supply.  Under 
the  Articles  of  Confederation,  the  Con- 
tinental Congress  did  not  have  the  pov\/er 
to  tax.  It  was  therefore  forced  to  issue  pa- 
per currency  to  fight  the  Revolutionary  War. 
The  papercurrency  units  were  called  Con- 
tinental Dollars.  The  saying,  “not  worth  a 
Continental,’’  was  derived  from  the  fact 
that  when  Continental  Dollars  were  re- 
deemed at  the  end  of  the  Revolutionary 
War  they  were  redeemed  at  two  cents  on 
the  dollar  in  gold  and  silver.  The  paper 
currency  depreciated  rapidly  because  of 
the  tremendous  quantity  which  was  issued. 
In  essence,  the  Continental  Congress  was 
comingon  the  American  market  and  com- 
peting against  private  citizens  for  goods 
and  services  with  newly  issued  Continental 
currency  and  buying  goods  at  a more  rapid 
rate  than  the  economy  was  producing 
them.  Prices,  therefore,  were  driven  up. 

An  important  factor  about  our  first  in- 
flationary experience  as  a nation  is  that  at 
the  end  of  the  Revolutionary  Warthe  Con- 
gress balanced  the  budget  and  stopped  is- 
suing paper  currency.  As  the  money  supply 
stopped  growing,  prices  stopped  increas- 
ing. The  Congress  then  established  the 
First  Bank  of  the  United  States,  and  the 
bank  systematically  withdrew  Continental 
notes  trom  circulation.  As  the  money  sup- 
ply fell,  prices  fell  back  toward  their  prewar 
level. 


The  next  major  inflation  was  the  War  of 
1812  inflation,  basically  a carbon  copy  of 
the  Revolutionary  War  inflation.  The  prin- 
cipal method  of  deriving  federal  revenue 
was  import  taxes  or  tariffs,  but  the  US  was 
at  war  with  our  major  trading  partner, 
England,  and  tariffs  had  fallen  off  drasti- 
cally. In  order  to  fight  the  war,  the  US 
therefore  issued  tremendous  quantities  of 
paper  currency  and  produced  a rise  in 
general  price  level.  Again,  however,  to  the 
credit  of  our  forebears,  when  the  war  was 
overthe  Congress  balanced  the  budget  and 
established  a Second  Bank  of  the  United 
States  that  redeemed  paper  currency  at 
par.  Prices  leveled  off  and  declined  back  to 
their  original  level  as  the  papercurrency 
was  withdrawn  from  circulation. 

Duringthe  American  Civil  War,  the  fed- 
eral government  ran  a $1  billion  deficit, 
which  was  a deficit  without  precedent  in 
history.  It  financed  60%  of  this  deficit  by 
issuing  Greenback  Notes.  These  Greenback 
Notes  expanded  the  money  supply  by  more 
than  150%,  and  prices  roughly  doubled 
from  1860  to  1865.  At  the  end  of  the  war 
taxes  were  left  attheirwartime  level  and 
government  spending  was  cut  back  dras- 
tically. The  government  surplus  drew 
Greenbacks  out  of  circulation  and  the 
treasurer  of  the  United  States  burned 
them.  As  the  money  supply  declined,  prices 
fell  off,  and  by  1879  we  went  back  on  the 
gold  standard  at  exactly  the  same  par 
value  that  existed  in  1860  as  a result  of  the 
fact  that  prices  had  been  driven  back  down 
to  their  prewar  level. 

An  encouraging  thing  about  our  first 
three  inflations  is  that  when  the  govern- 
ment balanced  the  budget  and  stabilized 
the  economy  we  produced  prolonged  pe- 
riods of  rapid  and  stable  economic  growth. 
In  fact  at  the  end  of  the  Civil  War,  by  bal- 
ancingthe  budget  and  stabilizingthe  eco- 
nomy we  initiated  the  most  prolonged  pe- 
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riod  of  rapid  growth  that  any  nation  has 
ever  incurred.  From  1870  to  1914  we  grew 
so  fast  that  we  not  only  provided  full  em- 
ployment for  our  citizens,  but  we  drew 
25,000,000  immigrants  to  our  shores. 

They  all  came  here  looking  for  opportunity 
and  freedom  and  found  both. 

We  had  a short  but  intense  inflation  dur- 
ing World  War  I;  as  the  government  ran  a 
large  deficit  to  finance  the  war  effort,  the 
money  stock  and  prices  rose  by  more  than 
30%  in  three  years.  With  a balanced  budg- 
et at  the  end  of  the  war,  the  inflation  was 
stopped  and  by  1921  prices  were  falling. 

The  next  major  inflation  in  American 
history  occurred  in  World  War  II.  The  fed- 
eral government  ran  a large  deficit  and  the 
money  stock  grew  140%  as  the  Federal 
Reserve  Bank  monetized  a part  of  the  debt. 
As  the  government  entered  the  market 
armed  with  newly  printed  money,  it  drove 
up  prices  and  overall  prices  increased  by 
morethan  60%  during  World  War  II.  De- 
spite the  high  unemployment  rates  and 
double-digit  inflation  which  occurred  in 
1946,  Flarry  T ruman  balanced  the  budget 
in  the  first  quarter  of  1947,  and  bytheend 
of  1947  the  price  increases  and  unem- 
ployment were  eliminated.  The  period  from 
1947  to  1962  was  one  of  the  most  prolong- 
ed periods  of  stable  prices  and  stable  eco- 
nomic growth  in  the  20th  century. 

We  had  a one-year  inflation  in  1950- 
1951  as  the  impact  of  the  Korean  War  was 
felt  and  the  money  stock  and  prices  rose 
sharply.  By  1952  the  deficit  was  under  con- 
trol and  the  inflation  ended. 

The  Current  Inflation 

There  is  nothing  new  about  our  current 
problems.  As  Harry  Truman  was  so  fond  of 
saying,  “There  is  nothing  new  in  the  world 
except  the  history  you  don’t  know.”  We  are 
in  the  sixth  major  inflation  in  American  his- 


tory, and  its  source  has  been  identical  to 
the  five  inflations  that  preceded  it.  The 
current  inflation  differs  only  in  that  it  has 
been  carried  over  into  a peacetime  period, 
and  this  is  the  only  significant  peacetime 
inflation  in  the  history  of  our  country.  Our 
present  inflation  has  been  caused  by  the 
fact  that  the  federal  government  since 
1965  has  run  a $100  billion  deficit  and 
has  financed  40%  of  that  deficit  by  simply 
printing  money. 

It  isfundamentally  important  to  note  the 
difference  between  federal  finance  by  tax- 
ing and  borrowing,  as  opposed  to  printing 
money,  in  their  impact  on  the  economy. 
When  the  government  taxes  and  spends  the 
receipts  of  those  taxes,  the  ability  of  the 
private  consumerto  purchase  goods  and 
services  is  diminished  by  the  amount  of  the 
tax.  Therefore,  the  increase  in  total  spend- 
ing as  a result  of  the  increase  in  govern- 
ment spending  is  quite  small.  If  the  govern- 
ment goes  to  the  bond  market  and  sells 
bonds,  competing  with  private  firms  and 
private  individuals  for  loanable  funds,  the 
competition  simply  drives  up  interest  rates 
as  government  draws  funds  away  from 
private  investment  projects.  In  this  case, 
private  spending  falls  by  the  amount  that 
public  spending  increases.  When  the  fed- 
eral government  sells  bonds  to  the  Federal 
Reserve  Bank,  which  in  turn  gives  the 
treasurer  the  capacity  to  write  checks 
drawn  on  the  Federal  Reserve  Bank,  there 
is  no  corresponding  decrease  in  private 
spending.  So  the  increase  in  government 
spending  represents  a net  increase  in  total 
demand  for  goods  and  services. 

During  the  past  decade  government 
deficit  spending,  financed  by  printing 
money  and  spending  it,  has  sent  the  de- 
mand for  goods  up  at  more  than  a 7 % an- 
nual rate.  The  economy  has  produced  new 
goods  at  about  a 3 % rate,  and  as  a result 
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of  the  excess  of  demand  growth  over  output 
growth,  prices  have  risen. 

If  one  looks  at  the  nation's  historic 
growth  pattern  of  government  spending,  it 
is  easy  to  discern  that  within  the  past  15 
years  there  has  been  a fundamental  change 
within  our  government.  From  the  birth  of 
the  United  States  it  took  more  than  185 
years  for  the  federal  budget  to  grow  from 
roughly  zero  to$100  billion.  Ittookonly 
ten  years  to  grow  from  $100  billion  to  $200 
billion,  and  it  has  taken  only  fouryears  for 
it  to  grow  from  $200  billion  to  $300  billion. 
It  has  taken  only  one  year  for  an  “austeri- 
ty” budget  to  send  federal  spending  over 
$350  billion.  Despite  the  fact  that  federal 
tax  collections  have  grown  by  1 10%  in  a 
decade,  more  than  three  times  the  rate  of 
economic  growth,  the  federal  government 
has  failed  to  live  within  its  budget  and  it  is 
deficit  financing  at  such  a rate  that  today 
the  federal  government  is  absorbing  60% 
of  all  the  funds  raised  in  US  capital 
markets. 

Interest  rates  have  gone  through  the 
ceiling  because  inflation  has  stifled  both 
the  ability  and  the  incentive  of  the  Ameri- 
can consumerto  save,  and  government  has 
become  an  increasing  absorber  of  loanable 
funds.  While  Jack  Anderson  has  made  the 
American  bankerthe  scapegoat  for  high 
interest  rates,  saying  high  interest  rates 
have  been  caused  by  banker  collusion  to 
drive  up  interest  rates  and  make  fat  profits 
at  the  public’s  expense,  high  interest  rates 
have  always  been  identified  with  inflation- 
ary periods,  and  irresponsible  government 
spending  has  caused  both  the  inflation  and 
the  high  interest  rates. 

It  is  important  to  realize  that  govern- 
ment edict  cannot  override  the  laws  of  eco- 
nomics, and  throughout  history  prices  have 
continued  to  rise  when  growth  in  demand 
has  exceeded  growth  in  output  even  in  the 
face  of  wage  and  price  controls.  While 


economists  have  a lot  of  data  on  inflation, 
there  is  even  more  data  on  wage  and  price 
controls.  In  fact,  our  first  history  of  wage 
and  price  controls  occurred  5,000  years 
ago  when  price  controls  were  imposed  in 
the  fifth  dynasty  of  ancient  Egypt.  Pericles 
imposed  price  controls  in  ancient  Athens, 
and  Diocletian  imposed  wage  and  price 
controls  in  ancient  Rome.  And  from  the 
fifth  dynasty  of  ancient  Egypt  to  President 
Nixon’s  Phase  IV  price  controls,  all  of  these 
experiences  have  one  thing  in  common:  not 
one  has  ever  worked.  And  they  do  not  work 
because  they  freeze  prices  at  a point  where 
the  quantity  demanded  exceeds  the  quan- 
tity supplied.  They  simply  turn  price  in- 
creases into  shortages  and  stifle  the  incen- 
tive to  produce,  and  therefore  cause  output 
to  fall. 

Today  we  have  8.4%  of  the  labor  force 
unemployed.  Half  of  that  number  is  com- 
posed of  people  who  were  not  employed 
before  the  recession  began.  Of  the  workers 
who  have  lost  their  jobs,  unemployment  is 
concentrated  in  two  important  industries 
and  the  industries  which  supply  them. 
These  two  industries  are  the  construction 
industry  and  the  automobile  industry. 

The  construction  industry  is  in  a two- 
year  recession  and  is  experiencing  high 
unemployment  caused  by  high  interest 
rates  and  capital  shortage  conditions.  De- 
pressed construction  has  caused  unem- 
ployment to  spill  over  into  the  furniture  in- 
dustry and  into  all  industries  which  supply 
inputs  into  the  construction  industry.  This 
industry-specific  recession  has  been  pro- 
duced by  government  credit  absorption 
which  has  produced  competition  with  pri- 
vate borrowers  and  runaway  inflation  which 
has  slowed  down  savings  in  the  economy 
and  produced  a flight  of  capital  from  thrift 
institutions. 

The  automobile  industry  was  depressed 
for  a year,  but  took  a nose  dive  in  the  last 
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quarter  of  1974  with  demand  for  new  cars 
falling  by  over  $1 1 billion.  The  purchase  of 
new  cars  has  been  affected  by  credit  con- 
ditions, butthe  majorfactor  in  stifling 
new  car  purchases  is  consumer  uncertainty 
not  only  about  future  gasoline  prices  but 
about  future  availability  of  fuel. 

The  output  of  the  economy  has  been  in- 
creasingly hamstrung  by  growing  red  tape 
and  the  required  $30  billion  investment  to 
meet  environmental  and  safety  standards. 
As  a result  of  rising  energy  prices  and  in- 
creased government  restrictions,  a signifi- 
cant quantity  of  our  capital  stock  has  been 
wiped  out  and  we  are  a poorer  nation  today 
than  we  were  a year  ago  in  terms  of  our 
capacity  to  produce  output. 

What  Has  Been  Done 

In  light  of  this  perspective  on  our  inflation 
and  unemployment  problem,  let  us  look  at 
the  President’s  and  Congress’s  proposals 
to  deal  with  our  problems.  As  late  as  a year 
ago  the  President  was  still  wearing  his  WIN 
button  and  talking  about  his  proposed 
$300  billion  spending  ceiling  on  federal 
spending  in  fiscal  1975.  Ten  months  ago 
he  reversed  his  position  and  called  for  a 
$12  billion  tax  rebate,  an  increase  in  re- 
venue-sharing  funds,  and  a petroleum  tax. 
The  petroleum  tax  package  was  to  offset 
some  of  the  impact  the  rebate  would  have 
on  the  deficit  and  discourage  petroleum 
imports.  The  President  projected  a $20 
billion  deficitfor  1975  with  the  implemen- 
tation of  his  new  program.  When  the  Presi- 
dent’s proposals  reached  the  Congress  the 
deficit  had  risen  to$52  billion,  and  by  the 
timethe  Congress  had  outlined  its  pro- 
posed changes  the  deficit  loomed  at  $70 
billion. 

There  is  no  question  that  such  a massive 
deficit  will  stimulate  the  economy,  and 
some  of  the  stimulation  will  spill  over  into 


the  construction  industry  and  the  auto- 
mobile industry.  While  the  American  people 
are  long  overdue  for  a tax  cut,  since  infla- 
tion has  constantly  increased  the  federal 
tax  take  due  to  the  progressive  income  tax, 
we  must  look  at  what  a $70  billion  deficit 
can  do  to  the  economy. 

Financingthe  Deficit 

The  federal  government  has  but  two  op- 
tions in  financing  its  huge  deficit.  It  can 
sell  bonds  on  the  open  market  and  draw 
loanable  funds  away  from  private  industry, 
or  it  can  print  money  through  the  Federal 
Reserve  Bank  to  finance  the  deficit.  Over 
the  past  decade  the  deficits  have  on  the 
average  been  financed  60%  by  borrowing 
and  40%  by  printing  money.  Although  in- 
terest rates  could  continue  to  edge  down- 
ward through  the  spring,  when  the  impact 
of  the  deficit  financing  hits  the  credit  mar- 
ket, interest  rates  are  going  to  begin  to 
rise. 

While  the  Congress  does  not  seem  to  be 
concerned  by  the  prospects  of  converting 
the  President’s  proposed  $52  billion  deficit 
into  $70-plus  billion  deficit,  simple  arith- 
metic reveals  the  problem.  If  we  monetize 
only  40%  of  the  deficit,  the  money  supply 
will  grow  by  25%  and  if  historic  patterns 
of  behavior  are  repeated,  the  demand  for 
goods  and  services  will  rise  by  a similar 
amount.  Even  with  the  most  rapid  econom- 
ic recovery  in  American  history,  increases 
in  production  will  not  exceed  10% , and 
could  well  be  less  than  one-third  of  that 
amount.  Given  such  a gap  between  growth 
in  demand  and  growth  in  supply,  neardou- 
ble-digit  inflation  could  be  reignited  in 
1976.  If  the  Federal  Reserve  Bank  does  not 
monetize  substantial  quantities  of  the  fed- 
eral debt,  80%  of  all  funds  raised  on  the 
bond  market  will  be  bid  up  at  a rapid  rate 
until  private  investment  has  fallen  to  about 
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one-half  of  last  year’s  level.  We  could  find 
ourselves  with  high  inflation  rates  and 
unemployment  again  in  1976.  If  so,  all  the 
unemployment  and  hardships  of  the  last 
year  will  have  achieved  nothing. 

In  1969  we  had  5%  inflation  and  6% 
unemployment,  and  we  reinflated  to  eli- 
minate the  unemployment.  We  got  12.2% 
inflation  and  8.2%  unemployment  in  the 
bargain.  We  must  not  allow  the  federal  gov- 
ernment to  repeat  this  cycle.  While  the 
massive  deficit  in  1975  will  stimulate  busi- 
ness, it  will  not  eliminate  the  root  causes 
of  the  disruption  of  the  construction  and 
automobile  industries.  Only  by  stopping 
the  inflation  and  decreasing  federal  capital 
absorption  can  we  lower  the  interest  rate 
and  stimulate  private  construction  and  in- 
vestment. Only  by  opening  up  the  continen- 
tal shelf  fordrilling,  deregulation  of  natural 
gas,  and  letting  private  producers  get  back 
to  work  can  we  solve  our  energy  problems 
and  put  automobile  producers  and  other 
energy-dependent  industries  back  on  the 
job.  Unfortunately  these  policies  require 
leadership,  which  is  a scarce  commodity 
in  Washington  today. 

Our  current  problems  have  not  been 
produced  by  economic  constraints;  they 
have  been  produced  by  political  con- 
straints. If  American  labor  was  no  longer 
productive,  if  American  management  was 
no  longer  ingenious,  if  we  stood  at  the  end 
of  the  petroleum  age  and  we  could  not  ex- 
pand gas  and  oil  output  or  come  up  with 
substitutes,  we  would  be  in  a mess.  But 
none  of  these  things  is  true.  The  economic 
disruption,  which  has  stopped  economic 
growth,  sent  prices  spiraling  and  impover- 
ished millions,  has  been  produced  by  an  in- 
competent and  irresponsible  government. 

As  late  as  a decade  ago  we  could  each 
live  our  lives  and  mind  our  own  business 
with  some  assurance  tfiat  the  government 
would  leave  us  alone.  Unfortunately,  that  is 


no  longer  true.  As  late  as  a decade  ago  one 
could  enjoy  the  fruits  of  our  free  and  stable 
economy  without  having  to  be  active  in  the 
political  process  to  assure  the  preservation 
of  the  economic  and  political  system. 
Thomas  Jefferson  told  us  long  ago  that 
“the  price  of  liberty  is  eternal  vigilance.’’ 
Our  dilemma  today  is  a testament  to  his 
ageless  wisdom. 

In  the  coming  struggleforthe  survival 
and  success  of  the  American  experiment, 
we  all  must  be  not  merely  passive  observ- 
ers, but  active  participants.  While  you  are 
about  your  business,  take  some  time  to  be 
about  America’s  business. 

Dr.  Gramm,  Professor  of  Economics,  Texas  A&M 
University,  College  Station,  Texas  77840. 
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The 

Pain  Phone 


When  a telephone  prescription 
for  pain  relief  is  necessary  or 
convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with 
Codeine  in  45  of  the  50  statest 
That  includes  No.  4,  which  provides 
a full  grain  of  codeine  for  more 
intense,  acute  pain. 


t The  exceptions 
Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia 


Wellcotne  , 


I Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


COMPOUND 

{CODEINE 

No.  4 codeine  phosphate* 
(64,8  mg}  gr  1 

No.  3 codeine  phosphate* 
[32,4  mg}gr  1/2 

Each  tablet  also  contains  aspirin 
gr  3’/2.  phenacetin  gr  2'/2, 
caffeine  gr  Vz 

♦Warning-may  be  habIt-forming, 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensi- 
tivity. reactions  similar  to  those  alter  meperi- 
dine or  morphine  overdosage  may  occur: 
treatment  is  similar  to  that  lor  meperidine  or 
morphine  intoxication  (prolonged  and  caretui 
monitoring).  Respiratory  depression  may  recur 
in  spite  ol  an  initial  response  to  Nalline®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  alter  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO.  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  Is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  In  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  special  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities. headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  lor  children  2 to  12  years  old.  For  ages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus. pinpoint  pupils  and  respiratory  depression 
which  may  occur  1 2 to  30  hours  alter  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  lorms:  Tablets,  2.5  mg.  ol  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  Vz  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680  455 


SEARLE 


TEXAS  MEDICINE 


Diarrhea  can  hook  anyone.  When  it  does, 
physicians  and  patients  both  want  prompt 
control  of  diarrheal  symptoms.  Lomotil  will 
usually  control  diarrhea  promptly. 

This  rapid  action  can  halt  the  emergency 
aspect  of  diarrhea  and  is  comforting  and 
reassuring  to  the  patient.  Electrolyte  and 


fluid  losses  can  be  corrected  while  the  spe- 
cific cause  of  the  diarrhea  is  being  deter- 
mined. If  an  infective  agent  is  the  cause, 
appropriate  specific  therapy  should  be 
given  along  with  Lomotil. 

Lomotil  is  contraindicated  in  children 
less  than  2 years  old. 


Lomotil.  „ 

Each  tablet  and  each  5 ml  of  liquid  contain  diphenoxylate  hydrochloride  2 5 mg  (Warning  May  be  habit  forming),  atropine  sulfate  0 025  mg 

holds  the  line. 


In  hypertension, 

ALDOMEHmethyldopaimsd) 

usually  offers  more 
than  effective  lowering 
of  blood  pressure. . . 


With  ALDOMET 
(Methyidopa,  MSD), 
existing  renal  function 
is  usually  unchanged 

ALDOMET  has  no  direct  effect  on  renal 
function.  When  used  in  effective  doses, 
ALDOMET  usually  does  not  reduce  glo- 
merular filtration  rate,  renal  blood  flow, 
or  filtration  fraction. 


With  ALDOMET 
(Methyidopa,  MSD), 
cardiac  output  is 
generally  unchanged 

ALDOMET  has  no  direct  effect  on  cardiac 
function.  When  ALDOMET  is  used  in  effec- 
tive doses  cardiac  output  is  usually 
maintained  with  no  cardiac  acceleration; 
in  some  patients  the  heart  rate  is  slowed. 


With  ALDOMET 
(Methyidopa,  MSD), 
symptomatic  postural 
hypotension  is  infrequent 

ALDOMET  reduces  both  supine  and  standing  blood  pressure. 
Less  frequent  symptomatic  postural  hypotension  is  experienced 
with  ALDOMET  than  with  many  other  antihypertensive  agents. 
Exercise  hypotension  and  diurnal  blood  pressure  variations 
rarely  occur. 


for  hypertension 

TABLETS,  250  mg,  500  mg,  and  125  mg 

ALDOMET 

(MEDflUMMIMSO) 

a unique  antihypertensive  agent 

ALDOMET  is  contraindicated  in  active  hepatic  disease, 
hypersensitivity  to  the  drug,  and  if  previous  methyidopa 
therapy  has  been  associated  with  liver  disorders.  It  is 
not  recommended  in  pheochromocytoma. 

It  is  important  to  recognize  that  a positive  Coombs  test, 
hemolytic  anemia,  and  liver  disorders  may  occur  with 
methyidopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  MSD 
or  liver  disorders  could  lead  to  potentially  fatal  complica-  mfrPK 

tions  unless  properly  recognized  and  managed.  For  more  SHARK 

details  see  the  brief  summary  of  prescribing  information.  DOHME 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 


MSD 


(X- 


<x 
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to  further 
simplify  therapy 
for  many  patients 

now  available 

ALDOMErSOOmg 

(METHYIDOPA  I MSD) 


often  more  practical  to  prescribe 
easier  for  patients  to  remember 

Now  offered  in  addition  to  the  standard 
250-mg  tablet,  the  new  ALDOMET  500  mg 
tablet  is  a patient  convenience.  An  especially 
important  one,  since  in  hypertension  con- 
venience of  the  dosage  schedule  is  one  factor 
that  can  make  the  difference  in  compliance 
of  the  patient.  The  minimum  daily  dose  of 
ALDOMET  is  250  mg  b.i.d.  The  usual  starting 
dose  is  250  mg  t.i.d.  Dosage  is  adjusted  as 
necessary  by  adding  or  deleting  250  mg  or 
500  mg  at  intervals  of  not  less  than  two 
days.  The  maximum  dose  is  3.0  g per  day. 
Examples  of  b.i.d.  or  t.i.d.  dosage  convenience 
provided  by  ALDOMET  500  mg  within  the 
usual  daily  dosage  range  of  500  mg  to  2.0  g: 


1.0-g 

daily 

dose 


^ALDOMET 500 mg 

C ^ethy/c/cpa/A'tSO) 


sig  one  tablet  b id. 


1.5-g 
daily  s 
dose 


2.0-g 

daily 

dose 


^ALDOMETSOOmg 

f Methyidopa //mSD) 


s/g : bro  tablets  b id 


^ALDOAAETdOOmg 

f Methyidopa //lylSO) 


NOTE:  Tablets  shown  are  not  actual  size. 


"^ALOOMETSOOmg 

C Methyidopa /MSD) 


sig  one  tablet  t.i.d. 


in  hypertension 

ALDOIVIET(methyldopaimsd) 

usually  lowers  blood 
pressure  effectively 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis;  if  previous 
methyidopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 
Warnings;  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyidopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyidopa  therapy,  10%  to  20%  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy.  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less.  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications. One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia.  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyidopa.  If  a positive  Coombs  test 
develops  during  methyidopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem.  For  exam- 
ple, in  addition  to  a positive  direct  Coombs  test 
there  is  less  often  a positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood. 

At  the  start  of  methyidopa  therapy,  it  is  desirable  to 
do  a blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a baseline  or  to  establish  whether 
there  is  anemia.  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia.  It 
may  be  useful  to  do  a direct  Coombs  test  before 
therapy  and  at  6 and  12  months  after  the  start  of 
therapy.  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyidopa  and  the  drug 
should  be  discontinued.  Usually  the  anemia  remits 
promptly.  If  not,  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered.  If  the 
hemolytic  anemia  is  related  to  methyidopa,  the  drug 
should  not  be  reinstituted.  When  methyidopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only.  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyidopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyidopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 


cross  matching.  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  ma)or  cross 
match  and  the  assistance  of  a hematologist  or 
transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy, 
sometimes  with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SCOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy.  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyidopa.  If 
caused  by  methyidopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued. 
Methyidopa  should  not  be  reinstituted  in  such  pa- 
tients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur 
Patients  should  be  followed  carefully  to  detect  side 
reactions  or  unusual  manifestations  of  drug  idio- 
syncrasy. 

Use  in  Pregnancy:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks; 
possibility  of  fetal  injury  can  not  be  excluded. 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyi- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported. 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma.  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery,  Methyidopa 
IS  not  recommended  for  patients  with  pheochromo- 
cytoma.  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyidopa  or  its 
metabolites. 


Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascu- 
lar disease.  Patients  may  require  reduced  doses  of 
anesthetics;  hypotension  occurring  during  anes- 
thesia usually  can  be  controlled  with  vasopressors. 
Flypertension  has  recurred  after  dialysis  in  patients 
on  methyidopa  because  the  drug  is  removed  by  this 
procedure. 

Adverse  Reactions:  Central  nervous  system: 
Sedation,  headache,  asthenia  or  weakness,  usually 
early  and  transient;  dizziness,  lightheadedness, 
symptoms  of  cerebrovascular  insufficiency, 
paresthesias,  parkinsonism.  Bell’s  palsy,  decreased 
mental  acuity,  involuntary  choreoathetotic  move- 
ments; psychic  disturbances,  including  nightmares 
and  reversible  mild  psychoses  or  depression. 
Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris.  Orthostatic  hypotension  (decrease  daily 
dosage).  Edema  (and  weight  gain)  usually  relieved 
by  use  of  a diuretic.  (Discontinue  methyidopa  if 
edema  progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation. flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black"  tongue,  pancreatitis,  sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice, 
liver  disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic 
anemia.  Leukopenia,  granulocytopenia,  throm- 
bocytopenia. 

AHergic:  Drug-related  fever,  myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  to 
500  mg  daily  when  given  with  antihypertensives 
other  than  thiazides.  Tolerance  may  occur,  usually 
between  second  and  third  month  of  therapy;  in- 
creased dosage  or  adding  a thiazide  frequently 
restores  effective  control.  Patients  with  impaired 
renal  function  may  respond  to  smaller  doses.  Syn- 
cope in  older  patients  may  be  related  to  increased 
sensitivity  and  advanced  arteriosclerotic  vascular 
disease;  this  may  be  avoided  by  lower  doses. 

How  Supplied:  Tablets,  containing  125  mg 
methyidopa  each,  in  bottles  of  100;  Tablets,  contain- 
ing 250  mg  methyidopa  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000; 
Tablets,  containing  500  mg  methyidopa  each,  in 
single-unit  packages  of  100  and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  informa- 
tion. Merck  Sharp  & Dohme,  Division  of  Merck  & 
Co.,  Inc.,  West  Point,  Pa.  19486 


MSD  MERCK  SHARP  & DOHME 


Unless  the  kid  takes  it. 

Frivolous  observation? 
Hardly.  The  medical  literature 
is  now  replete  with  data 
showing  that  25  to  50%  are 
drug  defaulters.*  Adults.  Kids. 


Everything  is  for  naught  if 
the  kid’s  taste  buds  reject 
the  product. 


That’s  what’s  nice  about 
INCREMIN  with  Iron  Syrup. 
It  really  tastes  okay. 


Now,  to  convince  yourself 
that  INCREMIN  with 
Iron  Syrup  makes  iron 
“bioavailable”  by  effec- 
tively delivering  it  to  the 
patient,  request  starter 
samples.  Also  available: 

A print  of  this  original 
artwork  (without  any 
text)  suitable  for  framing. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


Lederle  Laboratories 
Bldg.  140,  Room  104R 
Pearl  River,  N.Y.  10965 

□ Please  have  your  representative 
deliver  samples  of  INCREMIN  with 
Iron  Syrup. 

□ Please  send  print  suitable  for  framing. 

□ Please  send  bibliography  on  patient 
compliance  problems. 


With 


Dietary  Supplement 


H uieidiy  ouMM 

IRON  Syrup 


r FREE  SAMPLE  COUPON 


Each  teaspoonful  (5  cc)  contains: 
Elemental  Iron 


(as  Ferric  Pyrophosphate) 

30  mg 

1-Lysine  HCI 

300  mg 

Thiamine  HCI  (Bi) 

10  mg 

Pyridoxine  HCI  (B6) 

5 mg 

Vitamin  B12 

25  mcgm 

Sorbitol 

3.5  Gm 

Alcohol 

0.75% 

DOSAGE;  Prevention  of  iron-deficiency 
anemia— Children  and  Adults— 1 tsp.  (5  cc) 
daily. Treatment  of  iron-deficiency  anemia— 
Children:  1 tsp.  t.i.d.;  Adults:  1 tsp.  q.i.d. 


SUPPLY:  Bottles  of  4 fl.  oz.  and  16  fl.  oz. 


•Want  a list  of  relevant  references?  Please  use  the  coupon. 


I S 

I 


169.5 


Using  physician’s  assistants 
in  remote  areas  of  Texas 


J.  B.  Brame,  MD 

The  Physician’s  Assistant  (PA)  program  in 
Texas  has  added  new  dimension  to  secur- 
ing skilled  health  personnel  in  a role  sub- 
ordinate to  graduate  physicians,  one  which 
will  help  relieve  the  load  on  primary  care 
doctors  in  our  area.  With  the  expansion  of 
the  program  and  utilization  of  the  PA,  the 
physician-employers  have  had  to  overcome 
some  problems  in  order  to  use  this  new 
category  of  health  worker  in  isolated,  solo- 
physician  practices  in  rural  Texas.  Interest 
in  usingthe  PA  continues  to  increase,  and 
the  application  of  such  utilization  can  be 
demonstrated  by  the  experience  in  one 
MD-PA  relationship  in  Schleicher  County, 
one  of  the  many  remote,  sparsely  populat- 
ed counties  in  our  state. 

Schleicher  County  is  located  45  miles 
south  of  San  Angelo,  and  has  a population 
of  some  2,500.  The  service  area  for  the 
physician  includes  approximately  5,000 
people.  Eldorado  is  the  only  town  in  the 
county  and  is  50  miles  west,  21  miles 
north,  and  76  miles  east  of  three  com- 
munities approximately  the  same  size  of 
Eldorado;  these  three  communities  also 
have  one  physician  to  serve  their  particular 
area.  A 16-bed  hospital,  a 38-bed  nursing 
home  and  a clinic  office  are  housed  to- 
gether. Patients  are  taken  to  specialists  in 
San  Angelo  by  volunteer  ambulance  when 
necessary.  Close  telephone  contact  with 
particular  specialists  is  maintained,  and  is 
availableatall  times. 

Each  year  from  1972  through  1974,  a 
studentfrom  a Physician’s  Assistant  pro- 
gram rotated  through  the  health  services 
of  the  community.  The  School  of  Allied 
Health  Sciences  from  the  University  of 
Texas,  Dallas,  supplied  one  trainee,  and 
two  from  the  PA  program  at  Baylor  College 
of  Medicine  in  Houston  were  accepted  for 
instruction  at  yearly  intervals,  each  for 
eight  weeks.  The  teacher-physician  was  im- 


pressed by  the  PA’s  work,  and  the  last  PA 
student  was  hired  upon  graduation  and  be- 
gan employment  in  September  1974.  In 
addition  to  six  years’  experience  as  a regis- 
tered nurse,  the  PA  had  rotated  through 
training  programs  in  San  Angelo,  Victoria, 
Temple,  and  Houston  before  graduation. 

The  eight-week  training  period  oriented 
the  PA  to  the  physician’s  clinic  routine.  The 
PA  saw  selected  patients  and  recorded  the 
major  vital  signs,  chief  complaint,  and 
pertinent  physical  findings.  The  physician 
then  reviewed  the  charts  and  discussed 
modes  of  treatment.  Afterward,  he  examin- 
ed the  patient  to  verify  the  original  physical 
findings  and  completed  the  visit  with  the 
PA  in  attendance.  Questions  and  answers 
followed  this  teaching  session,  and  soon 
the  PA  was  able  to  handle  similar  cases 
underthe  physician’s  direction,  but  with 
less  scrutiny.  Every  aspect  of  treatment 
had  to  be  approved  and  any  questionable 
matters  were  discussed  immediately.  Even 
though  this  was  time  consuming,  the 
knowledge  gained  by  the  PA  and  the  level 
of  confidence  as  determined  by  the  physi- 
cian was  necessary  in  developing  a medical 
rapport  that  eventually  led  to  the  employ- 
ment of  the  PA. 

The  PA  now  handles  approximately  20% 
of  the  clinic  load;  however,  in  all  cases  the 
physician  preselects  those  patients  seen 
by  the  PA,  and  the  chart  is  reviewed  before 
treatment  is  begun  or  the  visit  is  terminat- 
ed. The  total  monthly  patient  load  has 
increased. 

The  PA  also  serves  in  the  hospital  where 
histories  and  physicals  are  performed  and 
tests  are  ordered  in  accordance  with  the 
physician’s  routine.  Most  patients  are  seen 
by  the  physician  first,  but  in  some  cases 
the  patient  is  screened  by  the  PA  and  ad- 
mitted to  the  hospital  on  the  MD’s  orders. 
The  orders  are  reviewed  before  any  but  the 
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most  routine  services  are  begun.  The  PA  is 
in  attendance  at  all  rounds  with  the  physi- 
cian and  nurse,  transcribes  progress  notes, 
writes  orders  verbatim  from  the  physician, 
and  gains  experience  in  re-examination  of 
pertinent  physical  findings  as  detected  by 
the  physician.  Most  often,  hospital  patients 
are  visited  again  by  the  PA  as  requested  by 
the  physician  or  nurse  in  charge,  and  any 
change  in  status  is  thereby  reported.  This 
additional  service  has  added  to  the  quality 
of  care  for  the  hospital  patient  and  allows 
the  physician  additional  time  in  the  outpa- 
tient area.  The  act  of  simple  close  liaison 
between  the  hospital  and  the  clinic  has  al- 
lowed for  closer  patient  surveillance.  Lab- 
oratory procedures  such  as  urinalysis, 
complete  blood  count,  and  bacteriological 
radiological,  and  electrographic  studies 
are  ordered  by  the  PA,  and  the  physician  is 
informed  of  the  course  of  action  and  cri- 
teria forthe  action. 

Telephone  instruction  to  the  patient, 
communication  with  the  pharmacy,  ap- 
pointments, referrals,  and  the  like  have 
been  handled  with  ease.  This  area,  how- 
ever, can  be  one  of  the  most  difficult  to 
supervise  if  there  is  not  strict  and  accurate 
documentation.  Here  again,  reliance  upon 
the  efficiency  and  confidence  of  the  PA  as 
it  is  known  by  the  physician  is  the  guideline 
for  operational  procedures. 

The  most  difficult  supervision  problem 
is  the  examination  and  treatment  of  pa- 
tients in  the  hospital  emergency  room  after 
clinic  hours.  Most  of  our  emergency  room 
patients  need  minor  laceration  repair  or 
have  problems  similarto  those  of  patients 
in  the  clinic.  Few  represent  true  emergen- 
cies. The  PA  is  the  second  contact  for  the 
patient:  the  nurse  on  duty  has  completed 
the  emergency  room  record  with  the  vital 
signs  and  the  chief  complaint.  Knowledge 
of  the  physician’s  routine  again  dictates 


the  course  of  action  forthe  PA,  but  the 
physician  always  is  consulted  by  telephone 
and  his  presence  requested  if  necessary. 
Approximately  80%  of  the  emergency 
room  patients  are  seen  by  the  PA  alone 
with  nurse  assistance.  It  is  in  this  area  that 
the  physician  is  most  vulnerable  from  the 
standpoint  of  liability,  and  strict  guidelines 
are  used  to  screen  patients  that  should  be 
seen  only  by  the  physician. 

Major  emergency  cases  seen  in  the  ab- 
sence of  the  physician  includethe  follow- 
ing: 

1.  Burns:  Four  burn  cases  were  han- 
dled: three  of  these  patients  subsequently 
died  in  major  burn  centers  after  triage 
and  transferto  San  Angelo. 

2.  Gunshot  Wounds:  There  were  two 
major  gunshot  wounds,  one  of  the  right 
femur  with  fracture,  and  the  otherthrough 
the  left  thoracic  area  penetrating  the 
spleen. 

3.  Severe  Respiratory  Distress:  One 
case  which  was  secondary  to  chronic  ob- 
structive pulmonary  disease,  pneumonia, 
and  cor  pulmonale. 

4.  Cardiovascular  Accident:  Included  in- 
tracranial hemorrhage. 

5.  Multiple  Lacerations:  Included  sev- 
erance of  radial  artery. 

All  of  these  cases  were  offered  emergen- 
cy treatment  and  life-saving  procedures 
which  allowed  the  patient  to  be  transferred 
without  incident  for  specialized  care.  Dur- 
ing each  time,  the  physician  was  out  of 
town  and  a legal  opinion  is  that  the  acts 
were  related  to  the  Good  Samaritan  Law. 

Supervision  of  the  PA  continues  to  be  a 
nebulous  concept  in  Texas  medicine.  The 
range  is  from  personally  seeing  each  pa- 
tient and  being  “personally  present,  super- 
visingand  assumingthe  legal  responsibili- 
ty for  such  act’’  (private  communication 
with  the  Texas  State  Board  of  Medical  Ex- 
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aminers)  to  maintaining  “proper  control 
and  supervision  overthe  Physician  Assist- 
ant” (Texas  State  Board  of  Medical  Ex- 
aminers Statement  on  Physician  Assist- 
ants). What  role  does  telemetry  play?  In  our 
rural  medical  atmosphere,  the  fact  that  no 
patient  is  treated  without  some  type  of 
physician-physician’s  assistant  contact  ap- 
pears to  be  sufficient  at  this  time.  If  spe- 
cific legal  status  is  required,  a general 
delegatory  statute  would  be  more  appro- 
priate than  a regulatory  authority  statute 
to  grant  legislative  sanction  for  PA  utiliza- 
tion in  the  remote  areas  of  our  state.  Cur- 
rently, however,  supervision  is  the  legal 
requirement,  and  can  best  be  described  by 
quotingfrom  a communication  from  the 
legal  counsel  of  theTexas  Medical  Asso- 
ciation: “Proper  control  and  supervision 
has  been  interpreted  to  mean  a relationship 
in  which  one  has  control  over  the  manner 
of  work  performed  and  the  right  to  super- 
vision has  been  interpreted  to  mean  a rela- 
tionship in  which  one  has  control  overthe 
manner  of  work  performed  and  the  right  to 
supervise  the  means,  methods  and  details 
of  the  work.  This  includes  not  merely  the 
ends  soughtto  be  accomplished  but  also 
the  means  and  details  of  its  accomplish- 
ments; not  only  what  shall  be  done,  but  how 
it  shall  be  done.  This  control  may  not  nec- 
essarily mean  that  the  physician  be  con- 
stantly present  at  all  times  but  should  be 
available  to  alter  the  course  of  events  in 
relationship  to  the  means  and  details  of 
the  medical  act  should  the  occasion  arise.” 

The  utilization  of  the  PA  in  remote  areas 
of  Texas  is  proving  to  be  successful  and 
could  bean  answer  to  manpower  distribu- 
tion if  adequate  guidelines  for  supervision 
are  followed.  Perhaps  this  report  of  experi- 
ence in  Schleicher  County  may  assist  other 


rural  communities  in  their  attempts  to  pro- 
vide 24-hour  medical  coverage  in  areas 
where  too  few  licensed  physicians  are 
available. 

Dr.  Brame,  Box  Y,  Eldorado,  Texas  76936. 
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MEDICAL  ANCILLARY  SERVICES,  INC. 

Since  1961,  we  have  never  met  an  administrative  health  care  problem 
we  didn’t  solve. 

^ We  will  not  only  diagnose  your  problem — we  will  provide  the  treatment, 
including  the  continuing  care,  and  we  will  “guarantee  the  cure”! 


Whatever  the  symptoms — wherever  your  location — we  would  like  to  share 
our  problem  solving  success  with  you 


FOR  EXAMPLE 

• WE  HAVE  DIAGNOSED,  TREATED  AND  CURED  EMERGENCY  DEPARTMENT  PROBLEMS 
THROUGHOUT  THE  UNITED  STATES 

• OUR  CLIENTS,  DOCTORS  AND  HOSPITALS,  HAVE  NEVER  HAD  A RELAPSE 


Call  us  at  (713)  527-0158  or  Toll  Free  l-(800)  521-5642 
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MEDICAL  ANCILLARY  SERVICES,  INC. 

3120  Southwest  Freeway,  Room  222 
Houston,  Texas  77006 


Name 

Address 

City  State 


Phone 

Date 

Zip 


Volume  71,  November,  1975 


89 


WE  GET  DOCTORS  THERE  IN  STYLE. 


For  three  years  the  TMA 
has  trusted  us  to  handle  the 
physician’s  transportation  needs 

Whether  it  is  renewal  time  on  your 
auto  lease  or  you  are  considering 
leasing  for  the  first  time,  the  1976 
models  are  now  available.  Call 
us  to  see  the  model  of  your  choice. 

We  understand  the  special  needs 
and  time  problems  of  physicians 
and  offer  a leasing  program  de- 
signed to  make  leasing  any  auto 
simple  and  fast. 

We  can  even  handle  the  whole 
thing  — through  your  secretary  if 
you  wish  — once  you’ve  decided 

Texas  Medical  Association 
Automobile  Lease  Program 

Underv.  rilten  by: 

Bankston  Rentals,  Inc.  4747  LBJ  Freeway  Dallas,  Texas  75234 
Southwest  Motor  Leasing,  Inc.  6737  Southwest  Freeway  Houston,  Texas  77036 


which  car  you  want. 

You  receive: 

• tax  write-offs 

• low  lease  costs 

• positive  cash  How 

• no  record  keeping  necessary 

• custom  tailored  leases 

• total  maintenance  of 
Lincoln -Mercury  prcxlucts 

For  complete  details  on  this 
lease  program,  call  or  write 
Bankston  Rentals 
or  Southwest  Motor  Leasing. 


Profile  of  licensed 

foreign  medical  graduates  in  Texas 

John  G.  Bruhn,  PhD;  Edward  N.  Brandt,  Jr.,  MD,  PhD 


While  the  United  States  has  a higher  physi- 
cian to  population  ratio  than  most  nations, 
the  geographical  and  specialty  distribu- 
tions of  physicians  and  hence  their  acces- 
sibility to  patients,  have  created  shortages 
of  physicians  in  some  areas  and  overutiliza- 
tion of  medical  services  in  others.  The  for- 
eign medical  graduate  (FMG)  is  increasing- 
ly influencingthe  supply  and  demand  of 
medical  services.  For  example,  since  1963 
the  total  physician  population  in  the  United 
States  has  increased  at  a rate  of  approxi- 
mately 8,000  physicians  per  year.  The  net 
gain  of  foreign  medical  graduates  in  the 
United  States  since  1963  has  been  about 
4,000  per  year.  Therefore,  FMGs  represent 
about  one-half  of  new  physicians  that  have 
been  added  to  the  net  health  manpower 
pool  in  the  United  States  each  year  since 
1963.  Between  1963  and  1970  the  net 
number  of  foreign-trained  physicians  in 
this  country  increased  85%.  The  57,217 
foreign  graduates  in  the  United  States  in 
1970  represented  17.1  % of  the  physicians 
in  the  United  States.  The  economic,  politi- 
cal and  health  care  implications  of  the  in- 
creasing influx  of  FMGs  is  receiving  much 
attention,  especially  as  this  manpower  pool 
is  exacerbating  existing  problems  in  man- 
power distribution  and  quality  of  care.^  For 
example,  while  the  majority  of  FMGs  re- 
main in  the  US  as  practitioners  of  medi- 
cine, in  1970  only  38%  of  FMGs  were  in 
office-based  practices  of  medicine  com- 
pared to  62%  for  US  medical  graduates, 
and  the  majority  of  FMGs  are  located  in 
metropolitan  areas  in  the  Middle  Atlantic 
and  East  North  Central  States. 

Texas  ranks  as  one  of  the  ten  states  with 
the  largest  numbers  of  FMGs.  Of  the  total 


This  project  was  conducted  as  part  of  UTMB’s 
Area  Health  Education  Center  funded  by  Contract 
No.  l-IVIB-24391  from  the  Bureau  of  Health  Re- 
sources Development,  Health  Resources  Ad- 
ministration, US  Public  Health  Service. 


nonfederal  physicians  in  Texas  in  1972, 

13  % were  graduates  of  foreign  medical 
schools  (Canadian  graduates  account  for 
6%  of  the  total  FMGs  in  Texas).  Of  960 
FMGs  who  were  examined  for  licensure  in 
Texas  from  1964  to  1972,  80%  passed 
compared  to  64%  for  all  FMGs  examined 
for  licensure  in  the  United  States  during 
this  time  interval.  A slightly  higher  per- 
centage of  FMGs  in  Texas  are  in  office- 
based  practices,  46%,  compared  to  the 
total  of  FMGs  in  the  US  (38%).2The  FMG 
manpower  pool  in  Texas  has  become  of 
increasing  concern  from  several  view- 
points: (1)  new  medical  schools  have  been 
established  and  admissions  increased  to 
help  meet  state  manpower  needs;  (2)  man- 
power surveys  in  the  state  point  to  the 
need  for  more  primary  care  physicians, 
especially  in  rural  and  underserved  areas 
of  the  state;  and  (3)  it  is  becoming  increas- 
ingly difficuitto  meet  the  demands  of  Texas 
medical  graduates  for  internships  and  resi- 
dencies in  primary  care  specialties. 

This  article  examines  certain  character- 
istics of  licensed  FMGs  in  Texas  to  ascer- 
tain their  contributions  toward  meeting 
health  manpower  needs  in  Texas  and  the 
implications  of  FMG  manpower  forthe 
state’s  health  care  delivery  system. 

Methodology 

The  Texas  State  Board  of  Medical  Examin- 
ers obtains  certain  data  from  licensed  fed- 
eral and  nonfederal  physicians  in  the  state 
each  year  including  age,  school  of  practice 
(regular,  eclectic,  homeopathic  or  osteo- 
pathic), degree  (MD  or  DO),  medical  school 
of  graduation,  year  of  graduation,  special- 
ty, year  of  Texas  license,  counties  license 
is  recorded  in,  and  county  of  practice. 
Through  the  cooperation  of  the  Texas  State 
Board  of  Medical  Examiners,  the  summary 
records  of  all  FMGs  licensed  in  1974  were 
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examined  and  these  data  were  recorded  for 
each  individual.  A total  of  1,664  FMGs  are 
currently  licensed  in  Texas.  All  physicians 
were  identified  by  code  number  for  data 
processing.  No  data  were  available  on  the 
number  or  characteristics  of  unlicensed 
FMGs  in  Texas.  Unlicensed  FMGs  in  Texas 
may  practice  as  interns  or  residents  in  in- 
stitutions with  an  institutional  permit  is- 
sued by  the  Texas  State  Board  of  Medical 
Examiners. 

Results 

Type  and  Year  of  Licensure 

Fig  1 shows  the  distribution  of  FMGs  li- 
censed in  Texas  by  year  and  means  of  li- 
censure. The  number  of  FMGs  obtaining 
licensure  has  increased  from  1954  to 
1974,  especially  since  1963,  and  the 
majority  obtain  licensure  by  examination. 
Only  8%  of  all  licensed  FMGs  in  Texas  are 
US-born.  Forty-eight  percent  of  all  FMGs 


have  been  licensed  in  Texas  since  1970, 
40%  were  licensed  between  1960  and 
1969,  8%  were  licensed  between  1950 
and  1959,  and  4%  were  licensed  before 
1950.  The  ages  of  licensed  FMGs  in  Texas 
range  from  27  to  79  years,  with  an  average 
of  about  43  years,  which  is  slightly  younger 
than  the  majority  of  graduates  from  US 
medical  schools. 

Country  of  Graduation 

Fig  2 shows  the  distribution  of  FMGs  li- 
censed in  Texas  as  of  1974  by  country  of 
medical  school  attended.  The  majority 
(49%)  of  FMGs  in  Texas  graduated  from 
medical  schools  in  Central  and  South 
America,  while  the  majority  of  FMGs  in  the 
US  have  come  from  European  medical 
schools  (40%).  As  would  be  expected,  the 
largest  number  of  licensed  FMGs  in  Texas 
were  graduated  from  medical  schools  in 
Mexico  (22%)  and  Cuba  (12%).  Ninety- 


1.  Distribution  of  foreign  medical  graduates  licensed  in  Texas  by  year  and  means  of  licensure. 


Year 

By  Examination 

By  Reciprocity 

Totals 

Foreign 

U.S. 

Foreign 

U.S. 

Born 

Born 

Born 

Born 

N = * 

N = 

N = 

N = 

N = 

1954 

10 



1 

- 

11 

1955 

10 

2 

4 



16 

1956 

21 

2 

4 

2 

29 

1957 

33 

2 

3 

2 

40 

1958 

21 

5 

2 

1 

29 

1959 

35 

4 

6 

2 

47 

1960 

44 

6 

4 

— 

54 

1961 

41 

6 

15 

1 

63 

1962 

43 

7 

23 

4 

77 

1963 

89 

5 

19 

3 

116 

1964 

105 

2 

33 

5 

145 

1965 

71 

5 

32 

2 

110 

1966 

70 

8 

52 

4 

134 

1967 

82 

9 

47 

5 

143 

1968 

75 

8 

65 

2 

150 

1969 

69 

8 

74 

7 

158 

1970 

73 

6 

77 

11 

167 

1971 

107 

6 

92 

8 

213 

1972 

68 

3 

128 

8 

207 

1973 

119 

11 

145 

7 

282 

1974 

122 

10 

228 

9 

369 

Totals 

1,308 

115 

1,054 

83 

2,560 

'N  = : Sample  size  (number) 

Source:  Texas  State  Board  of  Medical  Examiners 
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2.  Licensed  foreign  medical  graduates  in  Texas  by  country  of  medical  school  attended. 


No. 

% 

% of  Total 

No. 

% 

% of  Total 

FMGs 

FMGs 

FMGs  in  US 

FMGs 

FMGs 

FMGs  in  US 

Country 

1974 

1974 

1970 

Country 

1974 

1974 

1970 

Europe 

Japan 

6 

0.3 

1 

China 

19 

1 

1 

Austria 

12 

0.7 

3 

Israel 

3 

0.1 

0.3 

Belgium 

10 

0.6 

0.9 

Philippines 

73 

4 

13 

Czechoslovakia 

25 

1 

1 

Lebanon 

28 

2 

1 

Bulgaria 

1 

0.6 

0.8 

Total 

318 

19 

36 

Germany 

61 

4 

7 

Finland 

1 

0.6 

0.5 

France 

Greece 

9 

6 

0.5 

0.3 

1 

1 

Africa 

Hungary 

7 

0.4 

1 

Egypt 

23 

1 

1 

Ireland 

17 

1 

2 

South  Africa 

9 

0.5 

0.6 

Italy 

22 

1 

6 

Total 

32 

1.5 

1.6 

Netherlands 

12 

0.7 

1 

Romania 

4 

0.2 

0.5 

Spain 

48 

3 

3 

Oceania 

Sweden 

2 

0.1 

0.09 

Switzerland 

Turkey 

USSR 

United  Kingdom 

31 

14 

1 

74 

2 

0.8 

0.06 

4 

4 

1 

1 

5 

Australia 

New  Zealand 
Total 

11 

4 

15 

0.6 

0.2 

0.8 

0.5 

0.1 

0.6 

Yugoslavia 

3 

0.1 

.07 

Canada 

93 

6 

Poland 

16 

0.9 

1 

Latvia 

1 

0.06 

— 

Total 

1,664 

Total 

377 

22 

40 

Source:  Foreign 

Medical  Graduates  in  the 

United  States, 

Americas 

1970,  American 

Medical  Association,  1971, 

pp  298-299. 

•Includes  federal  and  nonfederal  physicians. 

Puerto  Rico 

13 

0.7 

— 

••Canadians  were  excluded  in  these  calculations. 

Panama 

1 

0.06 

0.04 

Mexico 

364 

22 

3 

Argentina 

67 

4 

2 

Bolivia 

6 

0.3 

0.2 

Peru 

21 

1 

1 

Chile 

18 

1 

0.3 

Uruguay 

2 

0.1 

0.08 

Ecuador 

7 

0.4 

0.2 

Brazil 

9 

0.5 

0.6 

Haiti 

2 

0.1 

0.5 

Guatemala 

8 

0.4 

0.1 

Dominican  Republic 

12 

0.7 

1 

El  Salvador 

9 

0.5 

0.1 

Honduras 

2 

0.1 

0.08 

Venezuela 

4 

0.2 

0.2 

Costa  Rica 

2 

0.1 

0.01 

Nicaragua 

5 

0.3 

0.1 

Colombia 

65 

4 

2 

Paraguay 

5 

0.3 

0.1 

Cuba 

107 

12 

17 

Total 

829 

49 

17 

Syria 

Asia 

3 

0.1 

0.3 

India 

76 

5 

7 

Indonesia 

14 

0.8 

0.1 

Burma 

1 

0.06 

0.1 

Korea 

25 

2 

4 

Pakistan 

12 

0.7 

1 

Iran 

21 

1 

3 

Thailand 

11 

0.6 

2 

Iraq 

4 

0.2 

0.3 

Taiwan 

22 

1 

2 
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one,  or  6%  of  FMGs  licensed  in  Texas, 
were  graduated  from  Canadian  medical 
schools. 

Specialty 

Fig  3 shows  the  distribution  of  FMGs  li- 
censed in  Texas  as  of  1974  by  specialty. 
The  largest  percentages  of  FMGs  are  in 
gv’^neral  practice  (13%)  and  internal  medi- 
cine (12%).  The  distribution  in  Texas  of 
FMGs  by  specialty  is  almost  identical  to 
that  of  all  FMGs  in  the  US.  Forty-four  per- 
cent of  Texas’  FMGs  are  in  primary  care 
specialties  (general  practice,  family  medi- 
cine, internal  medicine,  pediatrics,  and 
obstetrics-gynecology),  which  is  slightly 
lower  than  the  percentage  of  all  nonfederal 
physicians  in  primary  care  specialties  in 
Texas  in  1972  (50%)  and  slightly  higher 
than  all  FMGs  in  primary  care  specialties 
in  the  US  in  1970(35%).i 

Geographical  Area  of  Practice 

Forty  percent,  or  103,  of  the  254  counties 
in  Texas  have  licensed  FMGs.  Fig  4 shows 
the  distribution  of  FMGs  licensed  in  Texas 
as  of  1974  by  county.  Most  FMGs  are  lo- 
cated in  counties  with  large  metropolitan 
centers,  especially  Dallas,  Houston,  and 
San  Antonio.  Seventy-two  percent  of  FMGs 
in  Texas  have  their  licenses  recorded  in 
one  county,  19%  in  two  counties,  6%  in 
three  counties,  and  3 % in  more  than  three 
counties.  FMGs  with  licensure  in  more  than 
one  county  were  primarily  those  in  general 
practice,  internal  medicine,  family  medi- 
cine, general  surgery,  anesthesiology  and 
psychiatry. 

Geographical  Area  of  Practice  and 
Specialty 

Fig  5 shows  the  percentage  distribution  of 
licensed  FMGs  and  all  Texas  physicians 


by  county  and  specialty.  In  55  of  the  103 
counties  with  FMGs,  50%  or  more  of  all 
physicians  are  in  general  practice,  while 
FMGs  comprise  50%  or  more  of  general 
practitioners  in  only  14  counties.  Medical 
specialists  (including  internal  medicine 
and  pediatrics)  do  not  comprise  50%  or 
more  of  the  physicians  in  any  of  the  103 
counties:  however,  FMGs  comprise  50% 
or  more  of  the  medical  specialists  in  12 
counties.  Surgical  specialists  (including 
obstetricians-gynecologists)  do  not  com- 
prise 50%  or  more  of  the  physicians  in 
any  of  the  103  counties,  while  FMGs  make 
up  50%  or  more  of  the  surgical  specialists 
in  19  counties.  FMGs  comprise  50%  or 
more  of  other  specialists  in  8 of  the  103 
counties,  while  the  percentage  of  all  physi- 
cians in  other  specialties  is  under  50%. 
Therefore,  FMGs  in  Texas  tend  to  be  locat- 
ed in  urban  centers  and  concentrated  in 
medical,  surgical  and  other  specialties 
rather  than  in  general  practice. 

Discussion  and  Summary 

Much  attention  has  been  focused  in  recent 
years  on  the  geographic  and  specialty  dis- 
tribution of  physicians.  Particular  em- 
phasis has  been  placed  on  shortages  in 
rural  areas  and  the  “inner  city,”  and  in  the 
primary  care  specialties.  These  shortages 
have  been  growingduringthe  past  ten 
years  during  which  time  there  has  been  an 
increase  in  the  immigration  of  physicians 
educated  in  foreign  countries.  Nationally 
foreign  medical  graduates  have  had  little 
direct  effect  on  alleviating  these  shortages. 
For  example,  only  38%  have  entered  pri- 
mary care  specialties,  with  the  vast  ma- 
jority entering  surgical  and  nonmedical 
specialties.  This  may  represent  their  entry 
via  specialty  training  programs.  Although 
the  majority  are  located  in  metropolitan 
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3.  Distribution  of  licensed  foreign  medical  grad- 
uates in  Texas  by  specialty. 


Texas  FMGs  (1974) 

Specialty 

N=  % 

Primary  Care 


General  Practice 

209 

13 

Internal  Medicine 

202 

12 

Pediatrics 

113 

7 

Obstetrics-Gynecology 

103 

6 

Family  Medicine 

95 

6 

Medical  Specialties 

Cardiovascular  Diseases 

30 

2 

Pulmonary  Diseases 

14 

1 

Allergy 

12 

1 

Gastroenterology 

11 

1 

Oncology 

9 

1 

Endocrinology 

6 

0.3 

Pediatric  Cardiology 

6 

0.3 

General  Preventive  Medicine 

5 

0.3 

Nephrology 

3 

0,2 

Infectious  Diseases 

2 

0.01 

Neurophysiology 

2 

0.01 

Pediatric  Allergy 

2 

0.01 

Surgical  Specialties 

General  Surgery 

145 

9 

Orthopedic  Surgery 

40 

2 

Thoracic  Surgery 

37 

2 

Ophthalmology 

28 

2 

Otolaryngology 

26 

2 

Urology 

20 

1 

Neurological  Surgery 

18 

1 

Plastic  Surgery 

13 

1 

Colon  and  Rectal  Surgery 

10 

1 

Pediatric  Surgery 

5 

0.3 

Cardiovascular  Surgery 

3 

0.2 

Other  Specialties 

Anesthesiology 

137 

8 

Pathology 

107 

7 

Psychiatry 

88 

5 

Radiology 

57 

3 

Neurology 

21 

1 

Child  Psychiatry 

11 

1 

Therapeutic  Radiology 

11 

1 

Physical  Medicine  and  Rehabilitation 

10 

1 

Nuclear  Medicine 

6 

0.3 

Diagnostic  Roentgenology 

6 

0.3 

Dermatology 

4 

02 

Aviation  Medicine 

3 

0.2 

Forensic  Pathology 

1 

0.06 

Occupational  Medicine 

1 

0.06 

Public  Health 

1 

006 

Laboratory  Medicine 

1 

0.06 

Unspecified 

30 

2 

Totals 

1,664 

100 

Source:  Texas  State  Board  of  Medical  Examiners,  1974. 


4.  Distribution  of  licensed  foreign  medical  grad- 
uates in  Texas  counties  in  1974. 


County 

No. 

FMGs 

County 

No. 

FMGs 

Andrews 

3 

Jasper 

1 

Angelina 

2 

Jefferson 

24 

Austin 

1 

Jim  Wells 

4 

Bee 

3 

Johnson 

5 

Bell 

23 

Kaufman 

14 

Bexar 

221 

Kerr 

3 

Bosque 

1 

Kleberg 

2 

Bowie 

2 

Lamb 

2 

Brazoria 

6 

Lavaca 

2 

Brazos 

9 

Lee 

2 

Caldwell 

2 

Leon 

1 

Cameron 

32 

Liberty 

1 

Camp 

1 

Limestone 

1 

Chambers 

4 

Lubbock 

14 

Cherokee 

2 

Lynn 

1 

Childress 

2 

McLennan 

14 

Coleman 

2 

Maverick 

7 

Collin 

4 

Midland 

4 

Comal 

1 

Montgomery 

2 

Cooke 

1 

Moore 

1 

Coryell 

1 

Morris 

1 

Cottle 

2 

Motley 

1 

Crosby 

3 

Nueces 

54 

Dallas 

201 

Orange 

3 

Denton 

8 

Palo  Pinto 

6 

Dimmit 

2 

Parker 

3 

Duval 

2 

Polk 

4 

Eastland 

3 

Potter 

20 

Ector 

10 

Reeves 

1 

Ellis 

1 

Smith 

6 

El  Paso 

89 

Starr 

1 

Erath 

1 

Stephens 

1 

Falls 

2 

Tarrant 

44 

Fort  Bend 

1 

Taylor 

3 

Freestone 

1 

Titus 

2 

Galveston 

39 

Tom  Green 

4 

Goliad 

3 

Travis 

34 

Gray 

2 

Tyler 

1 

Grayson 

4 

Upton 

1 

Gregg 

3 

Val  Verde 

3 

Grimes 

1 

Victoria 

4 

Guadalupe 

1 

Walker 

1 

Hardin 

1 

Waller 

1 

Harris 

547 

Ward 

3 

Harrison 

3 

Webb 

22 

Hays 

1 

Wharton 

1 

Hidalgo 

46 

Wheeler 

1 

Hill 

4 

Wichita 

14 

Hockley 

2 

Willacy 

1 

Houston 

1 

Williamson 

1 

Howard 

5 

Winkler 

Zapata 

1 

1 

Source:  Texas  State  Board  of  Medical  Examiners,  1974. 
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5.  Distribution  of  licensed  foreign  medical  graduates  and  total  Texas  physicians  by  county  and  specialty. 


Specialty 

General  Practice  Medical  Specialties**  Surgical  Specialties  Other  Specialties 


% FMGs 

% of 

% FMGs 

% of 

% FMGs 

% of 

% FMGs 

%of 

of  Total 

Total 

of  Total 

Total 

of  Total 

Total 

of  Total 

Total 

MDs 

MDs 

MDs 

MDs 

MDs 

MDs 

MDs 

MDs 

in 

in 

in 

in 

in 

in 

in 

in 

County 

County* 

County 

County* 

County 

County* 

County 

County* 

County 

(1974) 

(1972) 

(1974) 

(1972) 

(1974) 

(1972) 

(1974) 

(1972) 

Andrews 

33 

50 

0 

25 

33 

25 

33 

0 

Angelina 

0 

28 

50 

22 

0 

28 

50 

22 

Austin 

25 

42 

0 

17 

0 

42 

0 

0 

Bee 

43 

88 

0 

0 

0 

12 

0 

0 

Bell 

13 

11 

21 

33 

7 

32 

7 

19 

Bexar 

26 

15 

18 

24 

14 

30 

16 

26 

Bosque 

0 

62 

0 

12 

100 

12 

0 

0 

Bowie 

0 

16 

0 

19 

6 

44 

0 

18 

Brazoria 

4 

44 

10 

16 

21 

22 

9 

17 

Brazos 

22 

39 

29 

15 

7 

33 

33 

13 

Caldwell 

0 

50 

100 

33 

0 

0 

0 

0 

Cameron 

11 

24 

20 

22 

27 

39 

62 

14 

Camp 

0 

67 

0 

0 

100 

33 

0 

0 

Chambers 

75 

80 

0 

0 

100 

20 

0 

0 

Cherokee 

0 

20 

0 

23 

10 

29 

10 

29 

Childress 

67 

50 

0 

33 

0 

0 

0 

17 

Coleman 

50 

80 

0 

0 

100 

20 

0 

0 

Collin 

0 

55 

50 

11 

18 

29 

0 

3 

Comal 

0 

67 

100 

7 

0 

7 

0 

20 

Cooke 

0 

77 

0 

0 

33 

23 

0 

0 

Coryell 

17 

100 

0 

0 

0 

0 

0 

0 

Cottle 

100 

67 

0 

0 

0 

33 

0 

0 

Crosby 

66 

75 

25 

25 

0 

0 

0 

0 

Dallas 

7 

9 

10 

28 

7 

34 

10 

25 

Denton 

0 

30 

16 

25 

15 

26 

17 

16 

Dimmit 

25 

67 

0 

0 

100 

17 

0 

17 

Duval 

50 

100 

0 

0 

0 

0 

0 

0 

Eastland 

22 

82 

0 

9 

100 

9 

0 

0 

Ector 

6 

23 

6 

22 

21 

38 

15 

18 

Ellis 

0 

61 

0 

9 

20 

22 

0 

9 

El  Paso 

44 

14 

29 

21 

24 

36 

18 

25 

Erath 

0 

50 

100 

8 

0 

42 

0 

0 

Falls 

25 

25 

20 

31 

0 

31 

0 

8 

Fort  Bend 

8 

36 

14 

19 

0 

25 

0 

19 

Freestone 

13 

100 

0 

0 

0 

0 

0 

0 

Galveston 

2 

8 

7 

29 

6 

28 

8 

32 

Goliad 

100 

33 

0 

0 

100 

33 

100 

33 

Gray 

18 

46 

0 

8 

0 

37 

0 

8 

Grayson 

0 

16 

0 

24 

6 

43 

14 

17 

Gregg 

0 

44 

7 

17 

5 

26 

9 

13 

Grimes 

0 

60 

100 

20 

0 

20 

0 

0 

Guadalupe 

100 

80 

0 

0 

0 

7 

0 

13 

Hardin 

0 

89 

100 

11 

0 

0 

0 

0 

Harris 

19 

12 

17 

26 

13 

30 

23 

27 

Harrison 

13 

24 

0 

18 

17 

36 

0 

21 

Hays 

13 

47 

0 

12 

0 

6 

0 

29 

Hidalgo 

40 

38 

56 

16 

38 

29 

39 

16 

Hill 

0 

58 

0 

0 

50 

32 

50 

11 

Hockley 

25 

100 

0 

0 

0 

0 

0 

0 

Houston 

13 

67 

0 

8 

0 

17 

0 

8 

Howard 

17 

14 

0 

25 

17 

41 

11 

20 

Jasper 

8 

75 

0 

6 

0 

12 

0 

6 

Jefferson 

10 

26 

7 

19 

9 

34 

7 

21 
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Specialty 


General  Practice  Medical  Specialties**  Surgical  Specialties  Other  Specialties 


% FMGs 

7oof 

7o  FMGs 

% of 

7o  FMGs 

% of 

7o  FMGs 

% of 

of  Total 

Total 

of  Total 

Total 

of  Total 

Total 

of  T otal 

Total 

MDs 

MDs 

MDs 

MDs 

MDs 

MDs 

MDs 

MDs 

in 

in 

in 

in 

in 

in 

in 

in 

County 

County* * ** 

County 

County* 

County 

County* 

County 

County* 

County 

(1974) 

(1972) 

(1974) 

(1972) 

(1974) 

(1972) 

(1974) 

(1972) 

Jim  Wells 

9 

58 

100 

11 

25 

21 

0 

11 

Johnson 

15 

45 

33 

21 

13 

28 

0 

7 

Kaufman 

50 

36 

100 

4 

0 

7 

54 

46 

Kerr 

8 

41 

0 

12 

17 

19 

13 

25 

Kleberg 

0 

47 

33 

18 

25 

23 

0 

12 

Lamb 

9 

85 

0 

0 

100 

8 

0 

8 

Lavaca 

11 

82 

0 

0 

0 

9 

0 

0 

Lee 

67 

100 

0 

0 

0 

0 

0 

0 

Leon 

33 

75 

0 

0 

0 

0 

0 

25 

Liberty 

8 

81 

0 

0 

0 

19 

0 

0 

Limestone 

14 

88 

0 

0 

0 

12 

0 

0 

Lubbock 

11 

17 

6 

22 

4 

36 

6 

23 

Lynn 

50 

100 

0 

0 

0 

0 

0 

0 

McLennan 

11 

19 

8 

25 

6 

36 

22 

19 

Maverick 

33 

46 

0 

0 

100 

15 

75 

31 

Midland 

8 

21 

0 

28 

14 

36 

0 

15 

Montgomery 

6 

62 

33 

12 

0 

15 

0 

12 

Moore 

0 

89 

0 

0 

100 

11 

0 

0 

Morris 

14 

78 

0 

0 

0 

0 

0 

22 

Motley 

100 

100 

0 

0 

0 

0 

0 

0 

Nueces 

14 

22 

25 

25 

15 

30 

9 

24 

Orange 

7 

45 

0 

6 

29 

23 

0 

23 

Palo  Pinto 

17 

40 

75 

27 

50 

27 

100 

7 

Parker 

20 

91 

0 

0 

100 

9 

0 

0 

Polk 

67 

100 

0 

0 

0 

0 

0 

0 

Potter 

12 

17 

8 

24 

16 

36 

15 

22 

Reeves 

17 

100 

0 

0 

0 

0 

0 

0 

Smith 

5 

15 

8 

26 

2 

36 

3 

22 

Starr 

0 

75 

0 

0 

100 

25 

0 

0 

Stephens 

25 

100 

0 

0 

0 

0 

0 

0 

Tarrant 

2 

24 

7 

19 

6 

31 

8 

25 

Taylor 

9 

21 

4 

23 

0 

38 

0 

15 

Titus 

0 

70 

0 

10 

100 

10 

0 

10 

Tom  Green 

0 

8 

9 

28 

0 

43 

12 

22 

Travis 

5 

17 

6 

20 

4 

26 

10 

36 

Tyler 

25 

100 

0 

0 

0 

0 

0 

0 

Upton 

33 

100 

0 

0 

0 

0 

0 

0 

Val  Verde 

25 

60 

0 

0 

100 

10 

0 

20 

Victoria 

0 

29 

0 

17 

0 

30 

29 

24 

Walker 

0 

64 

0 

0 

20 

36 

0 

0 

Waller 

25 

100 

0 

0 

0 

0 

0 

0 

Ward 

33 

50 

0 

0 

50 

33 

100 

17 

Webb 

45 

25 

78 

20 

31 

30 

63 

18 

Wharton 

0 

28 

0 

25 

0 

33 

20 

14 

Wheeler 

25 

100 

0 

0 

0 

0 

0 

0 

Wichita 

9 

23 

12 

19 

7 

34 

11 

20 

Willacy 

0 

50 

0 

25 

100 

25 

0 

0 

Williamson 

0 

78 

100 

6 

0 

11 

0 

6 

Winkler 

0 

56 

0 

11 

50 

22 

0 

11 

Zapata 

50 

100 

0 

0 

0 

0 

0 

0 

Sources:  Distribution  of  Physicians  in  Texas,  1972,  Texas  Medical  Association,  Office  of  Medical  and  Health  Manpower  (ex- 
cludes osteopaths)  and  Texas  State  Board  of  Medical  Examiners,  1974. 

*lnactive  physicians  and  osteopaths  excluded  in  these  calculations. 

**Medical  specialties  include  allergy,  cardiovascular  diseases,  dermatology,  gastroenterology,  internal  medicine,  pediatrics, 
pediatric  allergy,  pediatric  cardiology  and  pulmonary  diseases. 
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areas,  54%  are  not  licensed  (some  may  be 
in  graduate  training)  and  therefore  cannot 
be  contributingdirectly  tothe  solution  of 
the  US  physician  shortage.  In  Texas,  the 
situation  is  somewhat  different  in  that 
44%  are  in  primary  care  specialties  and 
in  14  rural  counties  more  than  half  of  all 
physicians  are  foreign  medical  graduates. 

While  foreign  medical  graduates  have 
helped  alleviate  the  total  shortage  of  phy- 
sicians in  Texas,  their  contribution  to  solv- 
ing problems  of  geographic  maldistribution 
and  the  need  for  first  contact  physicians 
has  been  minimal.  Between  1968  and 
1972,  the  growth  of  physicians  in  direct 
patient  care  in  the  primary  care  specialties 
has  barely  exceeded  the  growth  of  the 
state’s  population.  In  addition,  replace- 
ment needs  for  general  practitioners  dur- 
ingthe  next  five  years  in  Texas  will  be  sub- 
stantial. There  is  no  evidence  to  indicate 
that  more  FMGs  will  become  primary  care 
specialists  to  help  remedy  this  problem  in 
Texas.  With  the  six  Texas  medical  schools 
graduating  850  to  900  medical  students 
by  1980,  the  state  can  meet  physician 
manpower  needs  with  graduates  of  Texas 
schools.  Indeed,  in  1972  Texas  ranked 
third  in  the  US  in  the  retention  of  its  medi- 
cal school  graduates  for  internshiptrain- 
ing,  and  fourth  in  the  retention  of  grad- 
uates for  residency  training.^  However 
FMGs  occupied  22%  of  available  intern- 
ships and  residencies  in  Texas  in  1972. 

The  major  challenge  increasingly  facing 
Texas  is  to  provide  sufficient  numbers  of 
quality  graduate  training  opportunities  for 
the  increasing  numbers  of  medical  stu- 
dents the  state  will  produce.  This  is  espe- 
cially important  for  the  primary  care  spe- 
cialties since  increasing  numbers  of  grad- 
uates are  seeking  such  positions.  In  addi- 
tion to  training  and  retaining  more  Texas 
medical  school  graduates  to  practice  in 
the  state,  greater  attempts  will  also  have 


to  be  made  to  remedy  the  inequities  in  geo- 
graphic distribution. 

This  analysis  has  concentrated  exclu- 
sively on  numerical  aspects  of  foreign 
medical  graduates  in  Texas.  No  attempt 
has  been  made  to  assess  quality.  However, 
80%  of  FMGs  takingthe  Texas  state  board 
examination  between  1964  and  1974  have 
passed,  and  the  bulk  of  FMGs  have  been 
licensed  by  examination.^  There  is  a trend 
indicating  that  fewer  FMGs  in  Texas  are 
passing  licensure  exams,  and  the  yearly 
pass  percentage  is  approaching  the  total 
pass  percentage  of  about  64%  for  all 
FMGs  in  the  US  taking  licensure  exams. ^ 
We  do  not  have  data  on  unlicensed  FMGs 
in  Texas. 

Of  particular  interest  in  this  regard  is 
the  study  of  Goldblatt  and  associates.® 
They  performed  a follow-up  study  of  all 
interns  and  residents  in  training  in  the 
United  States  in  1963  who  were  still  in  the 
United  States  in  1971;  33,219  physicians 
including  5,632  foreign-born  FMGs  and 
818  US-born  FMGs  satisfied  these  criteria. 
By  1971,  only  66%  of  the  FMGs  had  ob- 
tained a license  compared  to  93%  of  US 
graduates. 

The  uncertainty  which  surrounds  the 
role  of  the  FMG  in  the  US  health  care  sys- 
tem reflects  in  part  a lack  of  consensus  in 
the  US  about  health  manpower  develop- 
ments in  general.  As  long  as  FMGs  are  used 
to  alleviate  a perceived  shortage  of  medical 
manpower,  the  US  will  continue  to  be  de- 
pendent on  an  uncontrollable  and  unpre- 
dictable source  of  supply.  Effective  policies 
and  planningforthe  geographic  and  spe- 
cialty distribution  of  US  graduates  will  be 
hampered  by  a continued  reliance  on  for- 
eign sources.  The  expansion  of  domestic 
output  of  physicians  to  eventually  replace 
the  yearly  influx  of  FMGs  is  costly  and,  in 
the  case  of  developing  medical  schools,  the 
time  lagfrom  initial  authorization  tothe 
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graduation  of  a first  class  is  as  long  as  nine 
years.  Therefore,  it  seems  that  serious 
steps  will  have  to  be  taken  in  medical  man- 
power planning  in  each  state,  regardless  of 
an  increase  or  decrease  of  FMGs.  Texas  is 
certainly  ahead  of  many  states,  since  medi- 
cal school  enrollment  plans  now  in  exis- 
tence should  satisfy  the  needs  of  Texas  for 
the  future.  However,  attention  must  now 
be  directed  to  the  development  of  both 
high  quality  internshipand  residency  train- 
ing opportunities  and  effective  continuing 
education  programs.  These  developments 
can  take  advantage  of  the  renewed  interest 
in  primary  care  demonstrated  by  graduat- 
ing students.  For  example,  of  the  177  grad- 
uates of  The  University  of  Texas  Medical 
Branch  who  entered  postgraduate  training 
in  civilian  hospitals  in  1974, 34  or  20.5% 
selected  rotating  internships  and  78  or 
46.9%  selected  programs  in  family  medi- 
cine, internal  medicine,  pediatrics  and 
obstetrics-gynecology.  Hence,  maintenance 
of  Texas’  ability  to  retain  its  graduates  is 
highly  dependent  upon  the  development  of 
additional  training  positions  in  Texas. 
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Continuing  medical  education: 
Anni^al  meeting  of 

Texas  Academy  of  Family  Physicians 

Edwjrd  N.  Brandt,  Jr.,  MD;  Edwin  R.  Franks,  MD;  William  F.  Powell,  MD 


Since  1972,  the  scientific  program  com- 
mittee of  the  TAFP  has  embarked  upon  new 
approaches  to  the  educational  programs 
of  theirannual  meetings.  Specifically,  the 
1972,  1973,  and  1974  meetings  have  been 
held  in  association  with  medical  schools, 
have  introduced  small  group  discussion 
sessions  on  a variety  of  topics,  and  per- 
mitted each  physician  to  choose  both  the 
format  and  content  of  his  individual  learn- 
ing experiences  at  the  meeting.  The  pre- 
sentations have  been  evaluated.  The  re- 
sults indicate  excellent  acceptance  of  the 
approach,  and  showthat  physicians  tend 
to  choose  topics  in  the  disciplines  funda- 
mental to  primary  care. 

Continuing  medical  education  has  much  to 
contribute  to  high  quality  medical  care,  and 
effective  continuing  medical  education  re- 
quires an  understanding  of  both  needs  and 
preferences  of  practicing  physicians.  Con- 
tinuingeducation  forthe family  physician 
presents  a particularly  difficult  challenge 
since  the  responsibility  for  continuing 
comprehensive  care  of  families  would  sug- 
gest that  each  family  physician  will  have 
individual  needs  for  knowledge  and  skills, 
dependent  upon  his  practice.  In  recent 
years,  much  attention  has  been  paid  to  the 
development  of  a curriculum  appropriate 
forfamily  physicians.  One  set  of  curricu- 
lum principles  is  that  adopted  at  the  Uni- 
versity of  Rochester.^  Although  this  mate- 
rial pertains  directly  to  a residency  pro- 
gram, it  may  be  appropriate  to  continuing 
education.  In  that  article.  Baker  presents 
six  “unique”  skills:  ambulatory  care,  con- 
tinuity of  care,  proper  use  of  ancillary  per- 
sonnel, counseling,  preventive  medicine, 
and  economic  aspects  of  health  care. 

Another  source  of  information  concern- 
ing educational  needs  is  directly  from 
family  physicians,  and  that  is  the  basis  for 
this  report. 


The  Texas  Academy  of  Family  Physi- 
cians (TAFP)  is  the  Texas  affiliate  of  the 
American  Academy  of  Family  Physicians 
(AAFP),  and  hence  all  of  its  members  are 
required  to  fulfill  continuing  education 
requirements  as  established  by  the  AAFP. 
Educational  experiences  are  offered  by  the 
TAFPfor  its  members,  includingtheannual 
meeting  offered  in  the  fall  of  each  year.  The 
scientific  program  committee,  appointed 
bythe  president,  is  responsible  for  the 
content  of  this  meeting.  This  committee 
has  conducted  periodic  surveys  and  has 
used  other  methods  to  identify  topics  for 
inclusion  in  the  annual  meeting.  Results  of 
these  findings,  includingthe  response  to 
some  alternative  educational  approaches, 
are  reported. 

Methods 

Physicians  attending  certain  annual  meet- 
ings of  the  TAFP  are  the  source  of  the  data 
reported  herein;  these  physicians  were  in- 
terested in  continuing  education.  Two 
types  of  data  were  obtained:  answers  to 
questionnaires  circulated  at  the  1966, 
1967,  and  1970  annual  meetings,  and  data 
from  enrollment  forthe  1972,  1973,  and 
1974  annual  meetings  which  permitted  a 
choice  of  topics.  Hence,  both  opinion  and 
behavioral  aspects  are  included. 

Results 

Annual  meetings  of  the  TAFP  consisted  of 
lectures  on  a variety  of  topics  delivered  to 
the  entire  group  of  attendees  in  an  audi- 
torium setting  until  the  1972  annual  meet- 
ing. The  officers  and  scientific  program 
committee  members  asked  the  faculty  and 
staff  of  The  University  of  Texas  Medical 
Branch  to  participate  in  that  meeting.  An 
alternative  approach  was  developed,  con- 
sisting of  small  group,  clinically  oriented 
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discussion  sessions.  In  addition,  each 
member  would  be  able  to  enroll  in  the  ses- 
sions which  he  felt  would  meet  his  greatest 
needs.  Topics  were  selected  on  the  basis  of 
questionnaires  circulated  to  attendees  at 
the  1966, 1967,  and  1970  annual  meet- 
ings. Fig  1 shows  the  results  from  these 
questionnaires.  The  1972  annual  meeting 
was  held  in  association  with  The  University 
of  Texas  Medical  Branch.  The  1973  annual 
meetingwas  held  in  conjunction  with  The 
University  of  Texas  Medical  School  at  San 
Antonio,  and  in  1974  the  annual  meeting 
was  again  held  with  The  University  of  Texas 
Medical  Branch  at  Galveston.  The  1972 
annual  meeting  consisted  entirely  of  small 
group,  clinically  oriented  discussion  ses- 
sions. The  1973  and  1974  meetings  con- 
sisted of  similarsmall  group  sessions,  of- 
fered concurrently  with  large  group  lec- 
tures. These  three  meetings  provide  data 
based  upon  physicians’  behavior,  specifi- 

7. Topic  selection  by  questionnaire.^ 


cally  their  choice  of  sessions,  as  related  to 
content  and  method  of  delivery. 

Fig  1 indicates  that  the  respondents  to 
the  1966,  1967,  and  1970  questionnaires 
selected  internal  medicine,  general  sur- 
gery, surgical  subspecialties,  and  gyne- 
cology as  the  areas  of  greatest  preference, 
with  pediatrics,  psychiatry,  and  obstetrics 
frequently  picked.  These  are  the  disciplines 
that  comprise  the  fundamentals  of  clinical 
instruction  in  medical  schools,  and  indicate 
that  curricular  modification  in  most  medi- 
cal schools  has  been  consistent  with  those 
disciplines  indicated  as  highest  priority  by 
family  physicians. 

The  data  obtained  from  the  1972, 1973, 
and  1974  meetings  were  obtained  from 
enrollments  and,  therefore,  are  a manifes- 
tation of  choice  by  exercise  of  enrollment 
options.  Approximately  50%  of  the  at- 
tendees at  the  1973  and  1974  meetings 
chose  the  small  group  sessions  and  it  is 
assumed  that  the  others  attended  the  large 


Year 

1966  1967  1970 


Topic 

No. 

%2 

No. 

No. 

Dermatology 

67 

16.9 

102 

23.8 

83 

23,3 

Gynecology 

115 

29.0 

128 

29.8 

94 

26.4 

Internal  medicine 

197 

49.6 

252 

58.7 

203 

57.0 

Neurology 

22 

5.5 

40 

10.2 

43 

12.1 

Obstetrics 

72 

18.1 

81 

18.9 

66 

18.5 

Ophthalmology 

16 

4.0 

56 

13.0 

33 

9.3 

Otolaryngology 

40 

10.1 

53 

13.5 

65 

18.3 

Pathology 

4 

1,0 

28 

7.1 

17 

4.8 

Pediatrics 

57 

14.4 

98 

25.0 

84 

23.6 

Psychiatry 

51 

12.9 

98 

25.0 

64 

18.0 

Surgery,  general 

107 

27.0 

120 

28.0 

90 

25.3 

Surgery,  subspecialties^ 

147 

37.0 

255 

59  4 

172 

48.3 

Athletic  medicine 

— 

— 

50 

12  8 

50 

14.1 

Industrial  medicine 

16 

40 

22 

56 

29 

8.1 

Other* 

55 

13.9 

72 

18.4 

53 

14.9 

Total  Votes 

966 

1,455 

1,146 

Total  Number  Voting 

397 

430 

356 

1:  The  response  rate  each  year  exceeded  80%  of  those  attending. 
2;  Percentage  of  persons  selecting  this  topic. 

3:  Includes  orthopedics,  urology,  pediatric  surgery,  etc. 

4:  Includes  medical-legal  and  medical-economics. 
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This  table  is  taken  in  part  from:  Brandt,  EN,  Jr.:  Preferences  of  family  physicians  for  subject  matter  in 
continuing  education  programs.  J Med  Educ  50:395-397,  1975. 


. Summary  of  evaluation  results,  small  group  sessions  only. 
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group  sessions.  Fig  2 summarizes  the  en- 
rollment at  the  sessions  by  discipline  and 
by  topic. 2 

Furthermore,  an  attempt  was  made  to 
determine  acceptability  of  the  material  by 
asking  each  physician  in  attendance  to 
complete  a questionnaire.  Acceptance  of 
thesmall  group  sessions  at  the  1972and 
1974  meetings  was  measured  according 
to  five  dimensions:  length  of  session,  ap- 
propriateness of  level,  effectiveness  in 
meeting  your  needs,  formality  of  instruc- 
tion, and  effectiveness  of  organization  and 
presentation.  These  results  are  summariz- 
ed in  Fig  3.2  Certain  of  the  large  group 
sessions  were  general  information  for  both 
physicians  and  their  wives  and  were  not  in- 
tended to  be  immediately  applicable  to 
practice  (for  example,  history  of  medicine 
and  marine  biomedicine). 

Discussion 

' .I'll  111'-' 1 II  :i  I ■ ' 

Continuing  education  programs  directed  to 
thefamily  physician  must  permit  a wide 
variety  of  subject  matter  and  must  be  pre- 
sented in  a format  that  is  acceptable  to  the 
physician  if  learning  is  to  be  effective.  The 
TAFP  scientific  program  committee  has 
been  concerned  about  these  matters,  and 
the  data  reported  herein  summarize  the 
experiences  from  a more  systematic  ap- 
proach to  the  annual  meeting.  Specifically, 
the  attendees  selected  material  in  those 
disciplines  basic  to  comprehensive  con- 
tinuing care,  and  tended  to  choose  one  of 
two  learning  formats,  large  lecture  groups 
or  small  group  discussions.  Approximately 
50%  of  the  registrants  at  the  1973  and 
1974  meetings  chose  the  lecture  format. 
Irrespective  of  their  choice,  they  gave  a 
favorable  evaluation  of  their  experiences. 

The  purpose  of  the  annual  meeting  of  a 
professional  society,  such  as  the  TAFP, 
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has  been  debated  by  many  societies.  How- 
ever, there  are  at  least  three;  (1)  to  provide 
opportunities  for  continuing  education; 

(2)  to  conduct  the  business  of  the  society; 

(3)  to  permit  members  of  the  society  to 
meet  socially  with  each  other.  The  latter 
two  goals  are  self-explanatory,  but  the  first 
engenders  great  discussion.  At  least  three 
approaches  can  be  taken  to  the  educational 
sessions;  (1)  exposure  to  newdiagnostic 
and  therapeutic  procedures  with  the  impli- 
cit understanding  that  if  detailed  compre- 
hension is  necessary,  additional  study  is 
required;  (2)  presentation  of  basic  prin- 
ciples, primarily  intended  to  review  rather 
than  to  present  new  material;  or  (3)  pre- 
sentation of  new  material  as  an  extension 
of  basic  principles.  The  first  two  can  be 
accomplished  effectively  by  lectures  but 
will  require  additional  study  in  an  organiz- 
ed fashion,  and  the  third  can  be  accom- 
plished only  in  a setting  which  permits  in- 
teraction between  the  physician  and  teach- 
er. The  results  cited  here  support  the 
TAFP  in  offering  concurrent  sessions  that 
permit  the  physician  a choice  of  subject 
matter  as  well  as  type  of  learning.  For  ex- 
ample, sessions  concerned  with  coronary 
artery  revascularization  forfamily  physi- 
cians need  not  be  detailed  as  to  the  surgi- 
cal techniques  or  the  specifics  of  the  ana- 
tomical and  physiologic  considerations 
thereof.  However,  the  decision  making 
process  that  leads  to  selection  of  patients 
who  will  benefit  from  the  operation  and 
long-term  postoperative  management  of 
patients  are  subjects  that  most  family  phy- 
sicians should  understand.  It  is  important 
that  all  three  approaches  be  included  in 
each  meeting  as  well  as  an  opportunity  for 
informal  meetings  with  colleagues. 

In  an  earlier  article,^  the  principles  of 
adult  learningand  an  outline  of  the  general 
requirements  for  continuing  education 


were  discussed.  Fundamentally,  the  annual 
meetings  of  the  TAFP  are  beginning  to 
satisfy  these  requirements  and  member 
satisfaction  is  clear  from  their  own 
evaluation. 

Another  apparently  positive  aspect  has 
been  the  association  of  theTAFPwith  med- 
ical schooisfortheirannual  meetings. 
Medical  school  facultyare familiarwith 
educational  processes,  including  curricu- 
lum and  presentation,  in  addition  to  their 
medical  knowledge.  The  collaboration 
should  continue  to  be  salubrious. 
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Impact  of  legislation 
on  communicable  disease  morbidity 

M.  S.  Dickerson,  MD;  Lon  Gee,  MBA 


In  1971  the  Texas  Legislature  enacted  a 
law  requiringthat  children  enrolled  in  Tex- 
as schools  be  immunized  against  certain 
vaccine-preventable  diseases.  Unquestion- 
ably, the  Legislature  may  legitimately  enact 
such  a law,  but  whether  or  not  such  a law  is 
legitimate  is  not  really  the  most  important 
question.  We  should  ask,  “Do  we  need  such 
a law?”  and  “If  so,  does  it  accomplish  the 
purpose  for  which  it  was  enacted?” 

Regarding  whether  or  not  such  a law  was 
needed,  considerthe  kind  of  information 
offered  to  the  Texas  Legislature  when  the 
law  was  under  consideration  in  1971. 

Need  for  Immunization  Law 

Fig  1 shows  Texas  morbidity  as  a percen- 
tage of  the  national  total.  Up  to  and  includ- 
ing 1970,  Texas  suffered  a large  share  of 
the  nation’s  morbidity  of  the  vaccine- 
preventable  diseases.  1970  was  a peak 
year,  with  Texas  reporting  almost  three- 
fourths  of  the  US  morbidity  for  paralytic 
poliomyelitis  and  more  than  one-half  of  the 
diphtheria  in  the  country.  Consideringthat 
Texas  hasonlya  little  more  than  5%  of  the 
population  in  the  country,  we  had  about 
three-and-one-half  times  our  share  of 
measlesand  rubella  also.  Sincethesedis- 
eases  are  essentially  preventable,  it  is  pro- 
bably fairto  say  that  some  action  was 
needed. 

In  1970  we  also  had  a large-scale  diph- 
theria outbreak  in  San  Antonio  and  Bexar 
County  and  there  was  considerable  public 
alarm,  particularly  after  nationwide  pub- 
licity spotlighted  the  matter.  At  that  time, 
the  Legislature  was  informed  that  about 
three-fourths  of  the  other  states  had  al- 
ready enacted  compulsory  immunization 
laws,  and  the  conclusion  that  our  inordi- 
nate morbidity  must  somehow  be  related 
to  the  lack  of  a law  was  almost  inescapable. 
In  the  spring  of  1971,  then,  with  the  sup- 


port of  the  Texas  Medical  Association  and 
public  health  officials,  the  Legislature  en- 
acted a compulsory  immunization  law 
which  provides  that  no  person  may  be  en- 
rolled in  an  elementary  or  secondary  school 
or  institution  of  higher  education  unless  he 
has  been  immunized  against  diphtheria, 
tetanus,  poliomyelitis,  rubeola,  and  rubella. 
The  law  originally  included  smallpox,  but 
this  requirement  has  since  been  deleted.  A 
companion  law  levies  the  same  require- 
mentfor children  enrolled  in  daycare 
centers. 

The  law  allows  exemption  for  reasons  of 
religious  belief  or  medical  contraindica- 
tion, and  permits  a child  firstentering 
school  to  be  provisionally  enrolled  as  soon 
as  he  has  started  his  immunizations,  pro- 
vided he  continues  the  series  as  rapidly  as 
is  medically  feasible.  Finally,  the  law  au- 
thorizes the  State  Board  of  Health  to  delete 
or  add  requirements  and  to  establish  cer- 
tain rules  and  regulations.  Acting  under 
that  authority,  the  board  has  deleted  the 
requirement  for  smallpox  immunization, 
and  has  established  specific  requirements 
for  dosages  and  has  made  other  rules. 

A few  states  have  enacted  only  “permis- 
sive” immunization  laws  which  allow  local 
school  boardsto  require  immunizations  at 
theirown  discretion.  In  other  states,  the 
law  applies  principally  to  first-grade  or 
kindergarten  students  entering  school  for 
the  first  time.  Several  states,  we  suspect, 
make  comparatively  little  real  effort  to  in- 
sure compliance  with  their  immunization 


1.  Texas  morbidity  as  a percentage  of  United  States 
morbidity  of  certain  diseases,  1966-1970. 


Year 

Diphtheria  Tetanus  Poliomyelitis 

Measles 

Rubella 

1966 

17% 

12% 

69% 

13% 

0* 

1967 

33% 

17% 

25% 

21% 

1% 

1968 

50% 

10% 

42% 

23% 

6% 

1969 

31% 

12% 

33% 

19% 

8% 

1970 

54% 

9% 

71% 

18% 

15% 

*l\lot  reported. 
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laws.  By  contrast,  theTexas  law  applies  to 
all  students  in  the  state,  and  is  enforced. 
Schools  are  required  to  keep  records  of  the 
immunization  status  of  each  student,  and 
to  make  periodic  reports.  The  latter  re- 
quirement has  been  particularly  valuable 
in  guiding  the  efforts  of  both  the  Texas 
Education  Agency  and  the  Texas  Depart- 
ment of  Health  Resources  Immunization 
Division  personnel  toward  schools  needing 
help  to  comply  with  the  law. 

Results  of  Immunization  Law 

What  has  been  the  effect  of  the  law?  The 
Texas  Education  Agency  received  the  first 
report  from  all  school  districts  in  May 
1972.  The  report  indicated  that  approxi- 
mately three-fourths  of  the  students  were 
immunized  effectively  against  such  dis- 
ease. This  was  both  good  and  bad,  depend- 
ing upon  one's  viewpoint.  It  obviously  did 
not  represent  compliance  with  the  law  by 
one-fourth  of  our  students,  but  it  did  show 
that  in  the  first  eight  months  of  school  un- 
derthe  new  law,  more  than  2 million  stu- 
dents had  either  produced  a record  of  past 
immunization  or  had  undergone  a series 
of  immunizations.  That  is  a remarkable 
record  for  the  time  span.  Between  July  1, 
1971,  and  May  1,  1972,  almost  4 million 
doses  of  antigens  were  administered 
through  public  health  agencies  in  Texas, 
and  many  doses  were  also  administered  by 
private  physicians. 

The  Department  of  Health  Resources 
Immunization  Division  staff  called  upon  of- 

2.  Immuruzation  levels  in  Texas  public  schools. 


, % of  Students  Protected ^ 

May  1972  Jan  1973  Oct  1973  Dec  1974 


DTP/Td 

79 

90 

92 

96 

Poliomyelitis 

74 

88 

93 

95 

Measles 

79 

92 

95 

97 

Rubella 

78 

91 

94 

97 

ficials  of  more  than  400  school  districts 
that  were  delinquent  on  the  May  1972  re- 
port, offering  help,  advice,  encouragement, 
and  even  clinic  services  in  some  cases. 

The  schools  were  asked  for  another  re- 
port on  Jan  31,  1973,  and  this  time  the 
immunization  levels  approached  90%. 

Two  further  reports  were  made  in  the  fall 
of  1973  and  1974,  and  reports  will  be  re- 
ceived after  fall  enrollment  in  thefuture 
each  year  (Fig  2).  As  of  December  1974 
more  than  95%  of  students  were  immuniz- 
ed, but  nevertheless,  health  resources  field 
staff  continued  to  call  on  all  school  superin- 
tendents whose  schools  reported  average 
immunization  levels  below  90%.  More 
than  90  school  districts  are  now  being 
visited  as  a result  of  the  1974  report.  Field 
reports  from  these  visits  confirm  that  most 
of  the  delinquents  are  now  expected  to 
complete  their  series  by  the  end  of  the  cur- 
rent school  year. 

With  respect  to  the  effect  of  the  school 
immunization  law,  it  has  been  applied  suc- 
cessfully, and  a high  percentage  of  the 
school  children  in  Texas  have  been  fully 
immunized. 

Morbidity 

From  the  base  year  1970,  when  Texas  had 
such  a disproportionate  share  of  the  mor- 
bidity in  the  US,  the  change  in  actual  re- 
ported cases  to  1974  is  shown  in  Fig  1.  As 
to  the  reported  morbidity.  Fig  3 shows  that 
from  a high  of  234  cases  of  diphtheria  in 
1970,  morbidity  was  reduced  to  9 cases  in 
1974 — a significant  reduction,  but  still 
not  an  occasion  for  rejoicing.  Many  states 
report  no  diphtheria  at  all,  year  after  year. 
The  largest  reduction,  at  least  in  gross 
number  of  cases,  has  been  in  measles.  We 

3.  Cases  of  vaccine-preventable  disease  in  Texas, 
1970-1974. 

~ 

Reduc- 

tion 

1970- 


Disease 

1970 

1971 

1972 

1973 

1974  1974 

Diphtheria 

234 

56 

41 

18 

9 -96% 

Tetanus 

14 

10 

20 

10 

4 -71% 

Pertussis 

437 

282 

185 

115 

99  -77% 

Poliomyelitis 

22 

4 

4 

0 

0 -100% 

Measles 

8,494 

9,585 

1,617 

532 

212  -98% 

Rubella 

8,409 

4,414 

1,596 

1,129 

317  -96% 
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are  particularly  pleased  by  the  record  in 
paralytic  poliomyelitis,  in  which  no  con- 
firmed case  has  been  reported  in  Texas 
since  1972. 

Comparing  morbidity  in  Texas  with  that 
of  the  nation  from  1970  to  1974,  Texas  has 
fared  better  than  in  earlier  years  (Fig  4). 
Diphtheria  has  declined  from  54%  of  the 
national  total  to4%,  and  poliomyelitis 
from  71  % to  zero.  The  declines  in  measles 
and  rubella  exceed  every  expectation  we 
had  four  years  ago.  Clearly,  we  have  made 
long  strides  in  the  past  three  years  in  pro- 
tectingTexas  children  from  the  vaccine- 
preventable  diseases. 

Of  course,  the  school  immunization  law 
is  not  entitled  to  all  the  credit  for  the  de- 
cline in  morbidity.  Local  health  depart- 
ments and  many  physicians  in  private  prac- 
tice have  greatly  intensified  their  efforts 
towards  the  preschool  child  also,  and  the 
Department  of  Health  Resources  Immuniz- 
ation Division  has  been  making  great  ef- 
forts in  the  same  direction.  Even  for  pre- 
school children,  however,  the  school  law 
may  have  been  one  of  the  strongest  motiva- 
tors for  parents  to  begin  immunization 
series. 

There  are  no  statistics  on  the  increase  in 
immunization  of  preschool  children  by  pri- 
vate practitioners,  but  it  has  been  sub- 
stantial. As  for  public  health  immuniza- 
tions, the  record  is  shown  in  Fig  5 — about 
a 15%  increase,  not  countingthe  fact  that 
the  initial  mass  immunization  campaigns 
for  rubella  were  going  on  in  1970.  Also, 
there  has  been  somedecline  in  the  birth 
rateduringthe  period. 

The  law  has  been  an  important  factor  in 
immunizing  preschool  children  also.  Par- 
ents have  been  directly  and  inescapably 
confronted  with  the  realization  that  their 
children  needed  immunization.  It  is  certain 
to  have  had  an  effect  upon  the  immuniza- 
tion of  the  younger  children  also.  As  one 


4.  Texas  morbidity  as  a percentage  of  United  States 
morbidity  of  certain  diseases,  1970-1974. 


Year 

Diphtheria  Tetanus 

Poliomyelitis 

Measles 

Rubella 

1970 

54% 

9% 

71% 

18% 

15% 

1971 

26% 

9% 

24% 

13% 

10% 

1972 

27% 

16% 

14% 

5% 

6% 

1973 

8% 

10% 

0 

2% 

4% 

1974 

4% 

4% 

0 

1% 

3% 

school  nurse  has  put  it,  the  school  child 
offers  a “convenient  pair  of  little  legs”  to 
carry  home  a note  to  parents  who  may  not 
be  reached  by  any  other  means. 

We  needed  a law,  or  some  strong  stimu- 
lus, to  insurethat  parents  brought  their 
children  in  for  immunizations.  Further,  the 
law  has  been  successfully  applied  in  that  it 
has  increased  immunization  levels  among 
school  children  to  a high  plateau,  and  has 
contributed  to  the  immunization  of  pre- 
school children  as  well.  These  and  other 
factors  have  led  to  a sharp  and  long  over- 
due reduction  in  morbidity  and  mortality  of 
the  vaccine-preventable  diseases  in  Texas. 

The  authors,  Bureau  of  Communicable  Disease 
Services,  Texas  Department  of  Health  Resources, 
Austin,  Texas  78756. 


5.  Immunizations  administered  through  public 
health  facilities  to  children  under  age  5 in  Texas, 
1970  and  1974. 


Total  Doses  Administered  to  Children  Under  Age  5 
Vaccine  1970  1974 

DTP/Td 

347,945 

385,545 

Poliomyelitis 

293,401 

364,551 

Measles 

45,614 

113,762 

Rubella 

165,360* 

117,254 

Total 

852,320 

981,112 

‘Initial  mass  campaign  in  an  unimmunized  population. 
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Medical  school  admission: 
it’s  not  what  it  used  to  be 


A student  who  decides  to  pursue  a career 
in  medicine  very  often  turns  to  a practicing 
physician  for  advice.  With  the  rapidly 
changing  standards  for  medical  school  ad- 
mission, such  advice  might  too  often  be 
out-of-date,  resulting  in  false  expectations 
and  disappointments  forthe  students. 

How  can  a physician  be  of  assistance  in 
advising  a potential  medical  student?  What 
isthe  status  of  medical  school  admissions 
today  in  Texas?  Texas  Medicine  took  these 
and  other  questions  to  several  of  the  medi- 
cal deans  in  the  state.  Apparently  a great 
deal  of  misinformation  is  associated  with 
the  admissions  process  and  the  quality  and 
quantity  of  applicants. 

Role  of  practicing  MD 

Dr.  Carlos  Pestana,  associate  dean  for  stu- 
dent affairs  at  The  University  of  Texas 
Medical  School  at  San  Antonio,  believes 
the  physician  could  be  extremely  valuable 
in  helping  a prospective  medical  student 
decide  if  medicine  is  indeed  the  career 
wanted. 

“A  great  deal  of  the  increase  in  medical 
school  applicants  is  due  to  population 
trends,”  Dr.  Pestana  said.  ‘‘However,  in 
addition  I am  surethatto  a considerable 
extent,  youngsters  are  being  influenced  by 
the  glamorous  image  of  medicine  that  has 
been  portrayed  on  television  and  by  the  un- 
certainty in  the  job  market  for  many  of  the 
other  careers.  These  are  obviously  wrong 
reasons  to  go  into  medicine,  and  no  one 
could  be  in  a better  position  to  advise 
prospective  students  than  the  individual 
who  practices  medicinefora  living.” 

Dr.  Pestana  continued  that  a doctor  can 
describe  what  his  own  life  is  like,  and  could 
quite  well  assess  if  that  is  what  the  student 
really  wants. 

‘‘I  would  rank  the  practicing  physician  as 
the  number  one  source  in  terms  of  relia- 
bility forthis  particular  item,”  he  said.  ‘‘On 


the  other  hand,  I would  advise  the  physi- 
cian to  stay  away  completely  from  advising 
the  student  in  regard  to  what  courses  to 
take,  what  grades  are  needed,  and  what  it 
takes  to  be  accepted. 

‘‘There  are  no  guidelines  by  which  one  can 
prepare  for  a medical  career.  Catalogues 
specify  a set  of  required  courses.  I consis- 
tently refuse  to  give  any  advice  as  to  what 
other  courses  to  take  or  what  other  things 
to  do  because  I am  afraid  that  such  actions 
will  be  construed  as  hidden  advantages  in 
the  medical  school  admission 
competition.” 


Attraction  to  medicine  has  been 
influenced  by  the  glamorous  image 
of  medicine  that  has  been  portray- 
ed on  television  and  by  the  uncer- 
tainty in  the  job  market  for  many 
of  the  other  careers. 


‘‘I  have  said  jokingly,  but  there  is  some 
truth  to  it,  that  if  the  chairman  of  the  medi- 
cal school  admissions  committee  ever 
made  a remark  to  the  effect  that  violin 
players  make  very  good  medical  students, 
we  would  see  hundreds  of  premedical  stu- 
dents rush  to  enroll  in  violin  classes  the 
next  day. 

Dr.  Bryan  Williams,  associate  dean  for  stu- 
dent affairs  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas, 
agrees.  He  said,  ‘‘Unless  the  physician  is  a 
very  recent  graduate,  it  is  not  likely  that  the 
practicing  physician  will  be  up-to-date  on 
admission  information,  as  the  admission 
scene  has  changed  so  very  rapidly  within 
the  last  very  few  years.” 

J.  W.  Pelley,  PhD,  assistant  dean  foradmis- 
sions  at  Texas  Tech  University  School  of 
Medicine,  added  that  the  physician  might 
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Although  the  number  of  places  in 
medical  schools  has  increased  in 
Texas  in  the  past  few  years,  the 
number  of  well-qualified  appli- 
cants has  leaped  far  ahead  of 
available  positions. 


best  relate  his  own  experiences  in  medical 
school  to  illustrate  that  a student  should 
maintain  a good  academic  record  in  a rigor- 
ous undergraduate  curriculum  in  order  to 
be  prepared  for  the  demands  of  medical 
school. 

Surge  of  qualified  applicants 

A situation  common  to  all  schools  is  the 
fact  that  there  has  been  a gigantic  increase 
in  the  number  of  students  applyingto  medi- 
cal school,  as  well  as  a gigantic  increase  in 
the  level  of  their  academic  credentials, 
both  of  which  have  leaped  far  ahead  of  the 
increases  of  medical  school  enrollment 
which  have  occurred  in  recent  years.  This 
is  true  even  for  Texas,  where  medical 
school  entering  capacity  has  increased 
dramatically  in  the  past  few  years.  The  pre- 
sent entering  class  totaled  827  for  the 
state's  schools  with  a projected  entering 
enrollment  of  1,088  for  1980. 

Forthe  1975  entering  classes,  2,719  in- 
dividuals applied  to  The  University  of  Tex- 
as System  medical  schools.  Amongthem, 
more  than  900  had  better  than  a 3.5  grade 
point  average  in  college;  over  2,100  had 
betterthan  a 3.0.  Thus,  it  is  evident  that  a 
good  many  persons  with  truly  outstanding 
academic  records  are  not  accepted.  To 
further  illustrate  the  extent  of  the  recent 
change,  it  can  be  noted  that  the  number  of 
individuals  applying  one  year  ago  with  bet- 
ter than  a 3.5  college  record  was  approxi- 
mately 500-600;  the  year  before  the  figure 
was  about  350. 


Medical  school  officials  emphasize  that  ad- 
vice based  on  what  a student  might  have 
needed  even  a few  years  ago  can  be  grossly 
misleadingforthe  student  who  intends 
to  apply  one  or  two  years  hence. 

Admission 

Admissions  procedures  vary  from  school  to 
school  as  does  the  composition  of  each 
school’s  admission  committee.  For  in- 
stance, at  UTMB,  the  admissions  commit- 
tee is  elected  by  the  faculty,  and  therefore, 
is  also  responsible  to  the  faculty.  The  com- 
mittee consists  of  12  members  (eight  MDs, 
four  PhDs).  At  San  Antonio,  the  admissions 
committee  includes  faculty  members  (both 
MDs  and  PhDs),  medical  students,  school 
administrators,  and  practicing  physicians. 
At  Baylor,  the  admissions  committee  has 
29  members,  all  of  whom  hold  faculty  ap- 
pointments at  the  medical  school.  Of  these, 
24  are  MDs,  one  is  an  MD/PhD,  and  four 
are  PhDs.  While  there  are  no  students  who 
vote  with  the  committee,  there  are  12 
medical  students  who  assist  the  committee 
in  it  various  activities. 

Another  aspect  of  admissions  designed  to 
help  both  the  schools  and  the  applicants  is 
the  centralized  applications  office  which 
The  University  of  Texas  System 
operates. 

An  area  of  continued  discussion  is  the  ex- 
tent that  medical  school  admission  is  based 
on  grade  point  average  and  Medical  College 
Admission  Test  scores. 

Dr.  Pestana  said  that  although  GPA  and 
MCAT  scores  remain  a significant  portion 
of  the  overall  factors  for  or  against  admis- 
sion, they  are  not  the  only  factors.  At  San 
Antonio,  he  explained,  a mathematical 
formula  is  used  that  has  input  for  a total  of 
six  or  seven  ratings,  and  in  terms  of  nu- 
merical input,  the  GPA  and  MCAT  together 
account  for  only  about  one-half  of  the  maxi- 
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mum  total  possible  score  with  individual 
factors  accounting  for  the  rest. 

Dr.  Pelley  said  that  at  Tech  GPA  and  MCAT 
scores  both  count  about  one-third  each  of 
the  total  evaluation.  The  combined  subjec- 
tive features  which  are  seen  in  the  applica- 
tion materials  and  in  the  interview  count 
the  remainingthird. 


Admissions  procedures  vary  from 
school  to  school.  An  area  of  con- 
tinued discussion  is  the  extent  that 
medical  school  admission  is  based 
on  grade  point  average  and  Medical 
College  Admission  Test  scores. 

Dr.  Edward  C.  Lynch,  dean  of  student  af- 
fairs at  Baylor  College  of  Medicine,  explain- 
ed the  Baylor  procedure.  “From  approxi- 
mately 3,500-3,600  applicants,  approxi- 
mately 800  are  selected  for  personal  inter- 
view based  upon  the  admissions  commit- 
tee’s review  of  the  applicant’s  college 
academic  record,  MCAT  scores,  informa- 
tion rendered  on  the  application  form,  and 
letters  of  recommendation.  This  review  is 
intended  to  select  for  interview  those  ap- 
plicants who  have  a broad  educational 
background  preparatory  for  medical 
school,  a record  of  academic  achievement, 
MCAT  scores  indicative  of  a strong  likeli- 
hood of  success  academically  in  the  medi- 
cal curriculum,  and  personal  traits  essen- 
tial fora  physician.  “The  personal  inter- 
views, he  continued,  “are  particularly 
helpful  to  the  admissions  committee  in 
assessingthe  motivation  of  the  applicant 
to  study  medicine  and  serve  as  physicians, 
the  depth  of  interest  of  the  applicant  in  the 


problems  of  people,  the  level  of  maturity  of 
the  applicant,  and  the  ability  of  the  ap- 
plicant to  communicate  ideas 
effectively.’’ 

Dr.  D.  C.  Eiland,  Jr.,  associate  dean  of  stu- 
dent affairs  at  The  University  of  Texas 
Medical  Branch,  indicated  a similar  situa- 
tion at  the  Galveston  school.  The  factors 
taken  into  consideration  in  the  selection  of 
an  applicant  foradmission  to  the  medical 
school  included  academic  performance  as 
measured  by  grade  point  average,  the 
MCAT  scores,  evaluation  of  the  applicant 
by  his  premedical  committee,  and  a person- 
al interview.  Only  those  students  felt  to  be 
competitive  for  admission  are  invited  to 
interview. 

According  to  Dr.  Susan  Skrovan,  assistant 
dean  for  student  affairs  at  The  University 
of  Texas  Medical  School  at  Houston,  the 
Houston  school  deliberately  seeks  a class 
with  diverse  backgrounds  and  interests. 
Accepted  applicants  are  similar  only  in 
their  ability  to  succeed  academically. 

An  emerging  area  of  concern  in  the  admis- 
sion procedure  is  minority  representation. 
According  to  a special  report  on  admis- 


Many  physicians  are  apparently 
reluctant  to  advise  females  to  pur- 
sue an  interest  in  medicine  because 
of  a belief  that  medical  schools  do 
not  seek  or  admit  qualified  female 
applicants. 
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of  a belief  that  medical  schools  do  not  seek 

or  admit  qualified  female 

applicants. 

Dr.  Eiland  emphasized  that  such  beliefs 
were  definitely  false.  Of  the  2,378  appli- 
cants for  admission  tothe  1975  entering 
class  at  the  medical  branch,  448  were  fe- 
males. Of  that  number  346  were  legal  resi- 
dents of  Texas.  Records  show  that  admis- 
sion was  offered  to  90  female  applicants, 
an  acceptance  ratio  considerably  better 
than  that  for  male  applicants.  Dr.  Eiland 
further  stated  that  47  female  applicants 
who  were  offered  admission  subsequently 
enrolled,  thus  constituting  23.10%  of  the 
entering  class. 

In  addition,  the  medical  schools’  admis- 
sions officials  recognize  the  necessity  for 
producing  more  physicians  from  various 
ethnic  minority  groups.  Enrollment  figures 
indicate  that  attempts  to  increase  the  num- 
ber of  qualified  minority  applicants  are 
slowly  succeeding. 

Alternative  career  choice 

An  important  question  in  every  applicant’s 

mind  is  “What  if  I’m  not 

accepted?’’ 

The  deans  agree  that  every  medical  school 
applicant,  even  those  with  outstanding 
records,  should  have  a clearly  defined  al- 
ternative pathway  to  follow  if  medical 
school  admission  does  not 
materialize. 

Dr.  Pestana  commented,  “What  that  alter- 
nate plan  should  be  is  open  to  question. 
Traditionally,  the  advice  is  to  seek  another 
career  in  the  health  care  field.  I have  many 
reservations  about  the  wisdom  of  this  tradi- 
tional advice.  The  advice  is  based  on  the 
assumption  that  by  applyingto  medical 


school  the  person  has  signified  an  interest 
in  the  health  care  field.  This  is  obviously 
true.  But  what  seems  to  be  ignored  is  that 
by  applying  to  medical  school  that  person 
has  also  signified  a willingness  to  spend  the 
next  seven  to  eleven  years  of  his  or  her  life 
in  a very  demanding  training  situation,  in 
order  to  eventually  achieve  a position  of 
high  responsibility,  high  respect,  and  sub- 
stantial financial  remuneration.’’ 


Every  medical  school  applicant, 
even  those  with  outstanding  rec- 
ords, should  have  a clearly  defined 
alternative  pathway  to  follow  if 
medical  school  admission  does  not 
materialize. 


“It  seems  to  me  that  to  advise  such  an  in- 
dividual to  pursue  another  career  in  a 
health  care  field  that  might  demand  only 
a few  months  or  at  best  a year  or  two  of 
training,  which  will  lead  to  a position  of 
little  responsibility,  and  which  will  keep  the 
person  near  the  bottom  of  the  social  and 
economic  scale  is  quite  unrealistic.  My 
own  feeling  is  that  a person  who  wanted  to 
get  to  the  apex  of  the  health  care  pyramid 
might  be  happieraimingfortheapex of 
another  pyramid,  such  as  law,  business, 
politics,  orotherfields.’’ 


The  medical  school  deans  seem  to  concur 
that  students  should  avail  themselves  of 
the  counseling  services  offered  by  college 
premedical  advisors  and  attend  meetings 


Sources  of  guidance 


Volume  71,  November,  1975 


conducted  by  medical  school  representa- 
tives on  various  college  campuses.  They 
indicated  that  they  and  their  counterparts 
in  other  medical  schools  remain  in  com- 
munication with  the  college  premedical 
advisors. 

There  is  also  printed  information.  The  Uni- 
versity of  Texas  System  offers  a booklet 
called  “Sixty-four  Questions  and  Answers 
about  Medical  and  Dental  Schools”  which 
can  be  obtained  from  the  system’s  appli- 
cation center  (800  Brazos,  Suite  801, 
Austin  78701).  Dr.  Lynch  said  that  Baylor 
offers  a bulletin  free  to  any  student  re- 
questing application  materials  from  the 
school.  In  addition  to  general  information 
regardingthe  medical  school,  the  bulletin 
also  discusses  admission  requirements  and 
acceptance  procedures. 

Another  source  of  information  is  the  book 
“Medical  School  Admission  Requirements, 
1976-77”  published  by  the  Association  of 
American  Medical  Colleges.  The  book  can 
be  purchased  for  $5  from  the  AAMC,  One 
Dupont  Circle  NW,  Suite  200,  Attention: 
Membership  and  Subscriptions,  Washing- 
ton, DC  20036. 

Conclusion 

Although  Texas  has  dramatically  increased 
the  number  of  places  in  its  entering 
classes,  the  number  of  applicants  far  ex- 
ceed the  number  of  available  positions.  It  is 
expected  that  the  number  of  well-qualified 
applicants  will  continue  to  increase  for  the 
next  few  years.  It  is  also  most  likely  that 
admission  will  continue  to  be  based  upon 
the  total  qualifications  of  the  applicant  in 
competition  with  the  individual  qualifica- 
tions of  all  other  applicants. 

A premedical  student  should  evaluate  his 
decision  to  pursue  a medical  career  by  in- 
forming himself  as  completely  as  possible 
about  the  medical  profession.  Consultation 
with  practicing  physicians,  premedical  ad- 
visors, and  medical  school  faculty  and  ad- 
missions officers  would  be  very  valuable 
experience.  Additional  experience  with 
part-time  employment  in  a health  care 
facility  or  roganization,  if  possible,  would 
also  help  to  provide  a basis  for  evaluation 
of  medicine  as  a career  choice. 
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LEGAL  PROTECTION:  FACTS  YOU  SHOULD  KNOW 

SamV.  Stone,  Jr. 

TMA  Office  of  General  Counsel 


ADEQUATE  CONSENT  FOR  IMMUNIZATION 

The  opinion  of  the  Fifth  U S Circuit  Court 
of  Appeals  in  a case  styled  Reyes  v.  Wyeth 
Laboratories,  498  F2d  1964  (1974)  held 
that  where  a prescription  drug  was  “un- 
avoidably unsafe,”  posing  certain  though 
extremely  small  risks  throughout  the  pop- 
ulation, there  must  be  either  a “meaningful 
and  complete  warning”  or  a determination 
by  a medical  practitioner  that  the  medica- 
tion is  necessary  and  desirable.  (For  dis- 
cussion of  case,  see  “Medicine  and  the 
Law,”  Texas  Medicine,  February  1975.) 

The  opinion  in  the  Wyeth  Laboratories 
case  has  caused  great  concern  among  phy- 
sicians, public  health  officials,  and  phar- 
maceutical manufacturers  who  recognize 
the  possibility  of  injury  with  every  immuniz- 
ation program. 

The  inference  of  the  court  in  this  case  is 
that  the  parents  of  the  child  to  be  immuniz- 
ed must  be  informed  of  all  remote  possibil- 
ities which  exist  and  then  grant  consent. 
Otherwise,  the  consent  does  not  qualify  as 
“informed  consent.” 

Public  health  officials  and  physicians 
recognize  that  a complete  disclosure  of 
every  remote  possibility  which  may  result 
from  immunization  is  very  likely  to  so  dis- 
courage a substantial  number  of  persons 
who  should  be  immunized  that  the  benefits 
received  from  large-scale  immunization 
programs  may  be  negated. 

A balance  between  the  physician’s  re- 
sponsibility to  his  patient  and  the  necessity 
for  self  protection  may  not  be  possible. 

Nevertheless,  the  Office  of  the  General 
Counsel  of  TMA,  the  TMA  Committee  on 
Public  Health,  and  the  Texas  Department 
of  Health  Resources  have  all  consulted  in 
an  attempt  to  devise  a consent  form  which 


will  strike  the  necessary  balance  of  physi- 
cian protection  and  public  responsibility. 

The  following  consent  form  is  currently 
being  used  in  some  public  health  agencies 
and,  in  our  opinion,  comes  as  close  as  any 
to  meeting  the  two  goals.  Of  course,  any 
consent  form  must  be  executed  only  after 
the  patient  or  the  parent  or  guardian  of  the 
patient  has  been  offered  an  opportunity  to 
further  question  the  physician  with  regard 
to  the  statements  contained  in  the  form. 

With  this  caveat,  and  with  the  under- 
standing that  no  form  will  provide  perfect 
protection,  the  physicians  of  Texas  may 
wish  to  use  the  following  language  as  a par- 
tial answer  to  the  very  difficult  question  of 
adequate  consent  for  immunization: 

IMPORTANT!  Read  this  statement  before  signing 
this  card.  If  you  do  not  understand  the  statement, 
ask  the  physician  or  nurse  to  explain  it  to  you 
before  you  sign  it: 

Immunization,  like  many  medical  procedures, 
is  given  with  some  slight  risks  to  the  patient  and 
others.  It  is  possible  that  serious  illness,  tem- 
porary or  permanent  disability,  or  even  the  re- 
mote possibility  of  death,  could  result  from  the 
immunizations. 

Until  further  notice,  I hereby  authorize 

to  give  any 

immunizations  or  tests  when  recommended,  and 
also  state  that  my  child  has  no  known  allergy  to 
vaccines.  I have  read,  and  understand,  the  above 
statement  that  there  is  some  risk  involved  in  the 
immunization  or  test. 

I voluntarily  consent  to  the  immunization  for 
my  child  and  release  the  physician  (or  nurse) 
who  administers  the  immunization  from  liability 
for  any  results  that  may  occur. 

Signature 

Time AM  PM 

Date 

Witnesses , 
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MEDICINE  AND  THE  LAW 

IMPACT  OF  C/IRCM  ON  HOSPITAL-BASED  PHYSICIANS 


On  June  2,  1975,  the  U S Supreme  Court 
upheld  the  opinion  of  the  three-judge  fed- 
eral court  in  the  case  of  Genaro  Garcia  et 
al  V5.  Texas  State  Board  of  Medical  Examin- 
ers and  the  Secretary  of  State  of  the  State  of 
Texas,  384  S Supp  432  (1974).  This  case, 
which  has  been  discussed  in  this  column 
previously,  serves  to  restate  in  the  most 
forceful  terms  the  prohibition  of  a non- 
profit corporation,  controlled  by  laymen, 
established  for  humanitarian  purposes, 
from  hiring  physicians  on  a salary 
basis. 

In  the  past,  it  has  been  argued  that  prior 
Texas  appellate  court  opinions  only  enun- 
ciated the  illegality  of  lay  practice  of  medi- 
cine by  unethical  and  unscientific  com- 
mercial business  enterprises,  and  that  the 
opinion  of  the  state’s  attorney  general  that 
no  corporation  or  unlicensed  entity  could 
hire  physicians  on  salary  was  not  support- 
ed in  the  case  law. 

Further,  some  hospitals,  charitable  public 
agencies,  and  other  very  legitimate  health 
care  providers  have  argued  that  the  Texas 
Medical  Practice  Act,  prohibitingthe  “loan- 
ing of  a license  to  another’’  was  inappli- 
cable to  them  because  of  the  nature  and 
quality  of  the  care  rendered. 

Now  the  U S Supreme  Court  has  recogniz- 
ed thatthese  prior  state  court  opinions  and 
the  attorney  general’s  rulingare  applicable 
to  any  corporation  or  other  entity  not  or- 
ganized underthe  provisions  of  Article 
4509(a)  Revised  Civil  Statutes  of  Texas 
(which  allows  a non-profit  corporation  or- 
ganized and  controlled  by  licensed  physi- 
cians underthe  direction  of  the  State  Board 
of  Medical  Examiners)  to  hire  physicians 
on  salary. 

In  order  that  there  be  no  misunderstanding 
as  to  the  exact  holding  of  the  federal  courts 
in  the  Garcia  case,  it  is  worthwhile  to  con- 
sider the  exact  language  of  the  Court  on  the 
relevant  points.  The  Court  stated  the  nature 
of  the  case  in  the  followingterms: 

This  suit  is  brought  by  Genaro  Garcia 
and  five  other  persons,  all  in  their  in- 
dividual capacities,  alongwith  threeor- 


ganizations  or  associations,  one  of  which 
is  known  as  the  San  Antonio  Community 
Health  Maintenance  Association 
(SACHMA),  an  unincorporated  organiza- 
tion whose  purpose  is  to  provide  medical 
and  health  care  programs  to  the  Mexi- 
can-American  and  black  communities 
as  well  as  other  low  income  groups  in 
Bexar  County,  Texas.  The  action  is 
brought  as  a class  action  on  behalf  of 
plaintiffs  and  all  other  members  of  the 
class  similarly  situated  who  desire  to 
incorporate  the  San  Antonio  Community 
Health  Maintenance  Association  and 
similar  organizations  who  wish  to  hire  on 
a salary  basis  licensed  members  of  the 
medical  profession. 


Under  the  date  of  August  30,  1972,  Ar- 
ticles of  Incorporation  for  a non-profit 
corporation  known  as  San  Antonio  Com- 
munity Health  Maintenance  Association 
(SACHMA)  were  prepared  forthe  pur- 
poses of  said  corporation  to  be  to  pro- 
tect the  public  health,  aid  the  develop- 
ment and  promotion  of  public  health,  to 
administer  and  supervise  plans  which 
involve  health  and  medical  services,  to 
foster,  encourage,  and  coordinate  health 
services  among  the  membership,  and  to 
contract  for  the  employment  of  licensed 
physicians  on  a salary  basis  to  work  for 
said  corporation  as  employees.  None  of 
the  incorporators  or  original  board  of 
directors  was  or  is  a physician  licensed 
by  the  Texas  State  Board  of  Medical 
Examiners. 

Thus,  the  court  clearly  recognized  that  the 
corporation  or  lay  controlled  organization 
that  it  was  ruling  on  in  this  case  is  a chari- 
table, non-profit,  organization  established 
for  humanitarian  purposes.  Yet,  the  Court 
stated: 

Texas  courts  have  held  that  when  a cor- 
poration employs  a licensed  physician  to 
treat  patients  and  itself  receives  the  fee, 
the  corporation  is  unlawfully  engaged  in 
the  practice  of  medicine.  The  licensed 


TEXAS  MEDICINE 


physician  so  employed  is  violating  the 
provisions  of  Article  4505(12),  V.C.S., 
and  is  subject  to  having  his  license  to 
practice  medicine  in  the  State  of  Texas 
cancelled,  revoked,  or  suspended  by  the 
Texas  State  Board  of  Medical 
Examiners. 


The  Texas  statutes  clearly  have  a ration- 
al basisto  justify  the  restrictions  im- 
posed. The  Texas  Legislature  seeks  to 
preserve  the  vitally  important  doctor- 
patient  relationship  and  prevent  pos- 
sible abuses  resulting  from  lay  person 
control  of  a corporation  employing  li- 
censed physicians  on  a salary  basis.  The 
Texas  Legislature  could  rationally  be- 
lieve that  the  statutes  in  question  will 
accomplish  these  goals.  Since  the  plain- 
taiffs  do  not  seek  to  engage  in  activity 
protected  under  the  first  amendment  or 
any  other  constitutional  provision,  the 
Texas  laws  must  be  upheld. 

While  the  opinion  in  the  Garcia  case  does 
not  change  the  previous  interpretations 
placed  upon  the  Medical  Practice  Act  by 
the  attorney  general  and  the  Texas  State 
Board  of  Medical  Examiners,  it  does  serve 
to  put  on  notice  all  physicians  and  those 
who  seek  to  employ  such  physicians  that 
the  prohibition  of  the  unlicensed  practice 
of  medicine  by  a corporation  or  other  entity 
is  illegal,  regardless  of  the  nature  or  mo- 
tives and  goals  of  the  employer. 

On  Aug  3 the  Executive  Board  of  the  Texas 
Medical  Association  adopted  a resolution 
presented  by  the  chairman  of  the  Board  of 
Councilors  which  states  in  part; 

Whereas,  all  physicians  of  the  State  of 
Texas,  and  particularly  those  in  posi- 
tions of  authority  on  medical  staffs  of 
hospitals  of  this  State  should  be  inform- 
ed of  this  reaffirmation  of  the  validity  of 
the  prohibition  of  the  corporate  practice 
of  medicine  by  the  highest  Court  in  the 
land; 


And  be  it  further  resolved  that  the  presi- 
dents of  the  hospital  staffs  in  the  State 
of  Texas  be  informed  of  the  opinion  in 
this  landmark  case  and  be  urged  to  in- 


form and  advise  their  medical  staffs  of 
the  clear  illegality  of  the  employment  of 
salaried  physicians  by  hospitals  or  other 
lay  corporations  to  render  professional 
medical  services. . . . 

The  Executive  Board,  by  this  action,  sought 
to  alert  Texas  physicians  to  the  dangers  of 
licensure  revocation  by  the  Texas  State 
Board  of  Medical  Examiners  and  discip- 
linary action  by  county  medical  societies 
and  the  TMA  for  allowing  another,  such  as 
a corporation,  hospital,  public  health  facili- 
ty, public  health  facility,  or  the  like,  to  use 
the  license  of  the  physician. 

This  Supreme  Court  ruling  and  resolution 
of  the  Executive  Board  have  greatest  im- 
pact on  physicians  who  may  be  in  a com- 
promised position,  on  a salary  or  fixed 
compensation  contract  with  a hospital  or 
other  such  facility. 

The  prohibition  of  the  corporate  practice 
of  medicine  does  not  preclude  a hospital, 
health  maintenance  organization,  or  other 
health  service  facility  from  hiring  a physi- 
cian to  make  himself  available  for  emer- 
gency room  coverage  or  duty,  for  supervis- 
ingthe  emergency  room,  fortraining  per- 
sonnel in  the  emergency  room,  or  for  other 
administrative  ortechnical  duties.  The 
law  prohibit  the  hospital  from  hiring 
a physician  to  practice  medicine  which  is 
defined  as  treating  or  offering  to  treat, 
diagnosing  or  offering  to  diagnose  any  ill- 
ness, injury  or  condition,  mental  or  physi- 
cal and  charge  therefor.  Thus,  the  physi- 
cian employed  by  a hospital  may  perform 
such  duties  as  he  is  capable  of  performing 
in  administrative  ortechnical  aspects,  but 
he  may  not  be  employed  to  treat  patients  as 
the  employee  or  agent  of  the  hospital.  The 
hospital  may  not  charge  and  retain  the  fee 
forthe  physician’s  services  to  individual 
patients.  The  payment  for  services  render- 
ed to  the  hospital  may  be  borne  by  the  hospi- 
tal, but  the  compensation  ior  services  pro- 
vided to  patients  must  be  paid  to  the 
physician. 

This  same  requirement  that  the  patient 
must  pay  the  physician  for  medical  serv- 
ices applies  to  other  areas  of  the  practice 
of  medicine  which  is  termed  “hospital 
based.” 
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Pathologists,  radiologists,  anesthesiolog- 
ists, and  other  specialists  who  normally 
provide  their  services  almost  totally  in- 
house  or  to  hospitalized  patients  should  be 
extremely  wary  of  any  contract  which  pro- 
vides for  a set  compensation  for  medical 
services.  Some  contracts  may  be  couched 
in  the  language  of  an  independent  contrac- 
tor relationship,  but  if  in  fact  the  contract 
provides  for  the  patient  to  pay  money,  or 
othervaluable  consideration,  to  the  hos- 
pital for  professional  medical  services,  and 
the  hospital  compensates  the  physician  by 
salary  or  other  set  compensation  for  those 
services,  the  physician  is  in  danger  of  be- 
ingfound  in  violation  of  the  Texas  Medical 
Practice  Act,  and  as  consequence,  losing 
his  license. 

The  law  was  not  passed,  nor  have  the  fed- 
eral and  state  courts  interpreted  the  law, 
for  the  benefit  of  physicians.  Rather,  the 
prohibition  of  the  corporate  practice  of 
medicine  is  founded  in  the  legislative  in- 
tent to  maintain  the  vitally  important 
physician-patient  relationship. 

The  opinion  of  the  federal  court  stands  as 
a strong  and  clear  reaffirmation  of  the  im- 
portance of  the  physician-patient  relation- 
ship and  the  dangerous  consequences 
which  may  flowfrom  the  demise  ofthis 
responsibility  of  the  physician  who  is  em- 
ployed as  an  agent  of  a non-licensed  entity. 
The  court  stated: 

While  it  is  no  doubt  true  that  this  nation 
faces  a grave  shortage  of  doctors,  is  the 
panacea  to  be  found  in  the  formation  of 
non-profit  laymen  corporations?  We 
think  not.  It  appears  to  the  court  that  not 
only  is  such  a corporation  fraught  with 
practical  and  ethical  considerations,  but 
may  well  represent  a backward  step  in 
the  legislative  protections  it  has  taken  so 
longto  achieve.  Without  licensed,  pro- 
fessional doctors  on  boards  of  directors, 
who  and  what  criteria  govern  the  selec- 
tion of  medical  and  paramedical  staff 
members?  To  whom  does  the  doctor  owe 
his  first  duty — the  patient  or  the  cor- 
poration? Who  is  to  preserve  the  con- 
fidential nature  of  the  doctor-patient 
relationship?  What  is  to  prevent  or  who 
is  to  control  a private  corporation  from 
engaging  in  mass  media  advertising  in 
the  exaggerated  fashions  so  familiar  to 


every  American?  Who  is  to  dictate  the 
medical  and  administrative  procedures 
to  be  followed?  Where  do  budget  consid- 
erations end  and  patient  care 
begins? 

There  can  be  no  doubt  but  that  more 
medical  care  at  less  expensive  cost  is 
needed  today.  However,  where  the 
health  of  the  American  citizen  is  at 
stake,  Machiavellian  rational  does  not 
and  should  not  apply. 

The  adherence  by  physicians  and  hospitals 
to  the  prohibition  of  the  corporate  practice 
of  medicine  does  not  and  need  not  limit 
the  availability  of  medical  care  within  in- 
stitutions or  place  a hardship  upon  institu- 
tions in  providing  staff  coverage  for  needed 
services.  Texas  law  does  not  prohibit  a 
hospital  from  hiring  physicians  to  cover  an 
emergency  room  when  the  hospital  pay- 
ment to  the  physician  is  limited  to  compen- 
sation for  assuring  coverage  in  the  ER, 
management  of  the  ER,  supervision  of  hos- 
pital employees  in  the  ER,  or  othertechni- 
cal  or  administrative  responsibilities. 
However,  an  employed  physician  may  not, 
as  the  employee,  practice  medicine  and 
allow  the  employer  to  receive  the  fee.  Thus, 
an  employed  physician  who  is  “moonlight- 
ing” may  receive  a salary  but  the  salary 
should  not  include  compensation  the  phy- 
sian  is  to  receive  forthe  delivery  of  medical 
care.  A physician  in  an  emergency  room 
should  render  a bill  to  the  patient  forthe 
professional  services,  collect  the  bill,  and 
retain  the  fees  so  that  an  employee-employ- 
er relationship  is  not  established. 

In  like  manner,  physicians  specializing  in 
other  so-called  “hospital  based”  fields  of 
medicine  may  receive  set  salaries  or  com- 
pensation for  administrative,  teaching,  or 
supervisory  functions.  However,  such  phy- 
sicians should  bill  patients,  collect  the  fees, 
and  retain  these  forthe  medical  services 
provided  for  such  patients. 

Only  by  careful  and  strict  compliance  with 
the  provisions  of  theTexas  Medical  Prac- 
tice Act,  may  the  physician  and  the  hos- 
pital be  assured  that  the  physician  does  not 
become  an  agent  or  servant  of  the  hospital 
and  create  for  himself  and  the  institution 
both  legal  and  ethical  problems. 

TMA  Office  of  General  Counsel 
Sam  V.  Stone,  Jr. 
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Choloxin( 


(sodium  dextrothyroxine) 


The  Lipid-Lowering  Agent  with 
Once-A-Day  Dosage 


Four  strengths  ...  1 , 2,  4,  and  6 mg. . . . are  available  making 
the  scored  tablet  regimen  a flexible  dosage  system.  And,  for 
most  patients,  CHOLOXIN  tablets  offer  once-a-day  dosage. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle- 
rosis or  coronary  heart  disease.  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question. 


CHOLOXIN^  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 

See  prescribing  information  in  package  insert  reproduced  below. 


Starting 

Increased 

Usual 

Maximal 

Dosage 

Monthly  by 

Maintenance 

Recommended 

Adult  Hypercholesterolemic 

1 .0-2.0  mg. 

1 .0-2.0  mg. 

4. 0-8.0  mg. 

4. 0-8.0  mg. 

Pediatric  Hypercholesterolemic 

0.05  mg. /kg.  body  weight 

0.05  mg. /kg. 

0.1  mg. /kg.  body  weight 

4.0  mg. 

Hypothyroid  Cardiac 

0.5-1 .0  mg. 

1 .0  mg. 

4.0  mg. 

4.0  mg. 

Choloxir 

(sodium  dextrothyroxine) 

Description 

CHOLOXIN  (sodium  dextrothyroxine)  is 
the  sodium  salt  of  the  dextrorotatory 
isomer  of  thyroxine.  It  is  chemically 
described  as  D-3,5,3',5'-tetraiodothyro- 
nine  sodium  salt. 

Actions 

The  predominant  effect  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  the  reduc- 
tion of  serum  cholesterol  levels  in 
hyperlipidemic  patients.  Beta  lipopro- 
tein and  triglyceride  fractions  may 
also  be  reduced  from  previously  ele- 
vated levels. 

Most  of  the  available  evidence  indi- 
cates that  CHOLOXIN  stimulates  the 
liver  to  increase  catabolism  and  excre- 
tion of  cholesterol  and  its  degradation 
products  via  the  biliary  route  into  the 
feces.  Cholesterol  synthesis  is  not  in- 
hibited and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the 
blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict 
attention  should  be  paid  to  the  indica- 
tions and  contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is 
an  antilipidemic  agent  used  as  an  ad- 
junct to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cho- 
lesterol (low  density  lipoproteins)  in 
euthyroid  patients  with  no  known  evi- 
dence of  organic  heart  disease. 

The  drug  is  also  indicated  in  the  treat- 
ment of  hypothyroidism  in  patients 
with  cardiac  disease  who  cannot  toler- 
ate other  types  of  thyroid  medication. 
Before  prescribing,  note  the  following: 
Results  from  a randomized  clinical 
study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  is  administered 
to  a patient  receiving  a digitalis  prep- 
aration. There  may  be  an  additive 
effect.  This  additive  effect  may  possi- 
bly stimulate  the  myocardium  exces- 
sively in  patients  with  significant 
myocardial  impairment.  CHOLOXIN  dos- 
age should  not  exceed  4 mg  per  day 
when  the  patient  is  receiving  a digitalis 
preparation  concomitantly.  Careful 
monitoring  of  the  total  effect  of  both 
drugs  is  important. 

It  has  not  been  established  whether 
the  drug-induced  lowering  of  serum 
cholesterol  or  lipid  levels  has  a detri- 
mental, beneficial,  or  no  effect  on  the 
morbidity  or  mortality  due  to  athero- 
sclerosis or  coronary  heart  disease. 
Several  years  will  be  required  before 
current  investigations  will  yield  an 
answer  to  this  question. 

Contraindications 

The  administration  of  CHOLOXIN  (so- 
dium dextrothyroxine)  to  euthyroid 
patients  with  one  or  more  of  the  fol- 
lowing conditions  is  contraindicated: 

1.  Known  organic  heart  disease,  in- 
cluding angina  pectoris;  history  of 
myocardial  infarction;  cardiac  ar- 
rhythmia or  tachycardia,  either 
active  or  in  patients  with  demon- 
strated propensity  for  arrhyth- 
mias; rheumatic  heart  disease; 
history  of  congestive  heart  fail- 
ure; and  decompensated  or  bor- 
derline compensated  cardiac 
status. 

2.  Hypertensive  states  (other  than 
mild,  labile  systolic  hypertension). 


3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine) 
may  potentiate  the  effects  of  antico- 
agulants on  prothrombin  time.  Reduc- 
tions of  anticoagulant  dosage  by  as 
much  as  30%  have  been  required  in 
some  patients.  Consequently,  the  dos- 
age of  anticoagulants  should  be  re- 
duced by  one-third  upon  initiation  of 
CHOLOXIN  therapy  and  the  dosage  sub- 
sequently readjusted  on  the  basis  of 
prothrombin  time.  The  prothrombin 
time  of  patients  receiving  anticoagu- 
lant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as 
frequently  as  necessary,  but  at  least 
weekly,  during  the  first  few  weeks  of 
treatment. 

In  the  surgical  patient,  it  is  wise  to 
consider  withdrawal  of  the  drug  two 
weeks  prior  to  surgery  if  the  use  of 
anticoagulants  during  surgery  is  con- 
templated. 

When  CHOLOXIN  is  used  as  thyroid 
replacement  therapy  in  hypothyroid 
patients  with  concomitant  coronary 
artery  disease  (especially  those  with  a 
history  of  angina  pectoris  or  myocar- 
dial Infarction)  or  other  cardiac  dis- 
ease, treatment  should  be  initiated 
with  care.  Special  consideration  of  the 
dosage  schedule  of  CHOLOXIN  is  re- 
quired. This  drug  may  increase  the 
oxygen  requirements  of  the  myocar- 
dium, especially  at  high  dosage  levels. 
Treated  subjects  with  coronary  artery 
disease  must  be  seen  at  frequent  in- 
tervals. If  aggravation  of  angina  or 
increased  myocardial  ischemia,  cardiac 
failure,  or  clinicalJy  significant  ar- 
rhythmia develops  during  the  treatment 
of  hypothyroid  patients,  the  dosage 
should  be  reduced  or  the  drug  discon- 
tinued. 

Special  consideration  must  be  given  to 
the  dosage  of  other  thyroid  medications 
used  concomitantly  with  CHOLOXIN.  As 
with  all  thyroactive  drugs,  hypothyroid 
patients  are  more  sensitive  to  a given 
dose  of  CHOLOXIN  than  euthyroid  pa- 
tients. 

Epinephrine  injection  in  patients  with 
coronary  artery  disease  may  precipi- 
tate an  episode  of  coronary  insuffi- 
ciency. This  condition  may  be  enhanced 
in  patients  receiving  thyroid  analogues. 
These  phenomena  should  be  kept  in 
mind  when  catecholamine  injections 
are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery 
disease. 

Since  the  possibility  of  precipitating 
cardiac  arrhythmias  during  surgery 
may  be  greater  in  patients  treated 
with  thyroid  hormones,  it  may  be 
wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks 
prior  to  an  elective  operation.  During 
emergency  surgery  in  euthyroid  pa- 
tients, and  in  surgery  in  hypothyroid 
patients  in  whom  it  may  be  advisable 
to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextro- 
thyroxine in  diabetic  patients  is  capa- 
ble of  increasing  blood  sugar  levels 
with  a resultant  increase  in  require- 
ments of  insulin  or  oral  hypoglycemic 
agents.  Special  attention  should  be 
paid  to  parameters  necessary  for  good 
control  of  the  diabetic  state  In  dextro- 
thy rox  I ne-trea ted  subjects  and  to 
dosage  requirements  of  insulin  or  other 


antidiabetic  drugs.  If  sodium  dextro- 
thyroxine is  later  withdrawn  from 
patients  who  had  required  an  increase 
of  insulin  (or  oral  hypoglycemic  agents) 
dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be 
reduced  and  adjusted  to  maintain  good 
control  of  the  diabetic  state. 

When  either  or  both  impaired  liver  or 
kidney  function  are  present,  the  advan- 
tages of  CHOLOXIN  therapy  must  be 
weighed  against  the  possibility  of  del- 
eterious results. 

Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  famil- 
ial hypercholesterolemia  or  hyperlipe- 
mia should  not  be  deprived  of  the  use 
of  this  drug;  it  can  be  given  to  those 
patients  exercising  strict  birth  control 
procedures.  Since  pregnancy  may  occur 
despite  the  use  of  birth  control  pro- 
cedures, administration  of  CHOLOXIN 
(sodium  dextrothyroxine)  to  women  of 
this  age  group  should  be  undertaken 
only  after  weighing  the  possible  risk 
to  the  fetus  against  the  possible  bene- 
fits to  the  mother.  Teratogenic  studies 
in  two  animal  species  have  resulted  in 
no  abnormalities  in  the  offspring. 
Precautions 

It  is  expected  that  patients  on  dextro- 
thyroxine therapy  will  show  greatly 
increased  serum  protein-bound-iodine 
levels.  These  increased  serum  PBI 
values  are  evidence  of  absorption  and 
transport  of  the  drug,  and  should  NOT 
be  interpreted  as  evidence  of  hyper- 
metabolism; similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of 
CHOLOXIN  (sodium  dextrothyroxine). 
PBI  values  in  the  range  of  10  to  25 
mcg%  in  treated  patients  are  common. 
If  signs  or  symptoms  of  iodism  develop 
during  CHOLOXIN  therapy,  the  drug 
should  be  discontinued. 

A few  children  with  familial  hypercho- 
lesterolemia have  been  treated  with 
CHOLOXIN  for  periods  of  one  year  or 
longer  with  no  adverse  effects  on 
growth.  However,  it  is  recommended 
that  the  drug  be  continued  in  patients 
in  this  age  group  only  if  a significant 
serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextro- 
thyroxine therapy  are.  for  the  most 
part,  due  to  increased  metabolism,  and 
may  be  minimized  by  following  the 
recommended  dosage  schedule.  Ad- 
verse effects  are  least  commonly  seen 
in  euthyroid  patients  with  no  signs  or 
symptoms  of  organic  heart  disease;  the 
incidence  of  adverse  effects  Is  In- 
creased in  hypothyroid  patients,  and  is 
highest  in  those  patients  with  organic 
heart  disease  superimposed  on  the 
hypothyroid  state. 

In  the  absence  of  known  organic  heart 
disease,  some  cardiac  changes  may  be 
precipitated  during  sodium  dextrothy- 
roxine therapy.  In  addition  to  angina 
pectoris,  arrhythmia  consisting  of 
extrasystoles,  ectopic  beats,  or  supra- 
ventricular tachycardia,  EC(i  evidence 
of  ischemic  myocardial  changes  and 
increase  in  heart  size  have  been  ob- 
served. Myocardial  infarctions,  both 
fatal  and  non-fatal,  have  occurred,  but 
these  are  not  unexpected  in  untreated 
patients  in  the  age  groups  studied.  It 
is  not  known  whether  any  of  these  in- 
farcts were  drug  related. 

Changes  in  clinical  status  that  may  be 
related  to  the  metabolic  action  of  the 
drug  include  the  development  of  in- 
somnia, nervousness,  palpitations. 


tremors,  loss  of  weight,  lid  lag,  sweat- 
ing, flushing,  hyperthermia,  hair  loss, 
diuresis,  and  menstrual  irregularities. 
Gastrointestinal  complaints  during 
therapy  have  included  dyspepsia,  nau- 
sea and  vomiting,  constipation,  diar- 
rhea, and  decrease  in  appetite. 

Other  side  effects  reported  to  be 
associated  with  CHOLOXIN  (sodium 
dextrothyroxine)  therapy  include  the 
development  of  headache,  changes  in 
libido  (increase  or  decrease),  hoarse- 
ness, tinnitus,  dizziness,  peripheral 
edema,  malaise,  tiredness,  visual  dis- 
turbances, psychic  changes,  paresthe- 
sia, muscle  pain,  and  various  bizarre 
subjective  complaints.  Skin  rashes,  in- 
cluding a few  which  appeared  to  be 
due  to  iodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some 
investigators.  Gallstones  have  been 
discovered  in  occasional  dextrothyrox- 
ine-treated  patients  and  cholestatic 
jaundice  has  occurred  in  one  patient, 
although  its  relationship  to  CHOLOXIN 
therapy  was  not  established. 

In  several  instances,  the  previously 
existing  conditions  of  the  patient  ap- 
peared to  continue  or  progress  during 
the  administration  of  CHOLOXIN;  a 
worsening  of  peripheral  vascular  dis- 
ease, sensorium,  exophthalmos,  and 
retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of 
anticoagulants,  such  as  warfarin  or 
Dicumarol,  on  prothrombin  time,  thus 
indicating  a decrease  in  the  dosage 
requirements  of  the  anticoagulants.  On 
the  other  hand,  dosage  requirements 
of  antidiabetic  drugs  have  been  re- 
ported to  be  increased  during  dextro- 
thyroxine therapy  (see  WARNINGS 
section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterol- 
emic  patients,  the  recommended  main- 
tenance dose  of  CHOLOXIN  (sodium 
dextrothyroxine)  is  4 to  8 mg  per  day. 
The  initial  daily  dose  should  be  1 to  2 
mg  to  be  increased  in  1 to  2 mg  incre- 
ments at  intervals  of  not  less  than  one 
month  to  a maximum  level  of  4 to  8 
mg  daily,  if  that  dosage  level  is  indi- 
cated to  effect  the  desired  lowering  of 
serum  cholesterol. 

When  used  as  partial  or  complete  sub- 
stitution therapy  for  levothyroxine  in 
hypothyroid  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types 
of  thyroid  medication,  the  initial  daily 
dose  should  be  1 mg  to  be  increased 
in  1 mg  increments  at  intervals  of  not 
less  than  one  month  to  a maximum 
level  of  4 to  8 mg  daily,  preferably  the 
lower  dosage.  The  maximum  in  patients 
receiving  digitalis  therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  pa- 
tients, the  recommended  maintenance 
dose  of  CHOLOXIN  is  approximately  0.1 
mg  per  kilogram.  The  initial  daily  dos- 
age should  be  approximately  0.05  mg 
per  kilogram  to  be  increased  in  up  to 
0.05  mg  per  kilogram  increments  at 
monthly  intervals.  The  recommended 
maximal  dose  is  4 mg  daily,  if  that 
dosage  is  indicated  to  effect  the  de- 
sired lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac 
disease  develop  during  the  treatment 
period,  the  drug  should  be  withdrawn. 
How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is 
supplied  in  prescription  packages  of 
scored  1,  2,  4,  and  6 mg  tablets. 

FLINT  LABORATORIES 

OiVfS'ON  Of  fKAVfNOl  lAeOHAIORiCS  I've 
Deerfield.  Illinois  6001S 


Serving  Texas  Physicians  for  Over  45  Years 

Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  45  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
—ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$3.00  F.O.B.  Plant 


Established  Over  45  Years 


Factory  Direct  Sales 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Clark  W.  Brazil,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons.  M.D. 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 
Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D.,  F.A.C.P. 

I.  L.  Humphrey,  Jr.,  M.D. 

Preston  McCall.  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt.  M.D. 

Lowell  L.  Harvey,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

James  T.  Cook.  M.D. 

UROLOGY 

Farid  G.  Khoury,  M.D. 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D, 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


tHIS  SPACE  PROVIDCO  8T  THE  PUBLISHCR  AS  A PUBLIC  SERVICE 


Millions  of  dollars  go  into 
valuable  cancer  research  and 
education. . .but  very  often, 
what  gets  action  is 
a few  words  from  you. 


If  you  are  one  of  the  3 of  4 physicians  who 
do  not  teach  your  patients  how  to  do  breast 
self-examination’ ...  do  you  know  that  92% 
of  women  who  receive  personal  instruction 
from  their  doctors,  regularly  practice  breast 
self-examination?  ’ 

It’s  your  move. 

'Statistics  are  from  a Gallup  Study  conducted  lor  the  American  Cancer  Society. 


american 
^ cancer 
T society 
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TEXAS  MEDICIN 


Medical  Newsmakers 


TheTexas  Academy  of  Family  Physicians 
installed  new  officers  during  the  group’s 
annual  meeting  in  Houston  in  September. 
DR.  MARIO  RAMIREZ,  Rio  Grande  City,  be- 
came president.  Other  officers  include  DR. 
JACK  A.  HALEY,  Houston,  president-elect; 
DR.  NORMA  PORRES,  Lubbock,  vice  presi- 
dent: and  DR.  J.  FORREST  FITCH,  McAllen, 
treasurer. 

DR.  CLIFTON  F.  MOUNTAIN,  associate  pro- 
fessor of  surgery  at  The  University  of  Texas 
M D Anderson  Hospital  and  Tumor  Insti- 
tute, Houston,  recently  was  named  presi- 
dent-elect of  the  International  Association 
for  the  Study  of  Lung  Cancer.  A scientific 
society  with  representatives  from  over  30 
nations,  the  association  promotes  the  ex- 
change of  information  among  professionals 
engaged  in  lung  cancer  research  or 
treatment. 

A former  member  of  the  Nueces  County 
Medical  Society,  DR.  CHARLES  0.  BARK- 
ER, was  the  American  Medical  Associa- 
tion’s 172,647th  dues-paying  member, 
pushingthe  membership  higherthan  it  had 
ever  been.  Dr.  Barker  is  now  a family  prac- 
titioner in  Valdosta,  Ga. 

The  Curriculum  Review  Board  of  the 
American  Association  of  Medical  Assistants 
has  announced  new  officers  including  one 
Texan.  MILDRED  R.  CRAWFORD,  CMA-AC, 
of  San  Antonio,  was  elected  chairman  of 
the  group. 

DR.  FRATIS  L.  DUFF  assumed  the  director- 
ship of  the  Texas  Department  of  Health  Re- 
sources Aug  29.  Formerly  deputy  commis- 
sioner of  the  Texas  State  Department  of 
Health,  Dr.  Duff  had  been  serving  as  acting 
director  at  the  time  of  his  appointment.  He 
first  joined  the  state  health  department  in 
1968. 

Five  scientists  were  selected  by  the  Awards 
Committee  of  the  American  College  of 
Chest  Physicians  to  be  cited  for  their  many 
contributions  to  the  diagnosis  and  treat- 


ment of  chest  diseases.  Among  those  hon- 
ored at  an  October  meeting  in  Anaheim, 
Calif,  was  DR.  MICHAEL  E.  DeBAKEY, 
president  of  Baylor  College  of  Medicine 
and  director  of  the  cardiovascular  research 
and  training  center,  the  Methodist  Hospi- 
tal, Houston. 

BILLY  B.  RANKIN,  director  of  The  Univer- 
sity of  Texas  System  Medical  and  Dental 
Application  Center  from  its  inception  in 
1969  until  June  1974,  has  been  named  di- 
rector of  the  Office  of  Admissions  at  Baylor 
College  of  Medicine,  Houston. 

DR.  HAROLD  BROWN,  a practitioner  of 
family  medicine  in  Texas  for  20  years,  has 
been  appointed  head  of  the  division  of 
family  practice  at  Baylor  College  of  Medi- 
cine, effective  Sept  1.  A native  of  Cement, 
Okla,  Dr.  Brown  will  direct  the  efforts  of 
Baylor’s  Family  Practice  Center,  located  at 
St.  Luke’s  Episcopal  Hospital. 

DR.  VANCE  TERRELL  of  Stephenville  was 
recently  honored  for  his  medical  work  and 
efforts  for  the  betterment  of  Stephenville, 
Erath  County,  Tarleton  State  University, 
and  central  Texas.  More  than  300  guests 
attended  an  appreciation  party  held  in  Dr. 
Terrell’s  honor.  Dr.  Terrell  was  presented 
a scroll  signed  by  all  persons  present  for 
the  event. 


"As  a former  member  of  the  Mickey  Mouse  Club 
I just  cannot  help  In  the  experiments.” 
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TREATMENT  OF  COMMON  ACUTE  POI- 
SONING, ed  3,  Henry  Matthew  and  A.  A.  H. 
Lawson,  Edinburgh,  Churchill  Livingstone, 
1975,  202  p,  $8.95. 

This  third  edition  differs  from  the  previous 
editions  in  a number  of  ways.  The  contents 
of  several  chapters  have  been  rearranged 
and  many  poisonings  have  been  brought 
under  more  general  headings.  The  items 
contained  in  each  chapter  have  been  detail- 
ed in  the  list  of  “contents”  in  orderthat 
the  reader  may  easily  see  what  the  book 
contains. 

Each  chapter  has  been  revised  and  many 
have  been  extensively  rewritten  to  take  into 
account  recent  advances  in  treatment  and 
changes  in  the  pattern  of  toxic  substances 
taken.  The  sections  dealing  with  tricyclic 
drugs,  paracetamol  (acetaminophen),  and 
paraquat  have  been  greatly  expanded. 
Many  poisonings  have  been  added  includ- 
ing propoxyphene,  diphenoxylate,  fenflura- 
mine, oral  hypoglycaemics,  gold,  thallium, 
and  poisonings  due  to  venomous 
animals. 

In  addition,  where  it  was  considered  ap- 
propriate, proprietary  preparations  com- 
monly used  in  the  United  States  have  been 
included. 


IN  THE  TMA  LIBRARY 

AMA  Department  of  Drugs:  AM  A Drug 
Evaluations,  ed  2.  Acton,  Mass,  Publishing 
Sciences  Group,  Inc,  1973. 

Atkins  H (ed):  The  Treatment  of  Breast 
Cancer.  Baltimore,  University  Park  Press, 
1974. 

Behnke  J A and  Bok  S (eds):  The  Dilemmas 
of  Euthanasia.  Garden  City,  Anchor  Press/ 
Doubleday,  1975. 

Bodner  H:  Diagnostic  and  Therapeutic  Aids 
in  Urology.  Springfield,  C C Thomas, 

1974. 


Harris  M (ed):  POLY(ADP-RIBOSE)  y4n/n- 
ternational Symposium.  Bethesda,  Fogarty 
International  Center,  1973. 

Johns  H E and  Cunningham  J R:  The  Phy- 
sics of  Radiology,  ed  3.  Springfield,  C C 
Thomas,  1974. 

KeuI  J (ed):  Limiting  Factors  of  Physical 
Performance.  Stuttgart,  Georg Thieme 
Publishers,  1973. 

Levin  A:  Talk  Back  to  Your  Doctor.  Garden 
City,  Doubleday  & Company,  Inc, 

1975. 

National  Academy  of  Sciences:  Genetic 
Screening.  Washington,  DC,  National  Aca- 
demy of  Sciences,  1975. 

Nora  P (ed):  Operative  Surgery.  Philadel- 
phia, Lea  & Febiger,  1974. 

Morgan  W K C and  Seaton  A:  Occupational 
Lung  Diseases.  Philadelphia,  W B Saunders 
Company,  1975. 

Rentoul  E and  Smith  H (eds):  Glaister’s 
Medical  Jurisprudence  and  Toxicology,  ed 
13.  Edinburgh,  Churchill  Livingston, 

1973. 

Smith  D R:  General  Urology,  8 ed.  Los  Altos, 
Lange  Medical  Publications,  1975. 

Stevens  B J:  The  Nurse  as  Executive.  Wake- 
field, Mass,  Contemporary  Publishing,  Inc, 
1975. 

Taybi  H:  Radiology  of  Syndromes.  Chicago, 
Year  Book  Medical  Publishers,  Inc, 

1975. 

Tuft  L and  Mueller  H L:  Allergy  in  Children. 
Philadelphia,  W B Saunders  Co,  1975. 

Valvassori  G E and  Buckingham  R A:  Tomo- 
graphy and  Cross  Sections  of  the  Ear.  Phila- 
delphia, W B Saunders,  1975. 


TEXAS  MEDICINE 


KELSEY-SEYBOLD  CLINIC 

TEXAS  MEDICAL  CENTER  • 6624  FANNIN  STREET  • HOUSTON,  TEXAS  77025  • AC  (713)  797-1551 


INTERNAL  MEDICINE 

Allergy 

C.  W.  Ewing,  M.D.,  FAC.A. 
Arthritis  and  Rheumatic  Diseases 

J.  W.  Kemper,  M.D.,  F.A.C.P. 

M.  S.  Fischer,  M.D. 

Cardiology 

E.  F.  Beard,  M.D.,  F.A.C.P. 

D.  D.  Goulden,  M.D. 

Endocrine  and  Metabolic  Diseases 

M.  P.  Kelsey,  M.D.,  F.A.C.P. 

A.  E.  Leiser,  M.D.,  F.A.C.P. 

P.  K.  Champion,  Jr.,  M.D. 

Gastrointestinal  Diseases,  Gastroscopy 

J.  R.  Kelsey,  Jr.,  M.D.,  F.A.C.P. 

P.  S.  Bentlif,  M.D.,  F.A.C.P. 

R.  D.  Eichhorn,  M.D.,  F.A.C.P. 

F.  S.  O’Neil,  M.D.,  F.A.C.P. 

J.  W.  McBee,  M.D.,  F.A.C.P. 

General  Internal  Medicine 

G.  E.  Burke,  M.D. 

N.  H.  Nauert,  Jr.,  M.D.,  F.A.C.P 
J.  Mackay,  M.D. 

G.  G.  Bourianoff,  M.D. 

General  Medicine  and  Oncology 
C.  F.  Taboada,  M.D.,  F.A.C.P. 

E.  N.  Root,  M.D. 

Hematology 

J.  B.  Bart,  M.D.,  F.A.C.P. 


Infectious  Diseases 
S.  Riggs,  M.D.,  F.A.C.P. 

Nuclear  Medicine 
D.  E.  Mouton,  M.D. 

Occupational  Health  Services 
M.  B.  Johnston,  M.D.,  FAC.Pr.M. 
F.  A.  Goss,  M.D. 

A.  M.  Wyss,  M.D.,  F.A.C.Pr.M. 

Pulmonary  Diseases 
S.  P.  Fischer,  M.D.,  FAC.P. 

DERMATOLOGY 

W.  M.  Fraser,  M.D.,  F.A.A.D. 

D.  W.  Owens,  M.D.,  F.A.A.D. 

GENERAL  & THORACIC  SURGERY 

W.  D.  Seybold,  M.D.,  F.A.C.S. 

J.  D.  McMurrey,  M.D.,  F.A.C.S. 

J.  L.  Dogget,  M.D.,  FAC.S. 

M.  F.  Appel,  M.D.,  F.A.C.S. 

NEUROLOGY 

R .R.  Pierce,  M.D.,  F.A.A.N. 


ORTHOPEDIC  SURGERY 

R.  A.  Fulford,  M.D.,  F.R.C.S.  (C) 

T.  H.  Crouch,  M.D.,  F.A.C.S. 

OTOLARYNGOLOGY 

J.  C.  Dickson,  M.D.,  F.A.C.S. 

J.  L.  Smith,  M.D.,  F.A.C.S. 

PATHOLOGY 

R.  A.  Jordan,  M.D.,  F.A.S.C.P. 

PEDIATRICS 

Rheumatology 

E.  J.  Brewer,  Jr.,  M.D.,  F.AAP. 
Allergy  and  Pulmonary  Diseases 

C.  W.  Ewing,  M.D.,  F.A.A.P. 
Gastroenterology 
G.  D.  Ferry,  M.D.,  F.A.A.P. 

General  Pediatrics  and  Consultation 

F.  J.  Boland,  M.D. 

R.  M.  Thaller,  M.D. 

PSYCHIATRY 

C.  G.  Cochran,  M.D. 

R.  Daichman,  M.D. 


UROLOGY 

D.  W.  Pranke,  M.D.,  FJ\.C.S. 

F.  M.  Fry,  M.D. 

DENTISTRY 

J.  W.  Orr,  D.D.S. 

SPEECH  PATHOLOGY 
& AUDIOLOGY 

D.  R.  Fox,  Ph.D. 

J.  W.  Porter,  MA 
S.  McKee,  MA 

EXECUTIVE  DIRECTOR 

J.  A.  Bakken,  FAC.C.M. 

K-S  POST  OAK 

Post  Oak  Tower  Building,  Suite  385 
5051  Westheimer 
Houston,  Texas  77027 
(713)  622-8340 

K-S  WEST 

1900  Yorktown,  Houston,  Texas 
77024  (713)  622-8211 

K-S  DOWNTOWN 

Two  Houston  Center,  Suite  P-310 
909  Fannin  Street,  Houston,  Texas 
77002  (713)  654-4401 


OBSTETRICS  & GYNECOLOGY 

M.  L.  Cody  M.D.,  FJ\.C.S, 

F.A.C.O.G. 

W.  A.  Johnson  III,  M.D.,  FAC.O.G.  RADIOLOGY 

R.  J.  Kurth,  M.D.,  F.A.C.R. 
E.  G.  Linares,  M.D. 

H.  E.  Wahlen,  M.D.,  D.A.B.O.  P.  Raphael,  M.D. 


OPHTHALMOLOGY 


The  American  Society  For  Dermatologic  Surgery, 
The  American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Inc., 

The  American  Association  of  Cosmetic  Surgeons 

ANNOUNCE 
THE  THIRD  ANNUAL 

Hair  Transplant 

Symposium  and  Workshop 

Multi-discipline  faculty  including:  dermatologists, 
otolaryngologists,  regional  and  general  plastic  sur- 
geons. 

Attendance  Limited 

February  13th  and  14th,  1976 

FEE  $500“® 

The  Stough  Dermatology  and 
Cutaneous  Surgery  Clinic,  P.A. 

Doctors  Park 

Hot  Springs,  Arkansas  71 901 

For  further  information,  contact: 

Program  Director,  D.B.  Stough,  III, 

M.D.  at  above  address. 


Sfarlite  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 

— A specialized  hospital  dedicated  to  the 
physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


E.  E.  ANTHONY,  JR. 

Fort  Worth,  1906-1975 

E.  M.  FOUNTAIN 
Houston,  1921-1975 

W.B.  GORDON,  JR. 
Houston,  1923-1975 

J.A.  GOTTLIEB 
Houston,  1940-1975 

A.  E.  GREER 
Houston,  1885-1975 

OSCAR  HUFF 
Pampa,  1880-1975 

H.McC.  JOHNSON,  JR. 
San  Antonio,  1903-1975 

J.W.  ROBERTSON 
Houston,  1923-1975 

W.  L.  SMITH 

San  Angelo,  1914-1975 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $ 

Please  send  remembrance  card  to; 

Name 

Address 

City  and  State 


. Given  in  Memory  of 

Donor  Information: 

- - Name  

__  Address  

City  and  State  . 


Recent  deaths 


Dr.  E.  E.  Anthony,  Jr. 

Dr.  Ernest  Eugene  Anthony,  Jr.,  69,  Fort 
Worth  physician  since  1934,  died  June  27, 
1975. 

Dr.  Anthony,  a native  of  Comanche,  Tex, 
attended  Baylor  University,  and,  in  1929, 
received  his  BA  degree  from  The  Univer- 
sity of  Texas.  He  graduated  from  The  Uni- 
versity of  Texas  Medical  Branch,  Galves- 
ton, in  1933. 

He  interned  at  John  Sealy  Hospital  in  Gal- 
veston before  serving  his  residency  at  Har- 
ris (formerly  Methodist)  Hospital  in  Fort 
Worth. 

While  in  school.  Dr.  Anthony  was  named  a 
member  of  Phi  Beta  Kappa,  Sigma  Xi 
honorary  graduate  level  fraternity.  Alpha 
Omega  Alpha  honorary  medical  fraternity 
and  Nu  Sigma  Nu  medical  fraternity. 

He  was  a Fellowof  the  American  College  of 
Surgeons  and  the  American  Academy  of 
Family  Physicians,  a formervice-president 
of  the  Tarrant  County  Medical  Society, 
and  a former  president  of  the  Tarrant  Coun- 
ty Academy  of  Family  Physicians. 

He  also  was  a past  president  of  the  Asso- 
ciation of  American  Physicians  and  Sur- 
geons, Inc.,  and  at  the  time  of  his  death 
was  treasurer  of  the  association,  as  well 
as  a director  and  executive  committee 
member.  He  was  a memberand  formerdi- 
rector  of  the  Galveston  Medical  Branch 
Alumni  Association. 

Dr.  Anthony  held  the  degree  of  super  ex- 
cellent master  in  the  Masons,  and  was  a 
member  of  numerous  Masonic  organiza- 
tions, including  Hemphill  Heights  Lodge 
1164,  Hemphill  Heights  Council  365, 
Hemphill  Heights  Chapter448,  Worth 
Commandryand  Moslah  Temple,  in  which 
he  was  a chairman  of  the  medical 
committee. 

He  also  was  a member  of  the  Rotary  Club, 
Petroleum  Club  and  Century  II  Club,  and 
chairman  of  the  Texas  Chapter  of  the 
Liberty  Amendment  Committee  of  the 
USA. 

Survivors  include  his  wife,  Jacqueline  Perry 


Anthony,  Fort  Worth;  a daughter,  Mrs. 
Carol  Hackleman,  Metairie,  La;  a brother, 
Boyd  Anthony,  Comanche;  three  sisters, 
Mrs.  Elizabeth  Durham  and  Mrs.  Ellen 
Norris  of  Comanche,  and  Mrs.  Josephine 
Box  of  Corpus  Christi;  and  two  grand- 
children. 


Dr.  E.  M.  Fountain 

Dr.  Edmund  McAshan  Fountain,  physician 
and  neurosurgeon,  died  July  14, 1975,  at 
the  age  of  53.  He  was  a native  and  lifelong 
resident  of  Houston. 

At  the  time  of  his  death.  Dr.  Fountain  was 
a clinical  assistant  professor  of  neurologi- 
cal surgery  at  Baylor  University  College  of 
Medicine  and  The  University  of  Texas 
Medical  School  at  Houston. 

The  physician  was  a graduate  of  Washing- 
ton and  Lee  University,  Lexington,  Va,  and 
Johns  Hopkins  University  School  of  Medi- 
cine, Baltimore.  He  served  his  internship 
at  Montreal  Neurological  Institute.  He  was 
a resident  at  the  Royal  Victoria  Hospital, 
also  in  Montreal,  and  a resident  and  Fellow 
at  the  Lahey  Clinic,  Boston. 

During  World  War  II,  Dr.  Fountain  served  as 
a captain  in  the  US  Army.  He  was  chief  of 
neurology  at  Walter  Reed  Army  Medical 
Center,  Washington,  DC. 

He  was  a member  of  Kappa  Sigma,  Phi 
Beta  Kappa,  and  Phi  Chi  fraternities,  and 
the  Methodist  church.  In  addition.  Dr. 
Fountain  had  served  on  six  tours  of  duty 
with  Project  Hope. 

He  was  vice-president  of  the  Texas  Asso- 
ciation of  Neurological  Surgeons  and  past 
president  of  both  the  Houston  Neurological 
Society  and  the  Houston  Surgical  Society. 
His  other  professional  memberships  were 
numerous  and  included  the  Harris  County 
Medical  Society,  the  American  Medical  As- 
sociation, the  Congress  of  Neurological 
Surgeons,  the  American  College  of  Sur- 
geons, Southern  Surgical  Association,  and 
Texas  Surgical  Society. 


Dr.  Anthony 


Dr.  Fountain 
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In  addition  to  his  wife,  Elizabeth  Welde 
Fountain,  he  is  survived  by  a daughter, 
Jane  Fountain,  and  a son,  Edmund  M. 
Fountain,  Jr.,  all  of  Houston. 

Dr.  W.  B.  Gordon,  Jr. 

Dr.  Gordon 


d 


it 


Dr.  Gottlieb 


Houston  surgeon  Dr.  William  Boyd  Gordon 
diedJune25, 1975,  at  the  age  of  51. 

Dr.  Gordon,  a native  of  Luling,  Tex,  prac- 
ticed one  year  in  Lockhart  (1948-49)  be- 
fore movingto  Houston  in  1953. 

He  attended  Luling  High  School,  The  Uni- 
versity of  Texas  at  Austin,  and  East  Texas 
State  Teachers  College.  In  1947  he  receiv- 
ed his  MD  degree  from  Baylor  College  of 
Medicine.  His  internship  was  at  White 
Memorial  Medical  Center,  Los  Angeles, 
from  1947  to  1948.  During  1950-51,  he 
was  a surgical  resident  at  Methodist  Hos- 
pital, Houston.  He  also  held  a surgical 
residency  at  the  Veterans  Administration 
Hospital,  Houston,  during  1951-53.  He 
did  postgratduate  work  in  Los  Angeles. 

Dr.  Gordon  attained  the  rank  of  major  dur- 
ing 10  years’  service  in  the  US  Army.  He 
was  stationed  in  Texas. 

The  doctor’s  professional  associations  in- 
cluded the  Harris  County  Medical  Society 
and  the  American  College  of  Surgeons.  He 
was  certified  by  the  American  Board  of 
Surgery. 

Dr.  Gordon’s  articles  had  been  published  in 
several  medical  journals.  His  chief  avoca- 
tion was  Boy  Scout  work.  In  addition,  he 
was  a member  of  the  Bellaire  Baptist 
Church. 

Survivors  include  his  wife,  Mrs.  Marian 
Hacker  Gordon;  daughter,  Mrs.  Janith  Koti; 
son,  William  Boyd  Gordon  III;  parents,  Mr. 
and  Mrs.  William  Boyd  Gordon,  Sr.;  broth- 
er, Dr.  Jack  R.  Gordon;  and  one  grandson, 
all  of  Houston. 


Dr.  J.  A.  Gottlieb 

Dr.  Jeffrey  Arnold  Gottlieb,  Houston  on- 
cologist, died  July  1, 1975. 

Dr.  Gottlieb,  35,  was  born  in  New  York.  He 
was  a magna  cum  laude  graduate  of  Am- 
herst College,  Amherst,  Mass  (1962).  He 
also  was  a graduate  of  Harvard  University 


Medical  School,  Boston  (1966), 

He  was  an  intern  at  Barnest  Hospital  in  St. 
Louis  (1966-67)  and  a resident  at  Chil- 
dren’s Hospital  Medical  Center  in  Boston 
(1967-68).  He  wasa  senior  clinical  asso- 
ciate and  clinical  associate  at  the  National 
Cancer  Institute,  Baltimore  Cancer  Re- 
search Center  (1968-70),  as  well  as  an 
Advanced  Senior  Fellow  and  Senior  Fellow 
in  the  Department  of  Developmental  Thera- 
peutics, M.D.  Anderson  Hospital  and  Tu- 
mor Institute,  Houston  (1970-72). 

At  the  time  of  his  death.  Dr.  Gottlieb  held 
several  positions,  including  executive  se- 
cretary and  member.  Southwest  Cancer 
Chemotherapy  Study  Group;  chief.  Solid 
Tumor  Service,  Department  of  Develop- 
mental Therapeutics,  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute;  assistant  profes- 
sor of  medicine.  The  University  of  Texas 
Medical  School  at  Houston;  chairman.  Sar- 
coma Committee,  Southwest  Oncology 
Group;  member.  National  Large  Bowel  Can- 
cer Project  Chemotherapy  Subcommittee; 
head.  Section  of  Chemotherapy,  Depart- 
ment of  Developmental  Therapeutics, 

M.  D.  Anderson  Hospital  and  Tumor  Insti- 
tute; associate  professor  of  medicine  and 
associate  internist.  The  University  of  Texas 
System  Cancer  Center,  M.  D.  Anderson 
Hospital  and  Tumor  Institute. 

His  previous  positions  included  senior 
staff,  attending  physician  in  tumor  medi- 
cine, consultant  in  adult  and  pediatric  on- 
cology and  hematology,  US  Public  Health 
Service  Hospital,  Baltimore  (1969-70); 
associate  member.  Acute  Leukemia  Group 
B Cooperative  Study  Group  (1969-70); 
assistant  professor  of  medicine  and  assist- 
ant internist.  The  University  of  Texas  Sys- 
tem Cancer  Center,  M.  D,  Anderson 
Hospital  and  Tumor  Institute  (1972-74); 
member.  National  Working  Party  for  Lung 
Cancer  (1973-74);  consultant  in  chemo- 
therapy, National  Head  and  Neck  Cancer 
Cadre  (1973-74);  and  consultant  in  chemo- 
therapy, National  Mycosis  Fungoides  Study 
Group  (1973-74). 

Dr.  Gottlieb’s  memberships  included  Phi 
Beta  Kappa,  Sigma  Xi,  American  Federa- 
tion of  Clinical  Research,  American  Asso- 
ciation for  Cancer  Research,  American  So- 
ciety of  Clinical  Oncology,  American  Asso- 
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ciation  for  Cancer  Education,  American 
Society  of  Hematology,  International  So- 
ciety for  Experimental  Hematology,  Intra- 
Science  Research  Foundation,  Internation- 
al Association  for  the  Study  of  Lung  Can- 
cer, American  Association  for  the  Advance- 
ment of  Science,  Harris  County  Medical 
Society,  and  the  American  Medical 
Association. 

Surviving  Dr.  Gottlieb  are  his  wife,  Margery 
Genat  Gottlieb;  daughter,  Elizabeth  Anne 
Gottlieb:  and  son,  Keith  Andrew  Gottlieb, 
all  of  Houston. 


Dr.  A.  E.  Greer 

Dr.  Alvis  Eugene  Greer,  90,  died  Aug  8, 
1975,  at  his  home  in  Houston. 

Dr.  Greer,  a native  of  Equality,  III,  had  re- 
sided in  Houston  65  years.  He  retired  from 
the  practice  of  internal  medicine  in 
1967. 

The  physician  received  his  preliminary  edu- 
cation in  Mt.  Vernon,  III.  He  was  graduated 
from  Northwestern  University  Medical 
School,  Chicago,  in  1910.  Following  his 
graduation,  he  served  a residency  at  Cook 
County  Hospital,  also  in  Chicago.  He  later 
did  postgraduate  work  at  Harvard  Univer- 
sity Medical  School. 

During  service  in  the  Medical  Corps  of  the 
US  Army,  Dr.  Greer  attained  the  rank  of 
first  lieutenant.  He  was  a veteran  of  World 
War!. 

In  addition  to  honorary  membership  in  Tex- 
as Medical  Association,  Dr.  Greer  held 
memberships  in  the  American  Medical 
Association,  the  Southern  Medical  Asso- 
ciation, the  American  College  of  Physi- 
cians, and  the  Texas  Academy  of  Internal 
Medicine. 

He  was  a past  president  of  the  Harris  Coun- 
ty Medical  Society  as  well  as  the  American 
College  of  Chest  Physicians.  He  also  had 
served  as  vice-chairman  of  the  section  on 
diseases  of  the  chest  of  the  American  Medi- 
cal Association,  and  was  a member  of 
Alpha  Omega  Alpha. 

Survivors  include  his  wife,  Maida  Davis 
Greer;  daughter,  Mrs.  June  Greer  Mitchell; 
son,  Thornton  C.  Greer;  brother.  Dr.  David 
Greer,  all  of  Houston;  eight  grandchildren; 
and  11  great-grandchildren. 


Dr.  Oscar  Huff 

Dr.  Oscar  Huff,  a retired  Pampa  physician, 
died  July  17,  1975.  The  physician  practic- 
ed in  Pampa  seven  years  before  retiring  in 
1952. 

Dr.  Huff,  94,  was  a native  of  Winchester, 
Tex.  He  was  graduated  from  Baylor  College 
of  Medicine  in  1909,  and  served  an  intern- 
ship at  City  and  County  Hospital  in 
Dallas. 

Before  moving  to  Pampa,  he  practiced 
three  years  in  Oklahoma.  He  also  had  prac- 
ticed in  Dallas,  Castell,  San  Marcos,  and 
Mason. 

During  World  War  I,  Dr.  Huff  volunteered 
for  the  armed  services  and  served  overseas 
as  a lieutenant. 

An  honorary  member  of  Texas  Medical  As- 
sociation, Dr.  Huff  also  was  a past  presi- 
dent (1939)  and  secretary  of  the  Kimble- 
Mason-Menard-McCullough  County  Medi- 
cal Society.  He  was  a member  of  the  Mason- 
ic Lodge  for  more  than  70  years.  In  1902 
he  became  a Master  Mason.  He  had  served 
as  Worshipful  Master  of  McCullock  (Mason- 
ic) Lodge  No.  273.  On  Jan  7,  1953  he  re- 
ceived a 50-year  Service  Award  from 
Pampa  Lodge  No.  966.  In  that  same  year, 
he  became  a life  member  of  the 
lodge. 

Dr.  Huff  also  was  a member  of  the  Wood- 
men of  the  World,  Eastern  Star,  the  First 
Christian  Church  and  the  Pampa  Lions 
Club. 

Surviving  are  two  daughters,  Ruth  Huff  of 
Pampa,  and  Mrs.  Wilfred  McMormick  of 
Albuquerque,  NM;  and  two  grandchildren. 


Dr.  Huff 


Dr.  Johnson 


Dr.  H.  McC.  Johnson,  Jr. 

Dr.  Harry  McCrindell  Johnson,  Jr.,  San  An- 
tonio, died  June  28, 1975.  Cause  of  death 
was  coronary  occlusion. 

Dr.  Johnson  was  a native  of  St.  Louis.  His 
preliminary  education  was  obtained  in  San 
Antonio.  In  1924,  he  completed  his  BS  de- 
gree at  The  University  of  Texas  at  Austin. 
His  medical  education  was  completed  at 
The  University  of  Texas  Medical  Branch, 
Galveston,  in  1926.  From  1926  to  1927, 
Dr.  Johnson  was  an  intern  at  the  Station 
Hospital,  Fort  Sam  Houston,  Tex. 
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Dr.  Johnson  joined  his  father  in  the  prac- 
tice of  urology  in  San  Antonio  during  1927- 
30.  He  remained  in  San  Antonio  until  the 
time  of  his  death. 

An  honorary  member  of  Texas  Medical  As- 
sociation, he  also  was  associated  with  the 
American  Medical  Association,  the  Bexar 
County  Medical  Society,  the  American 
Urology  Association,  and  the  American  Col- 
lege of  Surgeons. 

Surviving  are  one  daughter.  Dr.  Constance 
Johnson  Chase,  Concord,  Calif;  his  brother, 
Stewart  C.  Johnson,  and  a sister,  Mrs. 
Creston  A.  King,  both  of  San  Antonio. 


Dr.  J.  W.  Robertson 

Dr.  Joseph  William  Robertson,  Houston 
neurological  surgeon,  died  July  19, 1975, 
at  the  age  of  52. 

Dr.  Robertson  was  born  in  Fort  Worth, 
where  he  obtained  his  preliminary  educa- 
tion. From  1940  to  1943,  he  attended  Tex- 
as A&M  University.  His  studies  were  sus- 
pended from  1943  to  1946,  during  which 
time  he  served  as  captain  in  the  Infantry 
in  the  Aleutian  Islands. 

Following  his  military  service  Dr.  Robertson 
completed  his  BS  degree  at  A&M  (1947). 
He  received  his  MD  from  The  George 
Washington  University,  Washington,  DC, 
in  1951. 

He  was  an  intern  at  the  Veterans  Adminis- 
tration Hospital,  Houston,  and  a resident 
at  Baylor  College  of  Medicine  and  the 
Neurological  Institute  of  New  York. 

Dr.  Robertson's  professional  memberships 
included  the  American  Medical  Associa- 
tion, the  American  Association  of  Neuro- 
logical Surgeons  and  the  Harris  County 
Medical  Society.  He  was  a past  president 
of  the  Rocky  Mountain  Neurosurgical  So- 
ciety and  a Fellow  of  the  American  College 
of  Surgeons.  He  also  was  a member  of  Nu 
Sigma  Nu  medical  fraternity  and  St.  Mar- 
tin’s Episcopal  Church,  Houston. 

Surviving  are  his  wife,  Mary  Greenage 
O’Brien  Robertson;  daughters  Shellie  Rob- 
ertson and  Felita  O’Brian;  sons,  Joseph 
William  Robertson,  Jr.,  James  Luther  Rob- 
ertson, and  Russell  O’Brien,  all  of  Houston; 
sisters,  Mrs.  Jones  Callaway,  Lufkin,  and 


Mrs.  Dan  Crump,  Ft.  Stockton;  brothers. 
Snow  Robertson,  El  Paso,  and  Dr.  R.  C.  L. 
Robertson,  Houston;  and  two  grand- 
children. 


Dr.  W.  L.  Smith 

Dr.  William  Lacey  Smith,  61,  of  San  Angelo, 
died  July  10,  1975,  in  Shannon  WestTexas 
Memorial  Hospital.  The  general  practition- 
erwas  in  private  practice. 

Dr.  Smith,  a native  of  Beeville,  attended 
San  Angelo  and  Sonora  schools.  He  was  a 
graduate  of  The  University  of  Texas  at  Aus- 
tin (1938)  and  The  University  of  Texas 
Medical  Branch  (1940).  He  served  his  in- 
ternship at  Robert  B.  Green  Memorial  Hos- 
pital, San  Antonio  (1940-41),  and  his  resi- 
dency at  Shannon  West  Texas  Memorial 
Hospital,  San  Angelo  (1945-46). 

From  1941  to  1945,  Dr.  Smith  was  a flight 
surgeon  in  the  Army  Medical  Corps.  He 
was  commissioned  as  a first  lieutenant  and 
attained  the  rank  of  captain.  He  served  at 
Fort  Bliss,  Tex;  Carlisle  Barracks,  Pa;  Biggs 
Field  Army  Air  Base,  El  Paso;  Godman  Field 
Army  Air  Base,  Ft.  Knox,  Ky;  as  well  as  in 
Africa,  Italy  and  the  Caribbean. 

Dr.  Smith’s  professional  memberships  in- 
cluded the  Tom  Green  Eight  County  Medi- 
cal Society,  the  American  Medical  Associa- 
tion, and  the  American  Academy  of  Family 
Physicians.  He  also  was  a memberof  the 
Methodist  church. 

Dr.  Smith  was  noted  for  his  humanitarian 
medical  trips  to  disadvantaged  areas.  He 
had  traveled  to  Guatemala;  the  Crow  Indian 
Reservation  in  Montana;  Bolivia;  and 
Nicaragua. 

Surviving  are  his  wife,  Frances  Lewis 
Smith,  of  San  Angelo;  four  sons,  William  L. 
Smith  and  Thomas  R.  Smith,  both  of  San 
Angelo,  Frank  J.  Smith  of  College  Station 
and  James  L.  Smith  of  Houston;  a brother, 
Gene  Shurley  of  Sonora;  two  sisters,  Mrs. 
Raymond  Pipkin  of  San  Angelo  and  Mrs. 
Robert  Moffat  of  Shreveport,  La;  and  three 
grandchildren. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
I NPATI ENT-OUTPATI  ENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 


A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay,  M.D. 


Fred  H.  Jordan,  M.D. 
John  T.  Holbrook,  M.D. 


PSYCHOLOGY 


George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph.D. 


Tom  I.  Payton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 


BUSINESS  MANAGER 

Daphne  Burrows  COURTESY  STAFF 


O.T.  AND  R.T.  THERAPY 

(Acting  Director) 

Jeanette  Boothe 
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When 
sequential 
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Ortho-Novum  SQ  provides 
good  cycle  control 

provides  a low 
sequential  dosage 

effective  in  clinical  trials, 
with  a pregnancy  rate 
of  0.43  pertOO  woman  years 

generally  well  tolerated^ 

available  in  the  unique 
DIALPAK*  Tablet  Dispenser 


Ortho-Novum  SQ 

TRADEMARK 

Each  white  tablet  contains  0,08  mg  mestranol.  Eoch  blue  tablet  contains  2,0  mg  norethindrone  and  0,08  mg  mestranol. 


tSerious  as  well  as  minor  conditions  have  been  reported 
following  the  use  of  oral  controceptives.  These 
conditions  include  thromboembolic  disease.  The  physician 
should  remain  alert  to  the  earliest  manifestations 
of  any  symptoms  of  serious  disease  and  discontinue  oral 
contraceptive  theropy  when  appropriate.  The  physicion 
should  be  fully  aware  of  the  complete  Prescribing  Informa- 
tion for  this  product, 

♦trademark  See  prescribing  information  on  following  page.  oj  622-5 
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In  sequence... 


Ortho-Novum  SQ  Tablets 

TRADEMARK 


Description:  ORTHO-NOVUM  SO  Tablets  provide  a sequential  oral  contraceptive  regimen  consist- 
ing of  vi/hite  tablets  containing  only  meslranol  0 08  mg,  and  blue  tablets  containing  both  mestranol 
0 08  mg  and  norethindrone  2 0 mg 
Action:  Gonadotrophin  suppression 

Special  note:  Oral  contraceptives  have  been  marketed  m the  United  States  since  1960  Reported 
pregnancy  rates  vary  from  product  to  product  The  effectiveness  of  the  sequential  products  appears 
to  be  somewhat  tower  than  that  of  the  combination  products  Both  types  provide  almost  completely 
effective  contraception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hormonal  contraceptives 
has  now  been  shown  in  studies  conducted  in  both  Great  Britain  and  the  United  States  Other  risks, 
such  as  those  of  elevated  blood  pressure  and  reduced  tolerance  to  carbohydrates,  have  been 
reported  and  appropriate  tests  should  be  conducted  to  monitor  these  during  oral  contraceptive  ther- 
apy Liver  disease  has  also  been  reported,  and  the  physician  should  be  alert  to  its  earliest  manifesta- 
tions 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subprimate  animal  species  in 
multiples  of  the  human  dose  increases  the  frequency  for  some  animal  carcinomas  These  data  can- 
not be  transposed  directly  to  man  The  possible  carcinogenicity  due  to  the  estrogens  can  neither  be 
affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contraceptives 
must  be  continued 
Indication:  Contraception 

Contraindications:  1 Thrombophlebitis,  thromboembolic  disorders,  cerebral  vascular  disease,  or  a 
past  history  of  these  conditions  2 Markedly  impaired  liver  function  3 Known  or  suspected  car- 
cinoma of  the  breast  4 Known  or  suspected  estrogen-dependent  neoplasia  5 Undiagnosed  abnor- 
mal genital  bleeding  6 Known  or  suspected  pregnancy 

Warnings:  1 The  physician  should  be  alert  to  the  earliest  manifestations  of  thrombotic  and  throm- 
boembolic disorders,  thrombophlebitis,  cerebrovascular  disorders  including  hemorrhage,  pulmonary 
embolism  and  retinal  thrombosis  Should  any  of  these  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies  of  morbidity  m the 
United  States  have  shown  a statistically  significant  association  between  thrombophlebitis,  pulmonary 
embolism  and  cerebral  vascular  disease,  occlusive  or  hemorrhagic,  and  the  use  of  oral  contracep- 
tives There  have  been  three  principal  studies  in  Great  Britain’*^  leading  to  these  conclusions  and 
three  in  this  country, The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by  Vessey 
and  Doll^  was  about  sevenfold,  while  the  United  States  studies  found  relative  risks  of  4 4 to  1 1 . mean- 
ing that  the  users  are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  non-users 

In  May,  1974,  the  Royal  College  of  General  Practitioners  in  England®  issued  an  interim  report  of  its 
continuing  large-scale  prospective  study  comparing  a user  group  to  a non-user  group  This  study  in 
Its  interim  analysis  states.  A statistically  significant  higher  rate  of  reporting  of  cerebrovascular 
accidents  in  Takers  is  evident,  but  the  numbers  are  too  small  to  justify  an  estimation  of  the  degree  of 
risk  The  study  also  reported  a higher  incidence  of  superlicial  and  deep  vein  thrombosis  in  users  as 
compared  to  non-users  The  risk  of  superficial  and  deep  vein  thrombosis  was  reported  to  be  lower  in 
women  using  50  meg  estrogen  preparations 

The  Sartwell  study**  indicated  that  the  risk  did  not  persist  after  discontinuation  of  administration. 
Both  the  Sartwell  and  the  Royal  College  studies  indicated  that  the  degree  of  risk  was  not  associated 
with  duration  of  treatment 

In  a collaborative  American  study^®  of  cerebrovascular  disorders  in  women  with  and  without 
predisposing  causes,  it  was  estimated  that  the  relative  risk  of  thrombotic  stroke  was  4 1 to  9 5 limes 
greater  in  users  than  in  non-users  A comparable  estimate  for  hemorrhagic  stroke  was  2 0 

None  of  the  American  studies  was  designed  to  evaluate  a difference  between  products  However, 
the  Sartwell  study**  suggested  that  there  might  be  an  increased  risk  of  thromboembolic  disease  in 
users  of  sequential  products 

Other  retrospective  studies^*’®  have  reported  an  increased  risk  of  post-surgery  thromboembolic 
complications  in  oral  contraceptive  users.  It  has  been  recommended  that  therapy  be  discontinued  at 
least  one  month  prior  to  elective  surgery 

2 Discontinue  oral  contraceptive  medication  if  there  is:  gradual  or  sudden  partial  or  complete  loss  of 
vision;  proptosis  or  diplopia,  onset  or  aggravation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent  or  severe,  papilledema,  or  any  evidence  of  retinal  vascular 
lesions 

3.  Fetal  abnormalities  have  been  reported  to  occur  in  the  offspring  of  women  who  have  taken  proges- 
logons  and/or  estrogens  during  pregnancy  ’ ’’*2  jhe  safety  of  ORTHO-NOVUM  SQ  in  pregnancy  has 
not  been  demonstrated.  Pregnancy  should  be  ruled  out  before  initiating  or  continuing  the  contracep- 
tive regimen  Pregnancy  should  always  be  considered  if  withdrawal  bleeding  does  not  occur 

4.  A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  long-range  effect  to  the  nursing  infant  cannot  be  determined  at 
this  time 

5-  Hepatic  lesions  (adenomas,  hepatomas,  hamartomas,  regenerating  nodules,  etc.),  occasionally 
fatal,  have  been  reported  in  women  on  oral  contraceptives.  Such  lesions  may  present  as  an 
abdominal  mass  or  with  the  signs  and  symptoms  of  an  acute  abdomen.  These  lesions  should  be  con- 
sidered if  the  patient  has  abdominal  pain  or  evidence  of  intra-abdominal  bleeding.  This  has  been 
reported  in  short-term  as  well  as  long-term  users  of  oral  contraceptives. 


Precautions:  1 A thorough  history  and  physical  examination  should  be  performed  before  prescrib- 
ing oral  contraceptives  and  periodically  during  their  administration  and  should  include  special  refer- 
ence to  breasts  and  pelvic  organs,  including  Papanicolaou  smear  since  estrogens  have  been  known 
to  produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate  animals  2 Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  ORTHO-NOVUM  SO,  Therefore,  if 
such  tests  are  abnormal  in  a patient  taking  ORTHO-NOVUM  SQ,  it  is  recommended  that  they  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months  3.  Under  the  influence  of  estrogen- 
progestogen  preparations,  pre-existing  utenne  fibromyomata  may  increase  in  size.  4,  Because  these 
agents  may  cause  some  d^ree  of  fluid  retention,  conditions  which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  observation  5 In 
breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind  In  undiagnosed  bleeding  per  vaginam,  adequate  diagnostic  measures  are 
indicated  6 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs  to  a serious  degree  7.  Any  possible  influence  of  prolonged 
ORTHO-NOVUM  SQ  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
study  8 A decrease  in  glucose  tolerance  has  been  observed  in  a significant  percentage  of  patients 
on  oral  contraceptives  The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  ORTHO-NOVUM  SQ  therapy  9.  The  age  of  the  patient 
constitutes  no  absolute  limiting  factor,  although  treatment  with  ORTHO-NOVUM  SQ  may  mask  the 
onset  of  the  climacteric  10  The  pathologist  should  be  advised  of  ORTHO-NOVUM  SQ  therapy  when 
relevant  specimens  are  submitted  1 1 Susceptible  women  may  experience  an  increase  in  blood 
pressure  following  administration  of  contraceptive  steroids  12  Cholestatic  jaundice  has  been 
reported  in  users  of  oral  contraceptives  If  this  occurs.  ORTHO-NOVUM  SQ  should  be  discontinued. 
This  condition  is  more  likely  to  occur  in  patients  who  have  experienced  cholestatic  jaundice  of  preg- 
nancy Patients  with  a history  of  cholestatic  jaundice  of  pregnancy  should  be  carefully  observed  dur- 
ing ORTHO-NOVUM  SQ  therapy 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives:  A statistically  significant 
association  has  been  demonstrated  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions  thrombophlebitis,  pulmonary  embolism,  cerebral  thrombosis  and  hemorrhage, 
gallbladder  disease 

Although  available  evidence  is  suggestive  of  an  association,  such  a relationship  has  been  neither 
confirmed  nor  refuted  for  the  following  serious  adverse  reactions:  neuro-ocular  lesions,  e.g  . retinal 
thrombosis  and  optic  neuritis,  hepatic  lesions  with  or  without  intra-ab’dominal  bleeding. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  which  may  persist,  cholestatic  jaundice,  migraine,  rash  (allergic), 
mental  depression,  change  in  weight  (increase  or  decrease),  breast  changes  (tenderness,  enlarge- 
ment and  secretion),  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post-partum.  rise  in  blood  pressure  in  susceptible  individuals. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral  contraceptives,  an 
association  has  been  neither  confirmed  nor  refuted  anovulation  post-treatment,  which  lends  to  occur 
more  frequently  in  women  with  a history  of  menstrual  disorders;  premenstrual-like  syndrome; 
changes  in  libido,  changes  in  appetite:  cystitis-like  syndrome;  headache;  intolerance  to  contact  len- 
ses. nervousness,  dizziness;  fatigue;  backache;  hirsutism;  loss  of  scalp  hair;  erythema  multiforme; 
erythema  nodosum;  hemorrhagic  eruptions;  itching;  vaginitis. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contraceptives;  hepatic  function- 
increased  sulfobromophthalein  retention  and  other  tests:  coagulation  tests- increase  in  prothrombin, 
Factors  VII.  VIII,  IX  and  X.  decrease  in  anti-thrombin  III;  increase  in  platelet  aggregability;  thyroid 
function— increase  in  PBI.  and  butanol-extractable  protein-bound  iodine  and  decrease  in  P uptake 
values,  metyrapone  test,  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception  and  Thrombo-Embolic 
Disease  J Coll  Gen  Pract  13  267-279,  May  1967.  2.  Inman.  W.H  W.;  Vessey.  M.P,:  Investigation  of 
Deaths  from  Pulmonary,  Coronary  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bear- 
ing Age.  Br  Med  J 2:193-199,  April  27.  1968  3.  Vessey,  M P , Doll.  R : Investigation  of  Relation 
between  Use  of  Oral  Contraceptives  and  Thromboembolic  Disease  A Further  Report.  Br  Med  J 
2:651-657.  June  14,  1969  4.  Sartwell.  P.E.;  Masi,  AT;  Arlhes,  F.G.;  Greene.  G.R.;  Smith.  H E : 
Thromboembolism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study.  Am  J Epidemiol 
90  365-380,  Nov  1969  5.  Oral  Contraception  and  Increased  Risk  of  Cerebral  Ischemia  or  Throm- 
bosis. N Engl  J Med  288  (17)  871-878.  April  26.  1973  6.  Oral  Contraceptives  and  Stroke  in  Young 
Women.  Associated  Risk  Factors,  JAMA.  231  (7);718'722.  Feb.  17.  1975.  7.  Oral  Contraceptives 
and  Venous  Thromboembolic  Disease.  Surgically  Confirmed  Gall-Bladder  Disease,  and  Breast 
Tumours.  Report  from  the  Boston  Collaborative  Drug  Surveillance  Programme,  Lancet;  1399-1404. 
June  23.  1973.  8.  Royal  College  of  General  Practitioners;  Oral  Contraceptives  and  Health,  1-100. 
May  1974.  9.  Vessey.  M P ; Doll,  R ; Fairbatrn,  A S.;  Glober,  G : Postoperative  Thromboembolism 
and  the  Use  of  Oral  Contraceptives,  Br  Med  J 3:123-126,  July  18.  1970.  10.  Greene.  G.R.;  Sartwell. 
P E.:  Oral  Contraceptive  Use  in  Patients  with  Thromboembolism  Following  Surgery.  Trauma,  or 
Infection,  Am  J Public  Health  62{5):680-685.  May  1972  11.  Nora.  J.J.,  Nora.  A.H  : Birth  Defects  and 
Oral  Contraceptives.  Lancet;  941-942.  April  28,  1973. 12.  Janerich,  D.T.;  Piper.  J.M  ; Glebatis,  D M.: 
Oral  Contraceptives  and  Congenital  Limb-Reduction  Defects.  N Engl  J Med  29f  (14};697-700.  Oct.  3, 
1974. 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON.  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 


EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 

* DIPLOMATE  OF  THE  AMERICAN  BOARD 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 


JACKSONVILLE.  TEXAS 


General  Surgery: 

L.  L.  Travis,  M.D. 

R.  K.  Willms,  M.D. 

R.  W.  Baggett,  M.D. 

Orthopedle  Surgery: 

E.  iL  Mahon,  Jr.,  M.D. 


Urology: 

H.  F.  Rives,  M.D. 


STAFF 
Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogln,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Armstrong,  M.D. 

D.  B.  Turner,  M.D. 

G.  T.  Kimmel,  M.D. 

Pathology: 

Harbert  Davenport,  Jr.,  M.D, 

Anesthesiology : 

W.  T.  Witt,  M.D. 


Obstetrics  and  Gynecology: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D, 

Pediatrics: 

M,  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Ralston,  M.D. 

J.  W.  Fischer,  M.D. 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  CLINIC  FOR  LEASE  IN  BONHAM,  TEXAS 


Clinic  area  of  3,500  square  feet 
X-Ray  and  laboratory  facilities 
Seven  treatment  rooms 


• Business  offices  and  reception  room 

• Connecting  apartment  of  1,200  square  feet 

For  further  information,  contact  R.  Eugene  Risser,  Jr., 
P.O.  Drawer  280,  Bonham,  Texas  75418,  214  583-3134. 
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Allergy 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
DIplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  6964405  or  227-6331 

HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  Ramon  Garrido,  M.D., 

F.A.C.A.,  F.A.A.A.  (Certified  American  Board  of 

Richard  H.  Jackson,  M.D.,  F.A.C.A.  Pediatrics  and  American  Board  of 
Warren  J.  Raymer,  M.D.,  F.A.C.A.  Allergy  and  lmmunolog;y) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St,  Houston,  Texas  77025,  526-8931 


ALLERGY  AND  CLINICAL  IMMUNOLOGY 

Max  I.  Michels,  M.D.,  F.A.A.P.-A.,  F.A.C.A.,  F.A.A.A.,  FJt.C.P. 

Wallace  E.  Moore,  Jr.,  M.D. 

Oiplomates  of  the  American  Board  of  Allergy  and  Immunology 


901  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229,  512  696-7900  or  512  227-6331 


CHARLES  A.  RUSH,  JR.,  M.D. 

Diplomate/American  Board  of  Allergy  & Immunology 


Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Clinics 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

DIplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


JOHN  p.  McGovern,  m.d. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH,  M.D. 
JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU,  M.D. 
ALBERT  LEHMANN,  M.D. 


Consultants 

EVAN  M.  HERSH,  M.D. 
JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE,  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 
Air  Pollution 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 

M.  D.  Knight,  M.D.,  Surgery 

W.  H.  Brauns,  M.D.,  Internal  Medicine 

Roy  E.  Moon,  M.D. 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.PJL,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdina,  M.O., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  In  Radiology— 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 

Telephone  817  336-7191 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERG,  M.D.,  Ph.D. 
CALVIN  J.  McLERRAN,  Ph.D. 


CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


ALLERGY  CLINIC 


FIFTH  AVENUE  CLINIC 


.?.***i  m.d.,  F.A.C.A.,  Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 


650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  U Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 


STUART  A.  MASON,  M.D. 


Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 


Allergic  Diseases 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 

Diplomates  of  the  American  Board  of  Aller^^  and  Immunology 

900  w.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012, 817  277-1161  A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477'6704 

. . . Another  service  of  your  association 
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THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christ!,  Texas  78404 
Telephone  883-7411 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  FA.A.F.P, 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

T.  L.  Glenn,  M.D. 

C.  L.  Vernor,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Phillip  Kassner,  M.D. 

OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S. 


ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  FJLC.S. 

ADMINISTRATOR 

Gene  Hybner 

DIRECTOR  OF  NURSES 

Clinic — Pat  Parker 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N., 
Telephone  713  948-8521 

Internal  Media'ne 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Complete  X-Ray,  Physical 


Texas  City,  Texas  77590 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  FJLA.F.P. 
J.  W.  O’Btyant,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 

and  Laboratory  Facilities 


MEDICAL  AND  SURGICAL  CLINIC  ASSOCIATION 
1200  Summit  Avenue,  Fort  Worth,  Texas  817  338-4747 

GENERAL  SURGERY 

Robert  C.  Barker,  M.D.  'Thomas  E.  Simons,  M.D. 

'Henry  V.  Birdwell,  Jr.,  M.D. 

'Diplomate  of  American  Board  of  Surgery 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 


INTERNAL  MEDICINE 
DIAGNOSIS 

'John  B.  Fershtand,  M.D. 
Edwin  B.  Wilson,  Jr.,  M.D. 
Alexander  G.  Gregory,  M.D, 

PULMONARY  DISEASE 


PROCEDURES: 

Bronchoscopy 
Pulmonary  Functions 
Esophagoscopy 

Gastroscopy  and  Duodenoscopy 

Protosigmoidscopy 

Duodenoscopy 

Colonscopic  Snare  Polypectomy 

ADMINISTRATOR 
Bryan  Charles 


'James  W.  TunsbTI,  M.D. 
Cornelius  C.  Davis,  M.D. 
"Joseph  B.  Kopp,  M.D. 


Cardiac  Catherization 
Coronary  Arteriography 
Treadmill  Stress  Testing 
Electrocardiography 
Phonocardiography 
Systole  Time  Interval 


C.  H.  "Ham”  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

DERMATOLOGY 
T.  S.  Arrington,  M.D. 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.  D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  U Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vandersllce 
Assistant  Administrator 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  FJV.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Aflensworth,  M.D. 


PEDIATRICS 

J.  M.  Woodall,  M.D. 
B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 


GENERAL  SURGERY 

J.  E.  Hogan,  M.D.,  FJt.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
J.  E.  Mathews,  M.D.,  F.A.C.S. 


RADIOLOGY  & NUCLEAR  MEDICINE 

B.  Williams,  M.D. 

M.  U Border,  M.D. 


INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 


UROLOGY 

G.  F.  Dillon,  M.D. 
J.  W.  Cowan,  M.D. 


OBSTETRICS  AND  GYNECOLOGY 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


DERMATOLOGY 

H.  K.  Butler,  M.D. 


PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 


ADMINISTRATION 

R.  L.  Helth,  Clinic  Manager 
Charles  N.  Butts,  Asst.  Clinic  Manager 


M.  Ebadat  All,  M.D. 

'Diplomate  of  American  Board  of  Medicine 
"Diplomate  of  American  Board  of  Pathology 

CARDIOLOGY 
Nasim  Akhtar,  M.D. 

INDUSTRIAL  MEDICINE 
Mark  N.  Hattarkl,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE  CONSULTANTS 
'Harry  W.  Banker,  M.D.  'Samuel  Jagoda,  Jr.,  M.D. 

'E.  E.  Holt,  M.D.  Samuel  Jagoda,  M.D. 

'Diplomate  of  American  Board  of  Radiology 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 
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CUNJC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B,  Conde,  M.D.,  F.A.C^. 

OBSTETRICS  & GYNECOLOGY 
Joy  U Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Maiignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Teiephone  824-2573;  Residence  Teiephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dailas,  Texas  75230;  Phone  661-7460 


2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 


GERALD  A.  CASID,  M.D. 

Dermatology  and  Hair  Transplantation 
Treatment  of  Skin  Tumors 


333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214-272-5451 


FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 


Suite  8,  3337  Piainview,  Pasadena,  Texas  77504 


Eye,  Ear,  Nose,  Throat 


SOMMAI  SEHAPAYAK  M.D. 

Dipiomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 
Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  FJt.C.S.,  F.I.C.S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  MehdIabadI,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas  


SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 


Family  & General  Practice 


Barnett  Tower,  Baylor  Medical  Plaza,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


Dermatology 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Fails,  Texas 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 
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THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 
Nederland,  Texas  17627 
Tel.  (713)  7224)481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.* 

*Dlplomate  American  Board  of  Family  Practice 


Gastroenterology 


Internal  Medicine 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


General  Surgery 


Neurological  Surgery 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805,  Dallas  Texas  75231,  363-8524 


Casey  E.  Patterson,  M.D.  Morris  Sanders,  M.D. 

Tom  M.  Nash,  M.D.,  Deceased  Ira  C.  Denton,  M.D. 

Charles  W.  Simpson,  M.D.  Jack  Woolf,  M.D.,  Consultant 

Phillip  E.  Williams,  Jr.,  M.D. 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Suite  620,  St.  Paul  Professional  Building, 

5959  Harry  Hines  Blvd.,  Dallas,  Texas  75235 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 
Surgery 


RONALD  SMITH,  M.D. 
Neurological  Surgery 


1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


901  South  Lake,  Fort  Worth,  Texas,  336-0551 


BURT  B.  SMITH  M.D. 

Surgei7 

Emphasizing  Breast,  Thyroid  and  Gastro-lntestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 

R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Car(jiovascular  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 
Telephone  915  533-2508 


William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


ROBERT  J.  TURNER,  III,  M.D.,  F.A.C.S. 

Diplomat  American  Board  of  Surgery 

GENERAL  AND  PERIPHERAL  VASCULAR  SURGERY 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth  Texas  76104,  335-8311 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Allan  L.  Naarden,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 

Consultants  in  Neuroradiology 

Bassett  B.  Kilgore,  M.D. 

Howell,  S.  McCreary,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 
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ROBT.  C.  L ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 

E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523*3684 

DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 
WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

Nuclear  Medicine 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

BRUCE  C.  TAYLOR,  M.D. 

Diseases  & Surgery  of  the  Retina 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
(214)  521-1153 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  In:  Hematology,  Thyroldology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

Herbert  C.  Allen,  Jr.,  M.O.,  Director,  526-1501 

6436  Fannin,  Suite  800,  Houston,  Texas  77025 
(713)  529-7321,  529-5828 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 

Nuclear  Medicine  J.  L.  Reed,  M.D. 

G.  L.  Black,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D.  E.  D.  Seaman,  M.D. 

F.  M.  Behike,  M.D. 

Diplomates,  American  Board  of  Nuclear  Medicine 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 

CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853-7319 

EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756;  512  451-8484 

Obstetrics  & Gynecology 

Edward  J.  Petrus,  M.D. 

Richard  E.  Nieman,  M.D. 

HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

Oiplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology 

Colposcopy 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  817  335-4393 

Orthopedic  Surgery 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

Ophthalmology 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S.  Jeffrey  D.  Lanier,  M.D. 

Charles  E.  Russo,  M.D.,  F.A.C.S.  Maple  L.  Avery,  M.D. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S.  Michael  A.  Bloome,  M.D. 

Ro^rt  H.  Stev/art,  M.D.,  F.A.C.S.  Paul  C.  Salmonsen,  M.D. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 

TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 

ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Dlplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 


4849  W.  Lawther  Dr.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

Robert  O.  Bateman,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St..  Suite  9.  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 


Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


MEDICAL  CENTER  EAR,  NOSE  & THROAT 
ASSOCIATES 

W.  Leonard  Draper,  M.D.,  Otolaryngology,  Otology  and  Nasal  Allergy 
John  W.  Herndon,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 
Richard  M.  Turney,  M.D.,  Otolaryngolon 

Jorge  A.  DeCardenas,  M.D.,  OtofaryngtMog^  and  Micro-Laryngeal  Surgery 
Charles  A.  Van  Wart,  M.D.,  Otolaryngology,  Otology  and  Nasal  Plastic 
Surgery 

Melton  J.  Horwitz,  M.D.,  Otolaryngology,  Otology  and  Neuro-Otology 

Dlplomates  American  Board  of  Otolaryngology 

Olaf  Haug,  Ph.D. 

Paul  M.  Baccaro,  M.A. 

Joy  O'Neal,  M.F.A. 

Audiology,  Speech  Pathology,  Vestibular  Testing,  Hearing  Aid  Evaluation 

540  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77025,  713  524-8351 


Pathology 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Dlplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andu]ar,  M.D. 

Dorothy  Patras,  M.D. 

1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


BROWN  & ASSOCIATES  MEDICAL  UBORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serolom, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Proton 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Dlplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


ARTHUR  LORBER,  M.D. 

Diplomats  American  Board  of  Orthopedic  Surgery 

1201  8th  Avenue 
Fort  Worth,  Texas  76104 
Telephone  817  336-4019 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Dlplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 
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vACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wlttsiruck,  M.D.,  F.C.A.P. 

Waiter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.O.,  F.A.C.P. 

Clinical  Pathology 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Awe.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 

Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Charles  W.  Bailey,  Jr.,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

DIplomates,  American  Board  of  Anatomical  Pathology  and 

American  Board  of  Clinical  Pathology 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 

Complete  Routine  and  Reference  Laboratory  Services 

Clinical  and  Anatomical  Pathology 

Administration:  Jack  W.  Falrall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 

CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 

ARTHUR  L RAINES,  M.D.  AND  ASSOCIATES, 
PATHOLOGISTS 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 
(817)  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 

VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 

Physical  Medicine  & Rehabilitation 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  0.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY.  Administrator 

LARRY  E.  BROWNE,  M.D.,  Medical  Director 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 

PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 

ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 

San  Antonio,  Texas  78205,  Telephone  226-2424 

WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  0.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

DIplomates  American  Board  of  Plastic  Surgery 

LAURENCE  E.  WOLF,  M.D. 

JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomats  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  SL,  Houston,  Texas  77004,  523-8131 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  BIwd.,  Dallas,  Texas  75235,  637-4770 

JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 

140 


TEXAS  MEDICINE 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

DIplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  Hill  Lane.  Dallas,  Texas  75231 
369.6511 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524.8496 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 
PLASTIC  & RECONSTRUCTIVE  SURGERY 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
(713)  795-5584 


CHARLES  B.  COVERT,  M.D. 

Psychiatry 

San  Felipe  Green  Professional  Building 

1900  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


JACK  L.  CONLEE,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  AND  COSMETIC  SURGERY 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas,  855-7359 


PERRY  C.  TALKINGTON,  M.D. 
Psychiatry 

4645  Samuell  Blvd. 

Dallas,  Texas  75228,  214-381-3849 


Psychiatry 

Perry  C.  Talking^on,  M.D. 

Donald  N.  Offutt,  M.D. 

Howard  M.  Burkett,  M.D. 

Claude  R.  Nichols,  M.D. 

Jerry  M.  Lewis,  M.D. 

Larry  E.  Tripp,  M.D. 

James  K.  Peden,  M.D. 

Larry  R.  Kimsey,  M.D. 

Claude  L.  Jackson,  M.D. 

Charles  M.  Smith,  M.D. 

Dode  M.  Hanke,  M.D. 

Gregory  G.  Dimijian,  M.D. 

Doyle  1.  Carson,  M.D. 

Linda  R.  Hughes,  M.D. 

Stanley  L.  Seaton,  M.D. 

Roy  H.  Fanoni,  M.D. 

Joe  W.  King,  M.D. 

Byron  Howard,  M.D. 

Keith  H.  Johansen,  M.D. 

Sandra  Steinbach,  M.D. 

Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 

Timberlawn  Psychiatric  Hospital 

4600  Samuell  Blvd.,  Dallas,  Texas 

Telephone  381-7181 

MISCHA  CAPLAN,  M.D. 

wishes  to  announce  the  opening  of  his 

Memorial  Area  Office 

for  the  practice  of  Psychiati7 

including  Marital,  Adolescent,  long  and 
short  term  psychoanalytically-oriented 
psychotherapy,  treatment  of  sexual  dysfunctions, 
and  psychosomatic  ailments. 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neuroiogy  and  Psychiatry 
Office  Hours  By  Appointment 
First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

’Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

’Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
’Gerald  Ratinov,  M.D. 

’Robert  M.  Gordon,  M.D. 

Ronald  DeVere,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

’Diplomate,  American  Board  of  Psychiatry  and  Neurology 


Memorial  Area  Office 
The  Bunker  Hill  Building 
9525  Katy  Freeway,  #215 
Houston,  Texas  77024 

Long  Point  Office 
Medical  Square 
8762  Long  Point  Rd. 

Houston,  Texas  77055 

Phone:  (713)  467-7013 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 


’Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
’Diplomate  American  Board  of  Psychiatry  and  Neurology 


TMA  MEMBERS’ 
RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies 
under  the  Keogh  Act  and  is  approved  by  IRS. 
For  full  information,  write:  TMA  Members'  Re- 
tirement Trust,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


Another  service  of  your  association 
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Radiology 


ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 


800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 
Fort  Worth,  Texas  76104 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D.,  O.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  8384543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-7844624 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

J.  E.  White,  M.D.  W.  R.  Berry,  M.D. 

Diplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Jack  W.  Falrall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  5334477 


Rheumatology 


DON  E.  CHEATUM,  M.D. 

DIplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  8234151 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians’  Directory.” 


“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Richard  E.  Wood,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D.  Maruf  A.  Razzuk,  M.D. 

DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

ROBERT  W.  MILEY,  M.D. 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

Diplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 


Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 5334765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

DONALD  J.  NEESE,  M.D. 

DONALD  E.  FUERST,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713-521-9538 

400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713-332-2466 
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VICTOR  L KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


EUGENE  R.  TODD,  M.D.,  P.A. 

DIplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3434  Swiss  Ave.,  Suite  406,  Dalias,  Tex  75204,  214-826-3500 
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Physicians  Wanted 

INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a four 
man  grroup  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 50-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $36,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  All 
office  expenses  paid.  Visiting  & relocation  expenses  paid.  Please  reply 
to  Ad-301,  Texas  Medicine,  1801  North  Lamar  Blvd„  Austin,  Texas  78701. 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  55,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — hut  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3551,  at  501  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 


FP  OR  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
694-3595  for  Barnes,  Colwell  or  Cook. 

INTERNIST-GENERAL  PRACTITIONER:  Clinic,  including  lab  and 
x-ray.  Join  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  subsequent  partnership  offered.  Contact  Ribelles 
Clinic  Association,  9801  Katy  Freeway,  Houston,  Texas  77024. 

GENERAL  SURGERY,  FAMILY  PRACTICE  affluent  county  seat  farm 
community.  Good  schools,  churches,  hunting,  fishing,  unique  private 
country  club,  all  facilities.  Avoid  complexities  of  city.  Be  kind  to  yourself 
and  family.  Rear  children  in  peaceful,  small  town  atmosphere.  Enjoy 
being  part  of  total  community  activities.  28  bed  JCAH  hospital.  Please 
reply  to  Ad-641,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  or  phone  806-447-2521  collect. 

WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  .T.  E.  Hogan.  M.D..  Medical  Director.  Ma- 
lone and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720; 
telephone  915-267-6361. 

GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $24,000  to  $30,000  per  year  negotiable. 
City  has  population  of  6.000  with  trade  area  of  20.000  to  25,000.  Contact 
Chris  S.  Cnir.cosa.  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas 
78834.  512-876-5236. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMTI.Y  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  .1.  E.  Hogan.  M.D.  Medical  Director, 
Malone  and  Hogan  Clinic.  1601  West  11th  Place,  Big  Spring,  Texas 
79720:  telephone  916-267-6361. 

WANTED  BOARD  ELIGIBLE  OB-GYNECOT,OGIST  to  .ioin  two  others 
in  the  department  with  all  new  facilities  in  hospital  and  clinic.  ,T.  E. 
Hogan.  M.D..  Medical  Director.  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring,  Texas  79710;  telephone  916-267-6361. 

LOCUM  TBINENS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cnizcosa,  M.D.,  300 
South  5th  Street.  Carrizo  Springs.  Texas  78834.  612-876-5236. 

PHYSICIANS  WANTED — Progressive  East  Texas.  Located  near  East 
Texas  metroplex.  Known  as  one  of  the  most  outstanding  recreation  areas 
in  southwest.  Medical  staff  and  community  very  cooperative  in  helping  to 
establish  your  practice.  Call  214-845-2281  or  write  Milton  Bolgiano.  Ad- 
ministrator, Gladewater  Municipal  Hospital,  Box  632,  Gladewater,  Texas 
76647. 

WANTED:  TWO  PHYSICIANS.  One  internal  medicine  and  one  family 

practice  in  well  equipped  and  established  North  Dallas  Clinic,  prime  loca- 
tion. Clinic  has  both  heavy  private  practice  and  moderate  industrial  medi- 
cine practice.  All  ancillary  services  provided.  Guaranteed  take  home  in- 
come at  least  $40,000  per  year.  Please  reply  to  Ad-6B9,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

WANTED;  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic, 
1601  West  JTth  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 

FAlVnLY  PRACTICE  IN  AUSTIN.  TEXAS^Good^lo^iti^^^T^oung 
practice,  and  good  facilities.  Tremendous  opportunity.  Association  with 
family  practice  residency  program  possible.  Paul  A.  Grandy,  M.D.,  10806 
^orth  Lamar  Blvd..  Austin.  Texas  78763.  612-837-2640. 

WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
East  Central  Texas.  New  joint  commission  approved  30  bed  hospital. 
Airport.  New  junior-senior  high  complex.  Railroad  division  point.  Small 
industry.  Primary  income  ranching.  Three  fishing  lakes.  Deer,  quail, 
dove  hunting,  country  club.  No  initial  investment  necessary.  Contact 
Drs.  Gage,  Cox  or  Halbert,  316  Main  Street.  Teague,  Texas  76860. 
817-739-266J^; 

PSYCHIATRIST  OR  PHYSICIAN  NEEDED  for  medical-surgical, 
forensic  or  general  psychiatry  program.  Texas  license  required.  Psy- 
chiatrist $31,000:  physician  $28,600.  Immediate  openings.  Call  or  write: 
Robert  B.  Sheldon.  M.D.,  Superintendent,  Rusk  State  Hospital,  P.O. 
Box  318,  Rusk,  Texas  76786,  214-683-6481,  An  equal  employment  oppor- 
tunity affirmative  action  employer. 

GENERAL  INTERNIST  IVANTED:  Board  certified  or  eligible  to  join 
expanding  successful  group.  Busy  hospital  and  office  practice.  Hous- 
ton environs.  Excellent  salary  and  fringe  benefits.  Please  reply  to  Ad- 
672,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ANESTHESIOLOGIST  FAMILY  PRACTICE  - PLASTIC  SURGEON 
needed  for  expanding  medical  center  located  in  the  Texas  Gulf  Coast 
area.  Unique  professional  and  economic  opportunity.  Financial  as- 
sistance may  be  available.  Contact  the  office  of  the  Director,  collect. 
713-464-2711. 


PHYSICIANS  NEEDED  FOR  FAMILY  PRACTICE  and  internal 
medicine  to  join  multi-speciality  group  in  West  Texas  city  of  160,000. 
New  clinic  and  hospital  facilities.  Top  salary  with  partnership  opportun- 
ity. University  Medical  Surgical  Clinic,  6602  Quaker  Avenue,  Lubbock, 
Texas  79414. 


PHYSICIANS  WANTED  for  care  of  mentally  retarded  at  Travis  State 
School,  Austin,  Texas.  Salary  attractive.  Write  or  phone  the  Super- 
intendent or  Medical  Director,  P.O.  Box  430,  Austin,  Texas  78767; 
Phone  512-926-2410.  An  equal  opportunity,  affirmative  action  employer. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  facilities.  New  clinic  building  adajacent  to  new 
hospital.  Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and 
Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology, pulmonary  diseases,  rheumatology  or  cardiology  to  join 
growing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  J.  E.  Hogan,  M.D.,  Medical  Director, 
Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  915-267-6361. 


PSYCHIATRIST  II  NEEDED  for  State  Hospital.  Progressive  760  bed 
state  institution.  Eligibility  for  Texas  license  required.  40  hour  work 
week,  paid  vacation,  sick  leave,  holidays,  good  retirement  plan,  free 
group  insurance.  Kerrville  is  known  as  a retirement  center.  Please  con- 
tact Luther  W.  Ross,  M.D.,  Superintendent,  Kerrville  State  Hospital, 
P.O.  Box  1468,  Kerrville,  Texas  78028  or  phone  612-896-2211.  We  are 
an  equal  opportunity  employer. 

ANESTHESIOLOGY  CHIEF  PLUS  TWO  ASSOCIATES.  New  sub- 
urban Houston  hospital.  400  surgical  procedures  per  month  and  grow- 
ing. Must  be  board  certified  with  Texas  license.  Write  with  C.V.  to 
Sanford  Smith,  Director  of  Physician  Planning,  Hospital  Management 
Corporation,  P.O.  Box  9836,  909-A  Federal  Road,  Houston,  Texas  77016. 
713-466-1761. 


PHYSICIAN  WANTED  FOR  GENERAL  PRACTICE  in  small  town 
within  easy  distance  of  three  large  cities.  Complete  hospital.  Office  space 
available.  Substantial  citizenry,  good  place  to  raise  children,  new  schools, 
many  churches,  good  hunting  and  fishing,  enthusiastic  tennis  program. 
Hill  Country.  W.  Grote,  Administrator,  Mason  Memorial  Hospital,  Box 
207,  Mason,  Texas  76866.  916-347-6345. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
Adult  Psychiatry  training.  Academic  program  in  child  development, 
family  therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  with  intensive  individual  supervision  in  psycho- 
analytic and  eclectic  modalities  and  pediatric  neurology.  Research  op- 
portunities in  genetic  and  metabolic  disorders,  child  development,  linguis- 
tic anthropology,  community  services  and  other  fields.  Excellent  oppor- 
tunities in  teaching,  administration,  inpatient  and  out-patient  clinical 
programs.  New  60-bed  inpatient  unit  for  children.  Liaison  with  graduate 
school,  medical  school  and  community  programs.  Stipends:  First  year, 
$16,000;  second  year,  $16,000;  third  year,  $17,000;  fourth  year.  $18,000. 
Contact  Anthony  P.  Rousos,  M.D.,  Director  of  Residency  Training, 
Austin  State  Hospital.  4110  Guadalupe,  Austin,  Texas  78761. 


PSYCHIATRIC  RESIDENCY  in  approved  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipend  with 
Texas  license  are  $16,000,  $16,000  and  $17,000  per  year.  In  addition, 
now  offering  residency  in  Child  Psychiatry.  For  full  information  write 
to:  Anthony  P.  Rousos.  M.D.,  Director  of  Residency  Training,  Austin 
State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78761. 

OB-GYN  TO  JOIN  well  established  practice  in  Corpus  Christi.  Office 
loaded  with  the  most  modem  equipment,  centrally  located  and  near  the 
best  hospitals  in  town.  Conditions  open  to  a mutual  agreement.  After 
6 p.m.,  612-992-2186. 

THE  COMMUNITY  MENTAL  HEALTH-MENTAL  RETARDATION 
CENTERS  of  Texas  have  immediate  openings  at  several  locations  for 
psychiatrists  at  all  experience  levels.  Applicants  must  be  licensable  in 
Texas.  Salaries  are  negotiable,  depending  upon  training,  experience  and 
qualifications,  to  $40,000  per  annum  and  upwards.  An  excellent  package 
of  fringe  benefits  complements  the  basic  salary.  Adjunct  practice  is 
possible  in  some  locations,  as  well  as  academic  affiliation.  Respond  to 
Farabee  and  Associates.  2666  Villa  Creek  Drive,  Suite  148,  Dallas,  Texas 
76234  or  call  collect  (214)  243-6252.  The  Texas  Community  MH-MR 
Centers  retain  Farabee  and  Associates  in  their  support. 

OBSTETRICIAN  AND  GYNECOLOGIST:  Board  certified  or  eligible; 
wanted  to  join  solo  obstetrician  and  gynecologist  immediately.  Health 
disability;  partnership  offered.  Send  curriculum  vitae  or  contact  John  J. 
Elliott,  M.D.,  2708  Weslayan,  Houston,  Texas  77027  or  phone  713- 
621-9484. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preening 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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OPHTHALMOLOGICAL  PRACTICE  AVAILABLE  NOV.  1,  1976. 

Ophthalmologist  needed  as  associate,  junior  partner  or  to  share  office 
space.  Formerly  two-ophthalmologist  practice,  now  only  one.  Remaining 
partner  had  recent  heart  attack  and  may  retire  or  semi-retire  soon.  No 
other  ophthalmologists  in  city  or  county*  City  of  26,000,  trade  ^ea  of 
160,000,  hours  from  Houston.  Located  in  Piney  Woods  of  Central 
East  Texas.  Forests  and  three  large  lakes  provide  hunting,  fishing, 
camping.  Many  industries.  Excellent  public  schools,  two  private  schools, 
junior  college,  50  physicians,  two  hospitals,  386  beds,  excellent 
medical  facilities.  Please  send  curriculum  vitae  first  letter.  Contact 
Ad-691,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RURAL  GULF  AREA  COMMUNITY,  with  modern,  fully  accredited 
60-bed  hospital,  seeks  family  practice  physician.  Service  area  of  10,000 
now  served  by  one  full  time  and  two  semi-retired  practitioners.  Semi- 
tropical  area  convenient  to  major  cities,  large  hospitals  and  consultants. 
All  types  of  outdoor  recreational  opportunities.  Financial  assistance 
available.  Contact  Donald  C.  Rocke,  Administrator,  Refugio  Memorial 
Hospital,  107  Swift  Street,  Refugio,  Texas  78377. 

INTERNIST  AND  FAMILY  PRACTITIONER  NEEDED  to  join  five 
physicians;  established  practice;  clinic  adjoins  progressive,  accredited 
hospital.  Excellent  starting  salary;  opportunity  for  long  term  group 
association.  Send  complete  curriculum  vitae  to  Michael  Simmons,  M.D., 
1600  West  College,  Grapevine,  Texas  or  call  817-488-7646. 


EXCELLENT  CAREER  OPPORTUNITY  in  expanding  community  in 
Northeast  Texas.  New  Boston  General  Hospital,  New  Boston,  Texas 
offers  "room  to  grow”  situation  for  family  practice,  ob/gyn  and  pedia- 
trics. Recruitment  package  excellent.  Good  schools,  recreation  areas 
close  by.  Call  or  write  Samuel  M.  Holtzman,  III,  620  Hospital  Drive, 
New  Boston,  Texas  76570. 


INTERNIST  OR  CARDIOLOGIST  TO  PRACTICE  preventive  medicine 
in  comprehensive  medical  care  program  at  the  Aerobics  Center  in  Dallas, 
Texas,  Please  reply  to  Ad-696,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


ED— TEXAS  GULF  COAST— ESTABLISHED  GROUP  EXPANDING— 
Immediate  openings;  guarantee  $56,000;  fringes  (malpractice,  major 
medical,  life,  disability  income);  Houston  metropolitan  facilities  (iexas 
Medical  Center,  Astrodome,  cultural  and  educational  opportunities) : 
sports  (major  leagues,  fresh  and  salt  water).  Call  or  write  G.C.E.P., 
713-944-6300;  3325  Plainview,  Suite  7,  Pasadena,  Texas  77504. 

PEDIATRICIAN  NEEDED;  to  join  one  other  pediatrician  in  the 
Houston,  Northwest  suburb.  Salary  negotiable;  after  one  year  partner- 
ship offered.  Contact  Jamil  T.  Azzam,  M.D.,  803  Judiwood,  Houston, 
Texas  77090;  telephone  713-444-8906. 

STAFF  PHYSICIANS:  Positions  in  public  health  administration, 
chronic  disease,  maternal  and  child  health,  tuberculosis,  multiphasic 
screening,  and  regional  and  local  health  programs.  Salaries  $33-39,000. 
with  substantial  increase  in  FY77.  State  employee  retirement  and  in- 
surance benefits.  Address  resume  to  George  Anderson.  M.D.,  Texas  De- 
partment of  Health  Resources,  1100  West  49th  Street,  Austin,  Texas 
78766. 

URGENTLY  NEEDED  ONE  BOARD  CERTIFIED  or  eligible  internist 
with  cardiology  suhspecialty,  to  take  charge  of  the  coronary  care  unit 
in  a 336-hed  fully  accredited  general  medical  and  surgical  hospital  lo- 
cated in  the  beautiful  Texas  Hill  Country  only  65  miles  from  San  An- 
tonio. Starting  salary  determined  by  training  and  experience.  Excellent 
vacation  and  sick  leave  benefits,  insurance,  retirement  and  other  fringe 
benefits.  Please  write  or  call  Chief  of  Staff,  VA  Hospital.  Kerrville, 
Texas  78028;  telephone  612-896-2020,  ext  112.  An  equal  opportunity 
employer. 

EL  PASO,  TEXAS.  20-man  multi-specialty  group  adjacent  to  new 
200-hed  hospital  in  service  area  of  400,000  seeks  active  GP.  36-45,  with 
at  least  five  years  GP  experience  to  join  group  on  fee-for-service  basis 
with  eventual  possibility  of  ownership  participation.  ER  and  industrial 
referrals,  complete  modern  offices,  staffing  and  billing  provided.  Warm 
climate,  near  Mexico  and  Taos  resort  area.  Contact;  T.  S.  Powers,  M.D., 
Dept.  3,  3661  Sacramento  St.,  San  Francisco,  California  94118;  416- 
921-9000.  

EXCELLENT  OPPORTUNITY  FOR  TWO  INTERNISTS — in  a "boom- 
ing” community  an  hours  drive  North  of  Dallas  on  the  hanks  of  Lake 
Texoma.  It  is  the  "best  of  two  worlds”,  because  of  its  proximity  to  the 
cultural  advantages  of  the  Dallas/Fort  Worth  area  while  the  mode  of 
living  is  relaxed  in  Denison.  Internists  will  have  a large  referral  prac- 
tice from  the  North  Central  Texas/Southern  Oklahoma  region.  Contact 
Mike  Mayes,  Executive  Director,  Memorial  Hospital  of  Denison,  call 
214-465-3067  collect.  

FAMILY/GENERAL  PRACTITIONERS,  INTERNIST,  GENERAL 
SURGEON,  ORTHOPEDIC  SURGEON  to  join  expanding  group  in  small 
affluent  county  seat  town  in  the  heart  of  Central  Texas.  Preferably 
board  certified  or  eligible.  Percentage  with  monthly  guarantee  nego- 
tiable to  mutual  satisfaction.  76-bed  modern,  well-equipped  hospital  in 
community  of  8500;  trade  territory  70,000.  Excellent  schools,  churches, 
mild  climate,  good  hunting  and  fishing.  Two  and  one-half  hours  from 
Houston.  Dallas,  San  Antonio.  12  universities  and  colleges  within  75 
miles.  Stable  economy:  agricultural,  ranching,  small  industry,  coal  and 
oil.  Tremendous  opportunity.  Contact;  W.  R.  Newton,  M.D.,  Newton 
Clinic,  Cameron,  Texas  76520.  Telephone  817-697-2105  or  697-3197:  resi- 
dence 697-2612. 

INTERNIST:  Immediate  opening  for  chief  medical  service  of  408  bed 
Veterans  Administration  Center  located  in  warm  climate  of  Texas.  66 
miles  from  downtown  Dallas.  Salaries  based  on  education,  experience 
and  background.  Paid  vacation,  sick  leave,  malpractice  and  life  insur- 
ance, and  other  fringe  benefits.  Interested  physicians  please  write  or 
call  George  H.  Hassard,  M.D.,  Chief  of  Staff,  Sam  Rayburn  Memorial 
Veterans  Center,  Bonham,  Texas  76418.  Telephone  214-583-2111,  ext. 
212.  Inquiries  confidential.  An  equal  opportunity  employer. 

PHYSICIANS  AND  PSYCHIATRISTS— general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000 
for  board  certification  plus  up  to  $3,000  supplement  in  certain  areas; 
usual  State  benefits.  Liability  protection  provided  under  Texas  law. 
Texas  license  or  reciprocity  required.  Contact  the  Personnel  Specialist, 
Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin, 
Texas  78711.  612-464-3761.  An  equal  opportunity,  affirmative  action 
employer^ 


WANTED:  INTERNIST— Board  certified  or  board  eligible,  to  join 
3-man  group  locate<l  in  Houston-Galveston  suburban  area  of  Texas.  Send 
reply  to  P.O.  Box  790,  Dickinson,  Texas  77639.  

OBSTETRICIAN-GYNECOLOGIST:  When  I finished  post-graduate 
training  20  years  ago,  I wish  1 could  have  come  across  such  an  oppor- 
tunity as  exists  presently  for  an  OB-GYN  here  in  my  office-  Perhaps 
this  is  just  what  you  are  looking  for.  Need  one  or  more  men  soon. 
Come  out  and  look  us  over.  No  tire-kickers,  please.  Reply  to  Ad-698, 

Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

~NEAR~GULF  CO^T” Several  specialties  including  family  practice. 
Two  accredited  district  hospitals,  1968  additions.  Excellent  potential 
to  double  present  staff  of  20,  Offices  available.  Great  rural  place  to 
raise  family.  Water  recreation,  hunting.  76  miles  west  of  Houston. 
Steve  Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713- 
246-6383.  

STUDENT  HEALTH  SERVICE.  Plenty  of  work,  lots  of  fun,  salary 
competitive,  lovely  fringe  benefits,  beautiful  campus,  lots  of  outdoor 
recreation  and  time  to  enjoy  it,  FP,  internist  or  pediatrician  acceptable 
if  willing  to  do  a general  practice.  New  clinic  in  works.  Hope  to  estab- 
lish college-wide  HMO.  Contact  Ralph  C.  Bailey,  M.D.,  Director,  Student 
Health  Service,  Stephen  F.  Austin  State  University,  Nacogdoches,  Texas 
75961. 

PHYSICIANS  WANTED — Progressive  East  Texas  community  of  16,000 
with  100  bed  accredited  hospital.  Located  in  lake  resort  area.  Varied 
recreational  opportunities.  Group  or  solo  opportunities  available.  Medical 
community  will  assist  in  establishing  practice.  Please  contact  Joe  Ed 
Smith.  M.D.,  503  Bryson.  Athens.  Texas  75751;  214-675-2216. 

QUALIFIED  EXPERIENCED  PHYSICIANS  WANTED  for  ER  and 
clinic  work  in  Houston,  Dallas,  and  South  Texas  area.  Call  Western 
Emergency  Physicians  Medical  Group,  415-521-4110  or  write  Suite  201, 
512  Westline  Drive,  Alameda,  California  94501. 

DALLAS  AREA  OPPORTUNITIES:  Outstanding  private  practice  op- 
portunities exist  for  general  internists  and  family  practitioners  in  the 
suburban  community  of  Plano,  Texas.  Plano’s  population  has  increased 
from  17,000  to  over  40,000  in  the  last  five  years.  Excellent  schools,  new 
193  bed  hospital,  physician  offices  across  the  street.  Be  a part  of  this 
dynamically  growing  community.  For  further  details  call  collect  or  write 
to-  John  C.  Daniels,  Director,  Professional  Relations,  Plano  General 
Hospital,  3901  West  15th  Street,  Plano,  Texas  75074;  214-423-6800. 

PEDIATRICIAN  NEEDED  FOR  BROWNSVILLE  to  join  growing 
well-organized  pediatric  practice.  Beautiful  city  on  the  border  by  the 
sea,  year  round  warm  climate,  unspoiled  ocean  beaches.  36-hour  week, 
excellent  salary,  liberal  vacation  and  corporate  fringe  benefits.  Integral 
lab  with  full-time  bacteriologist,  interesting  pathology.  Large,  new  cus- 
tom offices  with  picture  windows  opening  onto  patio  garden;  adjacent 
to  other  specialists  and  165-bed  hospital  with  busy  obstetrical  service 
and  full-time  MD  emergency  room  coverage.  Live  where  others  only 
vacation.  Write  Adele  Bromiley,  M.D..  1214  Poplar  Drive,  Brownsville. 
Texas  78620,  or  telephone  collect  512-542-0856  after  7 p.m. 

EMERGENCY  MEDICINE— OUTSTANDING  OPPORTUNITIES.  High- 
ly remunerative  situations  available  for  emergency  medicine  physicians 
licensed  or  eligible  for  license  in  Texas.  Major  metropolitan  medical 
centers,  suburban  and  rural  hospitals  and  community  practices  through- 
out Texas.  Excellent  earnings  and  guarantees.  For  personalized  con- 
fidential service  at  absolutely  NO  FEE  to  the  candidate  send  C.  V.  to 
Toni  Clark  or  I/eo  A.  Wiener,  M.D.,  Search  Committee.  Daniel  Stern 
and  Associates,  Health  Placement  Services,  Suite  610  GPM  South  Tower, 
800  N.W.  Loop  410,  San  Antonio,  Texas  78216;  phone  612-349-2651. 


PRIVATE  PRACTICES  IN  HOUSTON,  DALLAS,  Sweetwater,  Tom- 
ball.  Gatesville,  and  Baytown.  Solo,  associate,  and  group  situations  in 
ENT,  general  family  practice,  internal  medicine,  OB/GYN,  ophthal- 
mology, orthopedics,  pediatrics,  and  emergency  room.  Not  an  agency. 
No  fee.  Attractive  financial  guarantees.  Please  write  with  C.  V.  and 
preferences  to  Sanford  Smith.  Director  of  Phvsician  Planning,  Hospital 
Management  Corporation.  P.O.  Box  9836.  909A  Federal  Road,  Houston. 
Texas  77015.  713-455-1761. 


PSYCHIATRIST  NEEDED  FOR  HEALTH  DEPARTMENT.  Eligibility 
for  Texas  license  and  completed  residency  in  psychiatry  required.  40 
hour  week,  paid  vacation,  sick  leave,  holidays,  good  retirement  plan, 
free  group  insurance.  Please  contact  J.  M.  Pickard,  M.D.,  Director, 
Dallas  County  Health  Department,  1936  Amelia,  Dallas,  Texas  76236  or 
phone  214-638-7670. 


Situations  Wanted 


JUST  OBTAINING  LICENSE  IN  TEXAS;  looking  for  general  prac- 
tice. internal  medicine,  immunology,  allergy.  Hungarian  specialist  of 
internal  medicine  degree,  immunological  research,  naturalized.  Already 
possess  temporary  license  and  will  consider  immediate  emergency  phy- 
sician position.  Please  contact  Louis  L.  Csizmas,  M.D.,  219-522-3922. 

PATHOLOGISTS — 36,  male,  board  certified  in  anatomic  and  clinical 
pathology  with  Ph.D.  in  pathology.  University  trained,  excellent  creden- 
tials. experienced  in  all  areas.  Currently  laboratory  director  of  a 200- 
bed  hospital.  Seeking  position  as  Director  of  Laboratory  or  full  part- 
nership. All  locations,  prefer  coastal  area.  Please  reply  Ad-690,  Texas 

Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

BOARD  ELIGIBLE  PSYCHIATRIST,  age  40,  extensive  experience  in 
chemo,  individual,  group,  family  therapies.  In  and  out  patient  treat- 
ment, forensic  psychiatry  and  mental  retardation.  Seeks  position  in 
Houston  or  Dallas  areas.  Please  contact  Samir  Wahby,  M.D.,  23389  N. 

Stockton,  Farmington,  Michigan  48024. 

EXPERIENCED  BOARD  CERTIFIED  INTERNIST,  FACP,  in  good 
health  wants  to  give  up  private  practice  and  desires  salaried  position  in 
metropolitan  area  of  Houston  with  medical  group,  hospital,  industrial 
plant,  or  insurance  company.  Please  reply  to  Ad-596,  Texas  Medicine, 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GASTROENTEROLOGIST-INTERNIST,  29,  excellent  university  train- 
ing, board  eligible,  full  endoscopic  experience,  available  July  1976.  Seek- 
ing associate  or  group  practice  in  and  around  Dallas  or  Houston  area. 
Willing  to  practice  internal  medicine  to  begin  with.  Call  L.  Narayanan, 
M.D.,  313-575-9746  or  write  27300  Parkview  Blvd.,  Apt.  7308,  Warren, 

Michigan  48092.  

WANTED:  PART-TIME  EMERGENCY  ROOM  OR  INDUSTRIAL 
POSITION  in  Austin  or  San  Antonio.  I wish  to  partially  retire.  Excel- 
lent health.  GP  for  years,  but  past  18  years  I have  been  doing  industrial, 
trauma  and  clinical  orthopedics.  Texas  license.  Available  Jan.  1976. 
Albert  J.  Rice,  M.D.,  1101  San  Antonio  Drive,  Douglas.  Arizona  85607. 


Volume  71,  November,  1975 


145 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  MUtrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas,  Texas  76218,  


MUST  SUBLEASE  — Medical  or  dental  office,  1,100  sq.  ft.,  $460 
monthly.  Carpeting,  drapes,  utilities  and  cleaning  included.  Original 
lease  expires  August  1976.  Contact  Dr.  Kobert  Birchall,  1416  Third 
Street,  Suite  602,  Corpus  Christi,  Texas  78404.  612-882-9278  or  412- 
882-8226. 


SAN  ANTONIO— NORTHSIDE  LOCATION.  660  sq.  ft.  in  family 
practice  complex.  Ideal  location  for  internist,  dermatologist  or  doctor 
with  small  practice.  Contact  Building  Manager,  110  El  Prado  Drive 
West,  San  Antonio,  Texas  78212. 


FOR  SALE:  MODERN  3-MAN  clinic.  Central  Texas,  with  x-ray  and 
lab  facilities  necessary  for  family  practice.  Adjacent  to  accredited 
hospital.  For  sale  by  owners  who  desire  retirement.  Please  reply  to 
Ad-689,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE:  10  room  modern  clinic;  modern  equipment; 
obstetrical  unit.  Room  for  two  doctors.  Northeast  Texas,  population 
6000,  80-bed  nursing  home.  Good  hospital  16  minutes  from  office. 
(Financing  available)  Contact  G.  W.  Palmore,  Palmore  Drug,  108  N. 
Runnells,  DeKalb,  Texas  76569;  telephone  1-214-667-6111. 


FOR  SALE:  BURNET  COUNTY  RANCH.  300  acres  flat  land,  good 
well,  plenty  deer.  Also  .613  acre  with  three  bedroom,  two  tile  bath, 
house  with  large  front  porch  (1464  sq.  feet  of  floor  space).  On  all 
weather  road  soon  to  be  paved,  40  miles  west  of  Austin.  Call:  G.  M. 
Crawford  after  6 p.m.  612-836-1795. 


SPACE  AVAILABLE  in  new  multispecialty  building  for  pediatricians, 
orthopedists,  internists,  obstetricians,  gynecologists,  otolaryngologists,  or 
pediatric  sub-specialists.  Building  has  complete  services  of  pharmacy, 
x-ray,  and  laboratory,  and  is  located  in  medical  complex  adjacent  to  two 
hospitals.  For  information,  write  Larry  G.  Knackstedt,  3435  S.  Alameda, 
Corpus  Christi,  Texas.  Phone  612-855-8201. 


OPTICAL  COMPANY  FOR  SALE  situated  in  metropolitan  area  with 
gross  sales  in  excess  of  $226,000,  incorporated  and  enjoys  established 
clientele,  glasses  and  contact  lenses  dispensed  from  several  offices,  per- 
sonnel including  management  available  to  continue  operations.  Principals 
only  please  reply  to  Ad-597  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


FOR  SALE:  Wish  to  sell  x-ray  machine.  Picker  Meteor.  60  MA,  with 
Bucky,  Fluoro  screen  and  accessories  all  in  good  condition.  Selling  be- 
cause other  facilities  make  it  unnecessary  to  me.  F.  S.  Carruthers,  M.D., 
3714  Lee,  Greenville,  Texas  75401.  Phone  214-455-5204. 


FOR  SALE:  One  ranch,  one  stock  farm.  710  acres  $635.  Beautiful 
Hill  Country.  Deer,  quail,  turkey.  Excellent  grass,  trees,  good  water.  40 
miles  from  Austin  in  Burnet  County.  20%  down.  200  acres,  $325.  60 
cultivation.  60  large  budded  pecans.  San  Saba  County.  29%  down,  6% 
interest.  Rod  Hines  Realtors.  Austin.  612-464-9607. 


CLINIC  BUILDING  FOR  SALE  IN  CLEBURNE.  TEXAS.  Offices  and 
examining  rooms  for  three  physicians.  Room  for  clinical  laboratory, 
x-ray  room,  dark  room.  Very  large  reception  room,  three  business 
offices,  mailing  room,  and  large  staff  room.  Large  parking  lot  adjacent 
to  building  is  part  of  property.  City  and  county  acutely  short  of  physi- 
cians. Large  general  hospital  in  city  with  open  staff.  Contact  E.  L. 
Clark,  M.D.,  Santa  Fe  Hospital,  Temple,  Texas  76501. 


Miscellaneous 


ABORTION  ALTERNATIVES  I Licensed  maternity  service  offers  resi- 
dentiai  and  non-residentiai  program  with  medicai  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78706.  Phone  612-472-9261. 


WANTED  TO  BUY:  SMR  wall  mounted  cuspidor.  Any  color.  Must 
be  in  good  condition.  Will  pay  shipping  charges.  Call  collect  1-612- 
884-3663. 
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ANNOUNCING... 


A new  halfway  house  has  opened  in  Austin.  This  transitional  living  center,  which 
will  accommodate  10  to  14  residents  and  staff,  is  adjacent  to  all  community  services. 

The  facilities  and  programs  of  The  Schools  have  been  aw  arded  certificates  of  ac- 
creditation by  the  appropriate  councils  of  the  JCAH. 

The  Brown  Schools  now  offer  out-patient,  in-patient,  and  after-care  services  for 
emotional  disturbance,  developmental  and  learning  disability,  neurological  impair- 
ment, and  mental  retardation.  Further  information  is  available  through  the  admis- 
sions office.  The  toll-free  numbers  are  800-292-5404  for  Texas  and  800-531-5305  for 
out  of  state. 

P.O.  Box  4008  / Austin,  Texas  78765 
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TEXAS  MEDICINE 


Editorials 


WILL  FUTURE  MD’S  BE  INDENTURED 
TO  REPAY  FORCED  GOVERNMENT  LOANS? 

The  Health  Manpower  Act  of  1975  (HR  5546) 
contains  appalling  proposals  which  would  es- 
tablish the  principle  that  the  federal  government 
can  dictate  the  personal  careers  of  Americans  if 
it  wishes. 

The  bill  has  been  passed  by  the  House  of 
Representatives  and  at  press  time  was  in 
the  Senate  Labor  Committee. 

Some  parts  of  this  proposed  legislation  are 
good,  but  some  parts  of  it — namely  that  the 
federal  government  be  allowed  to  regulate  the 
number  and  location  of  medical  residencies, 
and  that  all  medical  students  be  required  to  re- 
pay the  government  for  federal  aid  to  medical 
schools — portend  a shocking  disregard  for 
young  people’s  freedom  to  select  and  pursue  a 
career,  and  for  the  freedom  of  the  profession  to 
continue  programs  of  quality  medical  education. 

The  proposed  bill  would  establish  two  agen- 
cies. One  would  be  responsible  for  accrediting 
medical  residency  training  programs,  and  the 
otherforestablishingthe  number  of  positions 
which  could  be  filled  in  each  residency  program. 
So  rigid  is  the  proposal  that  it  even  provides  for 
penalties  against  physicians  who  enter  nonac- 
credited  residency  training  programs,  or  enter 
residencies  where  the  number  of  first-year  posi- 
tions exceeds  that  established  for  that  program. 
Physicians  who  failed  to  accept  the  govern- 
ment’s dictates  would  then  be  subject  to  eco- 
nomic reprisals:  they  would  not  be  paid  for 
treating  Medicare  or  Medicaid  patients  while 
serving  their  residencies. 


The  effects  of  this  proposed  “rationing”  of 
medical  education  could  extend  far  beyond  the 
overt  limitations  placed  on  the  physicians  in- 
volved. Reverberations  could  be  felt  in  reduced 
quality  and  quantity  of  patient  care  in  many 
public  institutions.  A deep  look  into  any  crystal 
ball  yields  visions  of  many  losers  and  no  winners 
in  this  peculiar  game. 

The  second  objectionable  proposal  goes 
something  like  this:  The  federal  government  will 
help  medical  schools  finance  education  of  medi- 
cal students  on  a per  capita  basis //the  schools 
require  each  student  to  enter  into  a “legally  en- 
forceable agreement”  in  which  the  student  is 
bound  to  repay  the  United  States  government  an 
amount  equal  to  the  amount  that  the  govern- 
ment gave  the  medical  school  for  his  education. 
The  payback  would  begin  shortly  after  the  stu- 
dent completed  his  advanced  clinical  training. 

If  the  new  physician  happens  to  have  other 
financial  obligations  or  lacks  the  financial  re- 
sources to  repay  the  government,  he  may  enter 
into  an  indentured  servitude  arrangement 
whereby  the  government  will  forgive  one  year’s 
payment  for  each  year  of  service  in  a “medically 
underserved”  area. 

What  other  students — professional  or  non- 
professional— whose  schools  receive  federal 
funds  must  accept  a personal  forced  loan  in  re- 
turn forthe  privilege  of  attending  those  schools? 
None.  Certainly  many  students  choose  to  borrow 
money,  and  some  may  even  choose  to  repay 
debts  with  service.  However,  no  students  in  this 
country  yet  have  been  forced  to  choose  between 
accepting  government  education  loans  on  gov- 
ernment terms  or  entering  another  profession. 
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Essentially,  that  is  the  choice  that  a talented 
young  person  would  have  to  make  under  the 
terms  of  HR  5546. 

The  good  parts  of  the  proposed  act  do  deserve 
support.  For  example,  there  are  provisions  for 
continued  federal  assistance  for  medical  educa- 
tion, including  assistance  to  both  schools  and 
students.  The  Texas  Medical  Association  also 
supports  assistance  for  training  of  other  pro- 
fessionals and  continuation  of  construction 
loans  and  grants  for  medical  students,  capita- 
tion grants  to  medical  schools,  assistance 
through  a broad  special  project  grant  authority, 
loans  and  scholarships  to  medical  students,  the 
National  Health  Service  Corps  Program,  training 
of  students  for  family  practice,  assistance  for 
training  allied  health  personnel,  assistance  for 
public  health  training,  and  assistance  for  stu- 
dents and  schools  of  nursing.  All  of  these  items 
are  found  in  Title  I of  the  proposed  act,  and  they 
merit  support. 

Nym  L.  Barker,  MD,  president  of  TMA,  and 
Joseph  T.  Ainsworth,  MD,  chairman  of  the  Coun- 
cil on  Medical  Legislation,  have  written  to  Sen. 
Lloyd  Bentsen  and  Sen.  John  Tower,  asking  that 
they  support  amendments  which  would  delete 
the  repugnant  portions  of  the  bill  and,  failing 
adoption  of  such  amendments,  vote  against  the 
bill. 

TMA  members  individually  will  want  to  ex- 
press their  views  to  Congressmen  about  this 
outrageous  attempt  to  impose  federal  controls 
on  the  private  lives  of  American  citizens. 


RETIRING  COMMISSIONER  HEADED 
PROGRESSIVE,  RESPONSIVE  TEXAS  SHD 

An  era  in  public  health  in  Texas  ended  with  the 
August  29  retirement  of  James  E.  Peavy,  MD, 
as  director  of  the  Texas  Department  of  Health 
Resources. 

Dr.  Peavy  spent  16  of  his  36  years  in  public 
health  as  commissioner  of  the  Texas  State  De- 
partment of  Health.  He  was  named  in  June  1975 
as  the  first  director  of  health  resources  of  the 
Texas  Department  of  Health  Resources,  which 
was  created  from  the  former  health  agency  by 
the  last  session  of  the  Legislature. 

Fratis  L.  Duff,  MD,  who  had  been  acting  direc- 
tor pending  Dr.  Peavy's  retirement,  has  assumed 
the  title  of  director  of  health  resources. 

During  his  tenure  with  the  Health  Depart- 
ment, Dr.  Peavy  has  seen  and  had  a part  in  the 
decreased  incidence  of  many  diseases  as  im- 
munizations have  become  available  and  widely 
used  for  such  maladies  as  poliomyelitis, 
diphtheria,  tetanus,  whooping  cough,  measles, 
and  rubella.  On  a worldwide  basis,  smallpox  has 
all  but  disappeared.  Tuberculosis,  while  still  a 
health  problem,  can  now  be  treated  successfully 
with  medication. 

Dr.  Peavy  also  has  seen  a gradual  shift  in 
public  health  functions  to  include  pollution — 
air,  water,  solid  waste,  and  noise — and  to  em- 
phasize chronic  diseases.  Medical  and  dental 
screening  programs,  leading  to  treatment,  are 
receiving  added  attention  in  a cooperative  ven- 
ture with  the  Texas  Department  of  Public 
Welfare. 

Public  health  has  been  an  ever-changing  and 
progressive  field  as  the  needs  of  Texas  have 
changed. 

Dr.  Peavy  has  been  an  active  member  of  the 
Texas  and  American  Medical  Associations  for 
many  years,  lending  freely  of  his  expertise  in  the 


148 


TEXAS  MEDICINE 


public  health  field.  He  also  is  a member  of  the 
Texas  and  American  Public  Health  Associations. 
In  1966  he  served  as  president  of  the  American 
Association  of  Public  Health  Physicians  and  re- 
presented that  group  on  the  Inter-specialty 
Committee  on  the  AMA.  He  also  has  served  as 
president  of  the  Association  of  State  and  Terri- 
torial Health  Officers. 

A native  of  Lufkin,  Dr.  Peavy  is  a 1935  grad- 
uate of  Baylor  College  of  Medicine  and  first 
entered  public  health  in  1939.  He  has  been  ac- 
tive in  the  varied  public  health  fields  ever 
since,  except  for  World  War  II  Army  Medical 
Corps  duty,  in  which  he  served  in  the  South 
Pacific. 

He  started  as  a local  health  department  direc- 
tor, serving  in  Sweetwater  both  before  and  after 
World  War  II.  In  1947  he  becamea  medical  field 
consultant  with  the  Division  of  Local  Health 
Services,  and  received  a master  of  public  health 
degree  from  Harvard  School  of  Public  Health  in 
1955.  Followingthis,  he  served  as  director  of  the 
Communicable  Diseases  Division  and  in  1959 
was  appointed  as  Commissionerof  Health  by  the 
old  Texas  State  Board  of  Health. 


PHYSICIAN  LEADERSHIP  NEEDED 
FOR  HEALTH  SERVICE  AGENCIES 

The  Texas  Medical  Association’s  Committee  on 
Health  Planning  was  created  in  its  present  form 
in  January  1975.  Each  member  represents  one 
of  the  24  planning  regions  (councils  of  govern- 
ments) across  the  state.  Each  individual  mem- 
ber has  been  encouraged  to  develop  participa- 
tion by  TMA  members  in  his  regional  health 
planning  mechanisms.  We  are  all  well  aware 
that  the  majority  of  TMA  members  view  federal 
programs,  in  general,  with  the  same  opprobrium 


that  a possum  does  an  axe  handle,  but  progress 
is  being  made.  At  their  meeting  in  Salado  in 
May,  Region  6 doctors  (Austin,  Waco,  Temple, 
Belton,  Bryan,  Madisonville)  agreed  that  the 
best  course  of  action  was  to  cooperate  with  the 
various  councils  of  governments  and  provide 
physician  leadership  in  the  planning  process 
prescribed  by  Public  Law  93-641.  This  appears 
to  be  the  general  approach  in  each  health  service 
agency  across  the  state. 

TMA  executive  staff  fanned  out  across  the 
state  to  carry  the  message  of  PL  93-641  to  each 
county  medical  society.  Since  that  time,  various 
members  have  assisted  in  more  than  1 5 regional 
meetings.  TMA  staff  members  have  circulated 
dozens  of  informational  items  on  this  legislation 
and  health  planning  activities  related  thereto. 
TMA  staff  work  and  TMA  member  cooperation 
have  been  outstanding.  As  we  progress  to  the 
complete  organization  of  each  health  service 
agency,  we  expect  to  see  a representative,  ac- 
tive, and  informed  group  of  physicians  on  each 
board  of  directors  and  on  each  subregional 
board.  In  most  regions,  the  steering  committees 
are  being  formed  to  develop  bylaws  and  select 
the  membership  of  the  governing  board  of  the 
health  service  agency.  Each  of  these  is  auto- 
nomous. Your  regional  or  subregional  HSA 
board  needs  your  participation  to  be  meaningful 
and  relevant  to  the  actual  health  planning  needs 
in  your  area. 

Sam  R.  Barnes,  MD,  Trinity,  Chairman, 

TMA  Committee  on  Health  Planning. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows; 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


2-mg,  5-mg,  10-mg  tablets 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hottmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Join  the  ''voice  of  Texas  medicine'' 


What  has  the  Texas  Medical  Associa- 
tion done  for  you  lately  ? What  is  it 
doing  with  your  assessment  money? 
Your  dues  money  ? It  is  about  time  for 
dues  bills  to  be  mailed,  and  when 
yours  arrives,  think  about  the  follow- 
ing membership  benefits: 

The  TMA’s  Executive  Board  has 
approved  the  formation  of  a task  force 
to  formulate  a position  statement  and 
plan  of  action  for  the  immediate  fu- 
ture, covering  a wide  range  of  issues 
affecting  economic  restraints  on  phy- 
sicians and  the  practice  of  medicine. 

It  will  be  presented  to  the  House  of 
Delegates  in  May. 

What  does  that  mean  to  you  ? It 
means  that  the  TM  A is  taking  a step 
that  will  be  of  inestimable  value  to 
those  who  represent  the  Association  in 
legislative  affairs,  and  representa- 
tion is  one  of  your  major  benefits.  For 
example,  recognizing  that  PSRO  is 
required  by  law,  TMA  has  worked  for 
a single  statewide  system,  joining 
with  hospitals  and  osteopaths  to  cre- 
ate the  Texas  Institute  for  Medical 
Assessment.  TIMA  would  provide 
data  for  in-house  peer  review  which 
would  be  performed  locally  by  the 
medical  staff  of  the  hospital. 

The  secretary  of  HEW  rejected  that 
plan,  proposing  to  divide  Texas  into 
nine  areas.  TMA  is  taking  the  secre- 
tary to  court.  The  suit  goes  to  trial 
Nov  18.  Part  of  the  assessment  monies 
are  being  used  to  finance  these 
activities. 

What  else  did  you  get  for  that  as- 
sessment check  ? All  of  TMA’s  efforts 
to  bring  about  equitable  solutions  to 
the  problems  of  professional  liability 
insurance  are  funded  through  the  as- 
sessment. Included  are  the  services  of 
a public  relations  firm  to  help  tell 
medicine’s  story  to  the  public.  Assess- 
ment funds  also  were  used  to  purchase 
a computer,  which  will  provide  many 
types  of  data  and  services  for  the 
benefit  of  TMA  members. 

Representation  in  legislative  affairs 
is  but  one  of  many  benefits  of  TMA 
membership,  and  part  of  dues  as  well 
as  part  of  the  assessments  funds  are 
allocated  for  that. 

In  addition  to  its  work  in  legislative 
areas,  the  office  of  the  TMA  general 


counsel  serves  in  a advisory  capacity 
on  legal  matters  to  officers,  boards, 
councils,  committees,  and  staff  of  the 
association,  and  represents  TMA  and 
advises  county  medical  societies  on 
medical-legal  affairs. 

Other  benefits  from  TMA  dues  in- 
clude Texas  Medicine,  confer- 
ences and  seminars,  services  of  the 
Memorial  Library,  group  insurance 
plans,  international  tours,  automobile 
leasing,  placement  service,  public  rela- 
tions and  communications  programs, 
medical  student  loans,  physicians 
benevolent  fund,  a directory  of  mem- 
bers, a comprehensive  continuing  edu- 
cation directory,  and  the  social  and 
professional  opportunities  and  con- 
tacts that  come  with  being  a part  of 
the  recognized  medical  community. 

The  existence  of  TMA,  with  the  par- 
ticipation and  support  of  its  members, 
provides  the  “voice  of  medicine”  in 
Texas.  I hope  that  every  Texas  physi- 
cian will  take  advantage  of  the  oppor- 
tunity to  join. 


Nym  L.  Barker,  MD,  President, 
Texas  Medical  Association. 
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INSOMNIA 


Matropinal"  Forte  Inserts 

Selective  control  of  G.l.  Spasm 
Fast  acting  sedation 

Abuse  resistant  formula  and  dosage  form 
No  written  Rx  required 
Low  patient  cost 


In  those  situations  where  nervous  ten- 
sion is  manifested  as  G.l.  hypermotility 
and  spasm.  Matropinal  Forte  In- 
serts may  be  useful  to  control  the 
spasm  while  providing  much- 
needed  rest  for  the  patient. 
And  because  Matropinal 
Forte  Inserts  is  a suppository, 
there  is  less  abuse  potential 
— less  danger  of  it  being 
used  as  a crutch.  Matro- 
pinal Forte  is  also  available 
in  tablet  form  for  use  when  the 
physician’s  knowledge  of  the 
patient  obviates  the  need  for  an 
abuse-resistant  dosage  form. 

Brief  summary; 

Composition:  Each  Forte  Insert  — Homatropine 
Methylbromide  10  mg.,  Pyrilamine  Maleate  8 mg., 
Pentobarbital  90  mg  , Each  Forte  Tablet  — Homa- 
tropine Methylbromide  10  mg,,  Methapyrilene  Fuma- 
rate  12.5  mg,,  Pentobarbital  90  mg  (Warning:  May  be 
habit  forming,)  Indications:  Matropinal  dosage  forms 
are  indicated  for  their  anticholinergic  and  sedative 
actions  in  nausea  and  vomiting,  smooth  muscle  spastfn 
including  pylorospasm,  gastroenteritis,  irritable  colopr^d 
diarrhea;  in  selected  cases  of  duodenal  and  peptic"'  ulcer. 
Contraindications:  Sensitivity  to  individual  ingredients; 
porphyria  or  familial  tendency:  severe  hepatitis/^  renal  dis- 
ease Precautions:  Use  cautiously  in  patients  w»tn  liver  disease. 
Use  only  under  direct  physician  supervision  iP  the  presence  of 
narrow  angle  glaucoma  and  prostatic  h^yr^ertrophy.  Adverse 
Reactions:  In  susceptible  individuals,  dryyriouth,  blurred  vision  or 
drowsiness.  Observe  caution  in  operyffng  machinery.  Dosage: 
One  or  two  Forte  Inserts  rectally  or  one  or  two  Forte  Tablets  every 
4 to  6 hours,  depending  on  th^/degree  of  sedation  required. 
Individualize  dosage. 

CAUTION:  Federal  law  prohibits  dispensing 
without  prescription.  Write  tor  literature  and 
samples.  See  your  PDR  for  full  prescribing 
informationonall  Matropinal  dosageforms. 
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SYMPOSIUM  ON  PSYCHIATRY  Friday,  Nov.  14,  1975,  Sid  Richardson  Auditorium 


9:00 

am 

9:45 

am 

10:00 

am 

10:45 

am 

11:00 

am 

11:45 

am 

Homicidal  Risk 

Stuart  L.  Brown,  MD,  San  Diego,  CA 

Discussion 

Gene  Usdin,  MD,  New  Orleans,  LA 

Pain  Management — Behavior  Modification  and 
Biofeedback 

Wendell  Swenson,  PhD,  Rochester,  MN 

Discussion 

William  Zeller,  MD,  Hartford,  CT 

The  Helpful  Physician;  The  Unhelpable  Patient 

Edward  K.  Rynearson,  MD,  Seattle,  WA 

Discussion 

Howard  P.  Rome,  MD,  Rochester,  MN 


1:30-3:00  pm 
3:00-4:00  pm 

4:00-5:00  pm 
5:00  pm 


8:00  pm 


Multimedia  Techniques  in  Inpatient  Psychiatric 
Treatment 

Videotape  presentation 

Discussion 

Robert  R.  Rynearson,  MD,  Temple,  TX; 

Philip  H.  Heersema,  MD,  Palo  Alto,  CA; 

Shervert  Frazier,  MD,  Boston,  MA 

Introduction  to  New  Psychiatric  Unit 

Allan  B.  Elfant,  PhD,  Temple,  TX 

Tour  of  Psychiatric  Inpatient  Unit 


5th  Annual  Helen  Scott  Saulsbury  Lecture 
Witches,  Women,  & Devils 

Howard  P.  Rome,  MD,  Rochester,  MN 
President,  World  Psychiatric  Association 


Senior  Consultant 

Perry  C.  Talking;ton,  M.D. 
Psych  i atrist-i  n-Ch  i ef 

Howard  M.  Burkett,  M.D. 
Medical  Director 

James  K.  Peden,  M.D. 
Director  of  Professional 
Education 

Jerry  M.  Lewis,  M.D. 
Associate  Psychiatrists 
Claude  L.  Jackson,  M.D. 
Dode  Mae  Hanke,  M.D. 
Doyle  I.  Carson,  M.D. 
Larrie  W.  Arnold,  M.D. 


Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Linda  R.  Hughes,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King,  M.D. 

Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Donald  N.  Offutt,  M.D. 
Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  DImijian,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 

Carol  A.  Lewis,  M.D. 
Sandra  Steinbach,  M.D. 
Marianne  Seidel,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 
Dale  R.  Turner,  Ph.D. 
Robert  W.  Hagebak,  Ph.D. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Therapy 

Edward  R.  Supina,  M.Ed., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  Jr. 


Social  Work 

Robert  P.  Stewart,  M.S.S.W. 
Donald  H.  Cawley,  M.S.S.W. 
Peggy  B.  Nash,  M.S.W. 
Connie  D.  Bennett,  M.S.S.W. 
Sally  McCall,  M.S.S.W. 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  HOSPITAL 


AC  214  381-7181 


P.  0.  Box  11288 


Dallas,  Texas  75223 
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lec75 

nagement  of  the  breast  lump 
>ating  eye  disorders 
totransfusion  in  trauma 
ath  and  dying 
K)dcarving  as  a hobby 


®0rbptt-|[futrl|iu00-^mitl][  iMpmoriai  Sfoapital 

ani»  Q(orbett-i^utrl;tnga-^mttl;  OlUnfc 


322  Coleman  Street  iHarlin,  2IpxaB  78661  Telephone:  936-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.G.S. 
U.  R.  Swetland,  M.U.,  E.A.C.S. 
Howard  L.  Smith,  M.  D.,  E.A.C.S. 
Cecil  A.  McRee,  M.D. 

INTERNAL  MEDICINE 
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IT’S  A MATTER  OF 
RECORD. 


• an  unsurpassed  record  validated  in  several  thousand 
clinical  papers 

• rarely  interferes  with  mental  acuity 

• wide  margin  of  safety 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 


Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 


occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 to  1 0 mg  t.i.d.  or  q.i.d.\  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxideHCI) 
Capsules,  5 mg,  1 0 mg  and  25  mg— bottles 
of  1 00  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  10. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  1 0 mg  and  25  mg  — bottles  of  1 00  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 
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IN  PAINFUL 

ACUTE 

CYSTITIS* 


•nonobstructed; 
due  to  susceptible 
organisms 


WHILE  YOU  EUMINATE 
THE  PATHOGBMS. 


FOR  THE  PAIN 

□ Early  relief  of  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

FOR THE PATHOGENS 

□ Effective  control  of  susceptible  pathogens 

such  as  E.  coli,  Klebsiella-Aerobacter,  Staph,  au- 


reus, Proteus  mirabilis  and,  less  frequently,  Proteus 
vulgaris. 

Appropriate  antibacterial  therapy:  Up  to  3 

days  therapy  with  Azo  Gantrisin  4 to  6 tablets  Stat., 
then  2 tablets  q./.d.;  then  1 1 days  with  Gantrisin 
(sulfisoxazole)  may  be  considered. 


[50  mg  phenazopyridine  HCI  and  0.5  Gm  sulfisoxazole] 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows. 

Indications;  In  adults,  urinary  tract  infections 
complicated  by  pam  (primarily  cystitis,  pyelitis 
and  pyelonephritis)  due  to  susceptible  organ- 
isms (usually  E.  coli,  Klebsiella-Aerobacter, 
Staphylococcus  aureus,  Proteus  mirabilis,  and, 
less  frequently,  Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Important  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic 
and  clinical  response.  Add  aminobenzoic  acid 
to  culture  media  for  patients  already  taking  sul- 
fonamides. Increasing  frequency  of  resistant 
organisms  currently  is  a limitation  of  the  useful- 
ness of  antibacterial  agents  including  the  sul- 
fonamides. Blood  levels  should  be  measured  in 
patients  receiving  sulfonamides  for  serious 
infections,  since  there  may  be  wide  variations 
with  identical  doses;  12  to  15  mg/100  ml  is 
considered  optimal  for  serious  Infections;  20  mg/ 
100  ml  should  be  the  maximum  total  sulfon- 
amide level,  as  adverse  reactions  occur  more 
frequently  above  this  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term 
and  during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HCI 
component. 


Warnings:  Safe  use  in  pregnancy  has  not  been 
established.  Teratogenicity  potential  has  not 
been  thoroughly  investigated.  Deaths  from  hy- 
persensitivity reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias  have  been 
reported;  clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indica- 
tions of  serious  blood  disorders.  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently 
during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  lat- 
ter, hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranu- 
locytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme 
(Stevens-Johnson  syndrome),  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia 
and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and 
stomatitis.  C.N.S.  reactions:  Headache,  periph- 


eral neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  in- 
somnia. Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  with  some  goitro- 
gens,  diuretics  (acetazolamide  and  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity 
with  these  agents  may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infections  is  4 to  6 tablets 
initially,  then  2 tablets  four  times  daily  for  up  to 
3 days.  If  pain  persists,  causes  other  than  infec- 
tion should  be  sought.  After  relief  of  pain  has 
been  obtained,  continued  treatment  of  the  infec- 
tion with  Gantrisin  (sulfisoxazole)  may  be  con- 
sidered. 

Note:  Patients  should  be  told  that  the  orange- 
red  dye  (phenazopyridine  HCI)  will  color  the 
urine  soon  after  ingestion. 

How  Supplied:  Tablets,  each  containing  0.5  Gm 
sulfisoxazole  and  50  mg  phenazopyridine  HCI 
—bottles  of  100  and  500. 
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3thing  special  about  children  vomitii 


The  risk  of  dehydration  , , . plus  the  psychological 
stress  on  both  mother  and  child  . . . 
greatly  increases  the  urgency  in  controlling  vomitii 
in  children.  In  addition,  there  is,  of  course,  need  to  ^ 
avoid  the  extrapyramidal  problems  associated  witl 
phenothiazine  medications. 
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^^NS®  CHILDREN  SUPERETTES™  are  specially 
iiiulated  to  stop  vomiting  and  nausea  in  children  — 
ijidly  and  with  minimal  complications. 

VANS  are  administered  rectally— often  the  best 
te  in  the  vomiting  patient. 


I'he  exclusive  WANS  formula  provides  both 
jilamine  maleate  and  sodium  pentobarbital  for 
j'Ctiveness  . . . contains  no  phenothiazines  or  local 
sthetics. 

fhe  unique  Supprette  delivery  system  rapidly 
^ases  effective  levels  of  medication  . . . with  no 
‘ or  fatty  acids  to  affect  absorption  or  cause  local 
tation. 

,VANS  SUPPRETTES  require  no  refrigeration  . . . 
lubrication  other  than  water  . . . and  dissolve 
iipletely,  with  virtually  no  leakage. 


A special  favorite*of 
Texas  physicians 
in  controlling 
childhood  vomiting 


WAMQ  CHILDREN 
ffItllV  SUPPRETTES 

rectal  antinauseant/ antiemetic 


pyrilamine  maleate  25  mg;  soduim  [)entobarbita!  30  mg 
Warning:  may  be  habit  forming 

’Based  on  usage  by  dosage  form,  data  gathered  by  independent  research 
organization. 


[/  for  children  over  12  years  of  age  and  adults 
feringfrom  nausea  and  vomiting,  consider  higher- 
\ngth  WANS®  No.  1 or  WANS®  No.  2. 


SCRIPTION;  WANS'  Children:  (Blue)  pyrilamine  maleate 
ng  and  pentobarbital  sodium*  1/2  gr  (30  mg)  scored  for 
iosage.  WANS"  No.  1;  (Pink)  pyrilamine  maleate  50  mg 
pentobarbital  sodium*  % gr  (50  mg)  scored  for  Vj  dosage. 
iNS"  No.  2;  (Yellow)  pyrilamine  maleate  50  mg  and 
tobarbital  sodium*  1 V2  gr  (100  mg)  scored  for  ‘A  dosage. 

ARNING;  may  be  habit  forming. 

NTRAINDICATIONS:  Infants  under  6 months.  Acute 
■rmittent  porphyria,  known  hypersensitivity  to  barbiturates 
ntihistamines,  known  previous  barbiturate  addiction, 
ere  hepatic  impairment,  CNS  injury,  senility,  and  presence 
|incontrolled  pain. 

tRNlNGS:  Barbiturates  may  be  habit  forming.  Pre-existing 
chologic  disturbances  may  be  aggravated.  Idiosyncratic 
ctions  may  occur.  Acquired  sensitivity  may  result  in  allergic 
ctions.  Safety  in  pregnancy  has  not  been  established. 

SCAUTIONS:  Use  cautiously  with  other  sedative,  hypnotic 
larcotic  agents.  Use  with  caution  in  patients  with  acute  or 
onic  hepatic  disease,  fever,  hyperthyroidism,  diabetes 
llitus,  severe  anemia,  congestive  heart  failure,  or  a history 
Irug  dependence  or  suicidal  tendencies.  May  impair 
'tness  and  coordination  with  increased  accident  risk. 


ADVERSE  REACTIONS:  Drowsiness,  fatigue,  vertigo, 
incoordination,  tremor,  muscle  weakness,  ataxia,  hypotension, 
respiratory  depression,  delirium  and  coma.  Dryness  of  nose, 
niouth,  and  throat,  pupillary  dilatation  or  blurred  vision,  urinary 
retention,  abdominal  pain,  nausea,  vomiting,  diarrhea,  and 
hypersensitivity  reactions.  Overdose  may  result  in  hallucina- 
tions, excitement,  ataxia,  incoordination,  athetosis,  convulsions, 
and  death. 

DOSAGE  AND  ADMINISTRATION;  Rectally,  children  2-12 
years  of  age,  one  WANS®  CHILDREN  every  6-8  hours  as 
required.  Children  under  2 years  of  age  may  receive  Vt 
the  above  dosage.  Adults:  Rectally,  one  WANS'  No.l  Supprette™ 
to  inhibit  mild  nausea  and/or  vomiting;  one  WANS®  No.  2 
Supprette  to  control  pernicious  vomiting.  Repeat  doses  for 
adults  should  be  4 to  6 hours  apart,  not  to  exceed  four  doses  in 
24  hours.  Moisten  finger  and  Supprette  with  water  before 
inserting.  Optimum  dosage  must  be  determined  in  each  case  by 
the  clinical  response. 


WEBCON 

WWebcon  Pharmaceutical  Division 
Alcon  Laboratories,  Inc. 

Fort  Worth,  Texas  76101 
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Delegates  meet  in  November  to  discuss  variety  of  issues 

TheTexas  Medical  Association’s  House  of  Delegates  had  a broad 
range  of  issues  to  consider  at  its  scheduled  Nov  8-9  meeting  in 
Austin.  A full  summary  of  actions  taken  by  the  governing  body  has 
been  sent  to  delegates,  alternate  delegates,  and  county  society  presi- 
dents, secretaries,  and  executive  secretaries.  Highlights  of  the  meet- 
ing will  also  be  included  in  the  next  issue  of  TMA  Action. 

Business  items  reviewed  by  the  delegates  included  47  reports  and  15 
resolutions  from  county  medical  societies. 

\u\.\\e  Handbook  for  Delegates,  the  Council  on  Medical  Service  and 
Insurance  reported  that  it  is  about  to  embark  on  a survey  to  accumu- 
late data  on  the  costs  which  physicians  incur  in  the  operation  of  their 
practices.  In  cooperation  with  the  American  Medical  Association’s 
Center  for  Health  Services  Research  and  Development,  a scientifical- 
ly drawn  sample  of  approximately  2,000  physicians  will  be  surveyed. 
Data  obtained  from  this  survey  will  be  useful  to  1)  established  phy- 
sicians as  they  determine  howtheir  own  expenses  compare  with  sam- 
ple averages;  2)  new  physicians  as  they  prepare  to  open  their  prac- 
tices; and  3)  other  groups  within  the  association  as  they  attempt  to 
determine  the  adequacy  of  reimbursement  under  certain  federal  pro- 
grams. The  survey  is  scheduled  to  be  mailed  in  January. 

The  report  of  the  Committee  on  Health  Planning  included  a recom- 
mendation that  TMA  consider  reorganizing  its  15  districts  to  be  con- 
terminous with  the  12  existing  health  service  areas  required  under 
PL  93-641 , the  national  health  planning  law.  The  committee  proposed 
the  initiation  of  a study  to  this  effect. 

The  new  Council  on  Community  Health  Affairs  reported  on  its  organ- 
izational meeting  in  October  in  its  report  to  the  delegates.  The  council 
agreed  to  retain  the  duties  and  responsibilities  of  the  previous  Com- 
mittee on  Public  Health.  The  committees  now  reporting  to  the  council 
include  Disaster  Medical  Care,  Emergency  Medical  Services,  Environ- 
mental Pollution,  Rural  Health,  School  Health,  and  Medicineand 
Religion. 

In  its  report,  the  Council  on  Communication  recommended  that  se- 
rious consideration  be  given  to  the  concept  of  a permanent  spokes- 
man who  would  be  readily  available  and  identifiable  in  dealing  with  the 
news  media.  The  council  also  reported  on  the  progress  of  the  program 
of  public  and  professional  education  regarding  the  professional  lia- 
bility insurance  crisis. 

The  Committee  on  Professional  Insurance  reiterated  its  recommen- 
dation that  the  association  not  create  a captive  professional  liability 
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insurance  company  at  this  time  but  continue  to  formulate  a contin- 
gency plan  whereby  such  a company  could  be  activated  if  deemed 
necessary. 

TheCouncil  on  Medical  Education  and  Hospitals,  upon  consideration 
of  its  ad  hoc  committee  report,  recommended  several  actions  regard- 
ingthefundingof  residencies  in  the  state.  In  regard  to  full  funding 
of  residencies  the  council  recommended  the  following:  1)  the  num- 
ber of  postgraduate  positions  should  approximate  the  number  of 
graduates  of  Texas  medical  schools;  2)  at  least  50%  of  these  should 
be  in  primary  care  areas  (family  practice,  obstetrics-gynecology,  in- 
ternal medicine,  and  pediatrics):  3)  state  funding  should  be  sought 
at  the  next  appropriate  session  of  the  Legislature  for  the  urgent  ex- 
pansion and  educational  aspectsof  the  new  primary  care  residencies; 
and  4)  all  new  positions  should  be  created  in  affiliation  with  medical 
schools.  The  council  strongly  supported  expanding  residencies  and 
developing  satellite  training  positions  in  outlying  and  rural  areas, 
where  practical.  The  council  stressed  the  need  for  urgent  action  in 
initiating  the  development  of  the  new  positions  on  a timetable  com- 
patible with  the  increased  demand  for  residency  training  in  primary 
care.  In  regard  to  full  fundingfor  undergraduates  in  Texas  medical 
schools,  the  council  recommended  expansion  of  existing  programs  to 
their  full  capacities,  full  funding  of  existing  programs,  that  no  new 
schools  be  developed,  and  initiation  of  collection  of  data  on  sources 
of  funding.  Among  the  resolutions  from  the  county  medical  societies 
were  several  dealing  with  the  composition  of  the  TMA  Executive 
Board  as  well  as  medically-related  matters. 


Computer  data  problems  resolved  by  fiscal  intermediary 

Officials  of  the  State  Department  of  Public  Welfare  announced  in  mid- 
Octoberthat  BlueCross,  the  fiscal  intermediarythat  administers 
Texas’  Medicaid  program,  had  resolved  the  computer  data  problems 
which  had  resulted  in  under-payments  to  Texas  physicians  who  ren- 
der services  to  welfare  patients. 

According  to  Jamie  N.  Clements,  a member  of  the  State  Board  of 
Public  Welfare,  and  Dr.  Philip  A.  Gates,  deputy  commissioner  for 
Medical  Administration,  the  claims  of  a little  over  3,000  doctors  are 
involved.  Under-payments  amount  to  about  $250,000.  Approximately 
half  of  the  under-payments  amount  to  $30  or  less  on  each  claim. 

There  also  had  been  some  over-payments  in  the  amount  of  about 
$50,000. 
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The  computer  problem  resulted  from 
the  conversion  to  the  Department  of 
Health,  Education  and  Welfare’s  new 
economic  index  method  of  reimburse- 
ment. The  problem  was  of  approxi- 
mately a 30-day  duration. 

Officials  of  the  State  Department  of 
Public  Welfare  reported  that  they  ask- 
ed Blue  Cross  to  reprocess  the  claims 
in  order  to  make  certain  that  physi- 
cians are  reimbursed  properly  for 
services  which  they  have  rendered.  In 
some  instances,  this  is  expected  to 
result  in  the  preparation  of  checks  in 
small  amounts.  Claims  were  to  have 
been  reprocessed  prior  to  Nov  1.  Phy- 
sicians who  question  payments  re- 
ceived during  the  last  part  of  Septem- 
ber and  the  first  part  of  October  may 
contact  the  fiscal  intermediary  and 
ask  for  a review  of  the  claim. 


She  is  also  a member  of  the  Visiting 
Committee  for  the  Board  of  Overseers 
for  the  Harvard  Medical  School,  a 
trustee  for  the  Menninger  Foundation, 
a member  of  the  Mayo  Clinic  Spon- 
sors Committee,  and  serves  on  the 
boards  of  the  National  Dermatology 
Foundation,  the  Chicago  Rehabilita- 
tion Institute,  and  the  American  Can- 
cer Society. 

Addressingthe  May  8 general  meet- 
ing luncheon  will  be  Former  Governor 
Connally.  Now  a senior  partner  in  a 
Houston  law  firm,  Connally  began  his 
career  on  the  staff  of  Lyndon  B.  John- 
son, then  a US  representative  in 
Washington.  He  later  served  as  Secre- 
tary of  the  Navy,  Governor  of  Texas, 
and  Secretary  of  the  Treasury.  His 
career  also  includes  several  presi- 
dential appointments. 


Speakers  selected 
for  Annual  Session 

Three  prominent  speakers  from  a 
variety  of  backgrounds  will  address 
the  general  meeting  luncheons  during 
the  1976  Texas  Medical  Association 
Annual  Session  in  Dallas.  The  ses- 
sion, to  be  held  May  6-9,  will  feature 
Dr.  Max  H.  Parrott,  president  of  the 
American  Medical  Association;  Ann 
Landers,  syndicated  columnist;  and 
John  B.  Connally,  former  governor 
of  Texas. 

Dr.  Parrott  will  address  the  May  6 
meeting  at  the  Statler  Hilton  Hotel. 
During  his  tenure  with  the  AMA,  Dr. 
Parrott  has  devoted  his  major  atten- 
tion to  such  areas  as  continuing  medi- 
cal education,  computer  systems,  and 
medical  data  banking.  He  hopes  for  a 
future  in  which  the  AMA  will  operate 
a permanent  national  continuing  edu- 
cation institute  that  offers  courses  to 
physicians  year-round. 

Ms.  Landers,  whose  column  appears 
in  810  newspapers,  will  speak  to 
members  and  their  guests  on  May  7. 
The  United  Press  International  has 
named  her  as  one  of  the  ten  most  in- 
fluential women  in  the  United  States. 


Medicare  deductible 
to  rise  Jan  1 

The  Department  of  Health,  Education 
and  Welfare  has  announced  that  ef- 
fective Jan  1,  1976,  the  Medicare 
Part  A deductible  for  calendar  year 
1976  will  rise  to  $104.  In  addition, 
the  per  diem  coinsurance  forthe  61st 
through  90th  days  of  hospitalization 
will  be  $26.  The  daily  coinsurance  for 
the  21st  through  the  100th  days  of 
extended  care  services  will 
be$13. 

The  new  inpatient  hospital  deductible 
represents  a 13%  increase  over  the 
current  deductible.  According  to 
HEW,  the  increase  is  due  in  large 
measure  to  the  continued  inflation  in 
the  health  care  industry. 

Entering  students 
reach  record  high 

A record  numberof  first-year  stu- 
dents— 14,874 — are  enrolled  in  U S 
medical  schools  this  year  according 
to  the  American  Medical  Association’s 
Division  of  Medical  Education.  Last 
year  there  were  14,436  first-year 
students. 

The  AMA  estimates  that  13,595  stu- 
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dents  will  receive  M D degrees  next 
spring,  compared  to  12,714  in  1975. 
Total  enrollment  this  fall  numbers 
55,797,  compared  to  53,735  last 
year. 

In  addition,  four  medical  schools  will 
grant  degrees  for  the  first  time  next 
spring,  bringingthe  numberof  de- 
gree-granting schools  to  a record  111- 
The  new  degree-granting  schools  are 
University  of  South  Alabama,  Mayo 
Medical  School,  University  of  North 
Dakota,  and  Eastern  Virginia  Medical 
School. 


Nutrition  consortium 
planned  for  Texas 

Plans  for  a nutrition  consortium  for 
health  professional  education  are  in 
progress  in  Texas  according  to  Dr. 
Frederick  Sargent  II,  chairman  of  the 
Texas  Nutrition  Consortium  Task 
Group. 

The  idea  for  a state  consortium  re- 
sulted from  a meeting  last  February 
of  representatives  of  15  academic  in- 
stitutions and  eight  national  and  Tex- 
as agencies.  The  participants  of  this 
gathering,  the  Texas  Workshop  on 
Nutrition  for  Health  Professional 
Education,  agreed  that  the  creation  of 
a Texas  Nutrition  Consortium  would 
provide  the  mechanism  forfostering 
the  growth  of  nutrition  in  health  pro- 
fessional education. 

The  following  functions  have  been 
established  for  the  consortium: 

• Exchange  of  nutrition-related  cur- 
ricular experiences. 

• Coordination  and  evaluation  of 
nutritional  teaching  materials  and 
references. 

• Maintenanceof  a list  of  experts  in 
special  aspects  of  nutrition  to  serve 
as  lecturers  and  consultants. 

• Identification  of  centers  of  excel- 
lence in  nutrition. 

• Fostering  development  of  nutrition 
in  preprofessional  and  professional 
education. 

• Evaluation  of  information  on  the 
health  status  of  Texans. 


• Improvement  of  nutrition  instruc- 
tion for  physicians  and  dentists. 

• Encouragement  of  rotating  clerk- 
ships in  clinical  nutrition. 

• Fostering  development  of  postgrad- 
uate education,  including  extension 
or  continuing  education. 

• Collection  of  noteworthy  case  his- 
tories illustrating  the  role  of  nutrition 
in  health  practice. 

The  five-member  task  group  is  charg- 
ed with  the  responsibility  of  drafting 
a position  paper  and  exploring  ap- 
propriate administrative  aspects  of 
the  creation  of  the  consortium.  The 
task  group,  functioning  as  a com- 
mittee of  Texans  Associated  for  Nutri- 
tion Advance,  is  collaborating  with 
various  societies  in  medicine,  dentis- 
try, and  dietetics. 


insurance  program 
institutes  changes 

At  its  Oct  5 meeting,  the  Texas  Medi- 
cal Association  Executive  Board  ap- 
proved several  recommendations  re- 
gardingthe  association’s  member 
insurance  programs. 

Those  changes  previously  reported  in- 
cluded a rate  increase  of  48%  effec- 
tive Nov  1 for  the  employee  major 
medical  plan;  an  increasefrom 
$25,000  to  $100,000  for  the  lifetime 
maximum  benefit  underthe  employee 
major  medical  plan;  and  an  increase 
of  15%  effective  Nov  1 for  the  physi- 
cian’s major  medical  premium 
rate. 

In  addition,  the  board  approved  a pro- 
posed improved  conversion  privilege 
for  the  major  medical  plan.  This  con- 
version privilege  allows  an  insured 
who  is  leavingthe  plan  the  opportuni- 
ty to  acquire  a personal  policy  that  is 
greatly  improved  over  the  previously 
approved  personal  policy. 

A survivor  benefits  group  plan  was  ap- 
proved to  become  effective  Feb  1, 
1976.  This  plan  provides  for  a total 
monthly  income  of  either  $1,000  or 
$1,500  for  the  surviving  spouse  and 
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children  of  a deceased 
physician. 

The  board  increased  the  maximum 
group  term  life  coverage  to  $100,000 
and  extended  to  age  65  the  eligibility 
for  enrolling  in  the  group  plansof  the 
association  insurance  program  pro- 
vidingthat  the  applicants  meet  the 
standard  undenwriting  requirements. 

TMA  comments 
on  HMO  rules 

In  a lettertothe  commissioner  of  in- 
surance and  the  director  of  the  Texas 
Department  of  Health  Resources,  Dr. 
Joseph  T.  Ainsworth,  chairman  of  the 
Texas  Medical  Association  Council  on 
Medical  Legislation,  commented  upon 
and  offered  suggestions  regarding  the 
proposed  rules  and  regulations  of 
health  maintenance  organizations 
(HMDs)  in  the  state. 

Dr.  Ainsworth  specifically  cited  sug- 
gestions relatingto  more  than  20 
proposed  items.  He  stated  that  while 
the  rules  and  regulations  proposed 
by  both  agencies  were  reasonably 
consistent  with  their  purpose,  he 
hoped  that  they  would  be  reviewed  in 
line  with  TMA  comments  and  provide 
maximum  flexibility  for  all  types  of 
HMDs  to  operate. 

Sandoz  to  sponsor 
journal  awards 

An  annual  award  program  for  state 
and  county  medical  journals  will  be 
conducted  by  Sandoz 
Pharmaceuticals. 

The  Sandoz  Medical  Journal  Awards 
areforoutstandingappearance  and 
editorial  content  in  four  categories: 
state  journals  with  a circulation  over 
3,000,  state  journals  with  a circula- 
tion under3,000,  countyand  city 
journals  with  a circulation  over  2,000, 
and  county  and  city  journals  with  a 
circulation  under  2,000. 

Each  publication  will  receive  $500 
and  a plaque.  The  judges  are  Paul 


Fisher,  PhD,  professor  of  journalism 
at  the  University  of  Missouri  School 
of  Journalism,  Columbia,  Mo;  Howard 
Hudson,  editor  of  Newsletter  on  News- 
letters, Rhinebeck,  NY;  and  Richard 
Weiner,  journalist  and  public  relations 
counsel.  New  York  City. 

Information  regardingthe  awards  can 
be  obtained  from  Dr.  Craig  D.  Burrell, 
Sandoz,  Inc,  East  Hanover,  NJ  07936. 


Cooperative  efforts  urged 
to  detect  thyroid  cancer 

The  American  Hospital  Association 
and  the  American  Medical  Association 
are  joining  efforts  to  encourage  their 
members  to  look  atthe  situation  in 
their  communities  with  respect  to  the 
incidence  of  cancer  of  the  thyroid  as 
a possible  consequence  of  the  use  of 
radiation  in  the  1930s,  40s,  and  50s 
to  shrink  children’s  infected  tonsils, 
adenoids,  and  thymus  glands.  The 
organizations  are  recommendingthat 
steps  be  taken  to  ensure  that  the 
situation  is  adequately  dealt  with  in 
each  community. 

In  the  1930s,  40s,  and  50s,  it  was 
acceptable  medical  practice  for  physi- 
cians to  prescribe  and  administer 
radiation,  most  frequently  in  hospital 
facilities,  to  treat  certain  problems  of 
the  neck  and  face.  In  recent  years, 
however,  research  studies  have  shown 
a high  correlation  between  this  treat- 
ment and  cancer,  with  one  study 
showing  a 7%  incidence  of  thyroid 
carcinoma  in  unselected  patients  with 
a history  of  irradiation  to  the  neck 
area.  This  percentage  is  higher  than 
would  be  expected  in  the  general  pop- 
ulation and  implies  a continuing 
public  health  problem. 

Thyroid  carcinoma  is  usually  a very 
growing  cancerthat  poses  little  im- 
mediate danger  to  life.  Nevertheless, 
there  is  a need  for  hospitals  and  phy- 
sicians to  work  together  to  educate 
their  own  colleagues  about  proper 
methods  of  screening  and  treating 
this  problem,  and  to  ensure  that  per- 
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sons  in  their  communities  who  need 
attention  receive  it. 

A statement  signed  by  Dr.  James  H. 
Sammons,  executive  vice  president 
of  the  AMA,  and  John  A.  McMahon, 
president  of  the  AHA,  suggests  sev- 
eral possible  approaches  that  can  be 
applied  to  situations  at  the  com- 
munity level.  These  include  large 
scale  “call  backs”  of  hospital  patients 
and  coordinated  programs  with  the 
mass  media.  The  statement  said  the 
first  approach,  which  has  been  tried 
in  some  communities,  is  costly  and 
requires  continuing  efforts  due  to  the 
difficulty  of  locating  such  records  and 
the  mobility  of  the  American  society. 
As  an  example  of  the  latter  approach, 
the  statement  cited  a program  devel- 
oped in  Milwaukee  in  which  over 
1 ,400  persons  were  screened  during 
the  first  year.  The  screening  is  free 
and  available  to  all  area  residents. 

Ten  percent  of  those  screened  were 
found  to  have  nodules  for  which  sur- 
gery was  recommended,  and  35%  of 
that  group  were  found  to  have  a thy- 
roid malignancy. 

The  AHA  and  the  AMA  encourage  hos- 
pitals and  physicians  to  work  together 
in  their  communities  and  regions  to 
develop  guidelines  and  procedures  for 
screening  persons  who  may  have  re- 
ceived this  treatment  and  to  deter- 
mine the  best  way  to  educate  the 
public  about  seeking  screening. 


1974,  the  nation’s  49,000  drugstores 
had  an  overall  sales  gain  of  7.1%,  the 
best  gain  since  1968,  up  from  $15.27 
billion  in  1973.  Also,  they  made  a big 
advance  in  regaining  sales  lost  in  pre- 
vious years  to  supermarkets  and  dis- 
counters. And,  there  were  some  spec- 
tacular rises  in  dollar  volume,  in  such 
items  as  cigarettes,  paperback  books, 
baby  needs,  and  pet  products. 

Sales  volume  from  prescriptions  was 
$6,649  billion  in  1974,  representing 
40.62%  of  the  drugstore  business 
and  88%  of  all  prescription  business. 
The  gain  over  1973  was  6.7%. 

Controlled  substances  act 
amended  by  legislature 

Preparations  such  as  cough  syrup 
containing  codeine  or  di hydrocodeine 
which  previously  could  be  sold  over 
the  counter  may  no  longer  be  dispens- 
ed by  a pharmacy  without  a prescrip- 
tion from  a practitioner. 

In  addition,  such  prescriptions  may 
not  be  filled  or  refilled  more  than  six 
months  after  the  date  of  the  prescrip- 
tion and  may  not  be  refilled  more 
than  five  times,  unless  renewed  by 
the  practitioner. 

These  changes  to  the  Texas  Con- 
trolled Substances  Act  became  effec- 
tive Sept  1 as  a result  of  a bill  passed 
by  the  last  Legislative  session. 


Drugstore  spending  up 

How  much  do  Americans  spend  in  the 
drugstore?  That’s  easy;  $16.36  bil- 
lion in  1974.  But  what  do  they  spend 
it  for? 

That’s  also  easy,  if  you  consult  the 
28th  annual  Consumer  Spending 
Survey,  published  by DrugTopics 
magazine.  The  survey,  just  off  the 
press,  covers  340  items  sold  in  drug- 
stores, from  abdominal  belts  to  yeast 
tablets.  Overall,  the  survey  shows 
several  interesting  things. 

For  example,  despite  the  recession  in 


Study  measures  death  rate 
of  medical  students,  MDs 

According  to  a recently  published 
study,  the  mortality  rates  among 
medical  students  and  young  physi- 
cians are  lower  than  the  rates  for  the 
comparable  groups  in  the  general 
population. 

The  study  appears  in  the  August  issue 
of  Journal  of  Medical  Education  and 
was  written  by  Drs.  Richard  B.  Ever- 
son and  Joseph  F.  Fraumeni, 

Jr. 

According  to  the  authors,  only  55 
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deaths  were  recorded  among  medical 
students  compared  with  271  expected 
from  the  death  rate  for  US  white 
males  aged  20-24.  The  death  rate  of 
medical  students  of  all  ages  was  37 
per  100,000  while  that  of  US  white 
males  aged  20-24  was  183  per 
100,000. 

Among  physicians  under  age  40  the 
death  rate  was  83  per  100,000  as 
compared  to  201  per  100,000  for  the 
white  male  population. 

The  authors  stated  that  a prior  study 
showed  that  this  trend  continued  until 
ages  60-69  when  the  death  rates  of 
physicians  slightly  exceeded  those  of 
white  males.  After  age  70,  however, 
physician  mortality  was  again  sub- 
stantially lower. 

VD  awareness  week 
sponsored  in  Houston 

Physicians  and  health  authorities  in 
Houston  recently  joined  forces  to 
wage  war  against  venereal  diseases  by 
sponsoring  VD  Awareness 
Week. 

Activities  included  a press  confer- 
ence, an  educational  campaign,  dis- 
tribution of  booklets,  and  other  pro- 
grams to  increase  both  the  public’s 
and  health  professional’s  level  of 
knowledge  and  index  of  suspicion 
about  VD. 

The  week  received  much  attention  in 
the  local  media. 


Ambulatory  care  review 
not  required  now 

In  response  to  inquiries  regarding  the 
need  for  ambulatory  care  peer  review, 
the  Texas  Medical  Association’s  Of- 
fice of  Government  Health  Programs 
has  stated  that  none  of  the  peer  re- 
view requirements  at  this  time  apply 
to  the  ambulatory  care  provided  by 
physicians. 

According  to  a spokesman  for  the  of- 
fice, however,  farsighted  organiza- 
tions will  begin  to  plan  forwhat  may 
be  an  inevitable  federal  development 
of  ambulatory  review  in  the  1980s. 
The  current  professional  standards 
review  organization  (PSRO)  program 
permits,  with  approval  of  the  Secre- 
tary of  the  Department  of  Health,  Edu- 
cation, and  Welfare,  the  PSRO  to  un- 
dertake ambulatory  care  review,  but 
it  does  not  mandate  this  type  of  re- 
view. 

Nursing  statistics 

Recent  statistics  from  two  state  li- 
censing agencies,  the  Board  of  Nurse 
Examiners  and  the  Board  of  Vocation- 
al Nurse  Examiners,  show  some  inter- 
esting facts  about  RNs  and  LVNs  in 
the  state. 

• There  are  57,149  RNs  registered 
with  the  board  of  which  42,182  reside 
in  Texas. 

• Of  the  registered  nurses,  79% 
work  as  professionals  and  82%  of 
those  work  full  time. 

• Of  the  working  nurses,  69%  work 
in  hospital  settings,  7%  in  offices, 
6%  in  schools,  4%  in  schools  of 
nursing,  4%  in  public  health,  3%  in 
nursing  homes,  3%  in  private  duty, 
2%  in  industry,  and  2%  in  other 
settings. 

• The  Texas  RN  population  ratio  is 
273  RNs  per  100,000  people. 

• The  Texas  counties  with  the  great- 
est and  lowest  number  of  RNs  are 
Harris  with  over  8,600  and  Loving  and 
Motley  counties  which  have  no  RN. 

• As  of  December  1974,  there  were 
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ACCEPTED  CONCEPTS  IN  ANGINA  THERAPY^ 

• Nitrates  are  the  first  line  of  defense 
against  angina  pectoris 

• The  therapeutic  goal  of  oral  nitrate  therapy 
is  an  anaina-free  patient 


When  higher  dosage  is  necessary  in  the 
prophylaxis  of  angina 

prescribe 


M I i 


(isosorbide 

dinitrate) 

20  mg. 


Scored,  oral  tablets 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg./day) 

•To  provide  prophylaxis  against  anginal  attacks  often  caused 
by  unavoidable  everyday  stress. 

• To  reduce  the  frequency  and  severity  of  angina  pectoris 
attacks.  (Not  intended  to  abort  the  acute  episode.) 


♦ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences — National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

“Possibly”  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 


Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 

Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/ or  professional  samples? 

IVES  LABORATORIES  INC.  ^ 

New  York,  New  York  10017  n 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE® 


14 


TEXAS  MEDICINE 


an  estimated  847  (2%)  male  RNs 
residing  in  Texas. 

• Texas  nursing  school  programs 
graduated  2,725  students  in  1974.  In 
the  same  year  2,049  graduate  stu- 
dents were  licensed  as  RNs  in  Texas. 

• AsofAugSl,  1975,48,695  LVNs 
had  renewed  their  licenses  for  1976. 

• In  1974, 3,950  LVNs  were  licensed 
in  Texas.  Of  these,  3,354  were  licens- 
ed by  examination. 

• The  LVN  population  ratio  is  400 
LVNs  per  100,000  people  in  Texas. 
This  is  based  on  the  number  who  have 
renewed  licenses  for  1976. 

• The  total  number  of  LVNs  who 
have  been  licensed  by  the  board  since 
its  inception  in  1951  is  64,396. 


Publication  reviews  articles 
for  clinical  neuroscientists 

The  Clinical  Neurology  Information 
Center  has  announced  that  in  1975- 
76  approximately  10,400  articles  of 
interest  to  the  clinical  neuroscientist 
will  be  reviewed  in  its  biweekly  Con- 
cise Clinical  Neurology  Review. 

The  review  includes  articles  published 
in  over  850  regularly  recurring  jour- 
nals, over  half  of  which  appear  no 
later  than  three  to  four  weeks  after 
publication.  Of  the  articles  reviewed, 
approximately  40%  are  presented  as 
“terse  conclusions,”  a single  sen- 
tence summarizing  the  essence  of  the 
article.  The  remaining  articles  are 
presented  as  references  only.  Accord- 
ingto  Dr.  Walter  J.  Friedlander,  direc- 
tor of  the  information  center,  the  re- 
view’s format  is  designed  so  that  a 
clinical  neuroscientist  should  be  able 
to  scan  over  850  journals  in  about  20 
minutes  every  two  weeks  and  select 
those  articles  which  are  of  particular 
interest. 

More  information  can  be  obtained  by 
writing  the  Clinical  Neurology  Infor- 
mation Center,  University  of  Nebras- 


ka Medical  Center,  42nd  and  Dewey 
Ave,  Omaha,  Neb  68105. 


Media  competition  announced 

The  Texas  Medical  Association  has 
announced  its  19th  annual  Anson 
Jones  Award  competition  for  excel- 
lence in  communicating  health  infor- 
mation to  the  public. 

Open  to  Texas  newspapers,  maga- 
zines, and  radio  and  television  sta- 
tions, the  competition  is  divided  into 
eight  separate  categories.  Each  win- 
ner receives  a $250  cash  award  and 
an  engraved  plaque. 

Winning  entries  are  judged  on  the 
basis  of  accuracy,  significance,  quali- 
ty, public  interest,  and  impact.  Pro- 
fessionals from  the  fields  of  publish- 
ingand  broadcasting  will  review  the 
entries  with  the  final  winners  selected 
by  a panel  of  physicians. 

The  entry  deadline  is  Dec  10.  Entries 
must  have  been  published  or  broad- 
cast between  Dec  1,  1974,  and  Nov 
30,  1975.  Award  winners  will  be  an- 
nounced the  first  week  of  February 
with  presentations  being  made  during 
TMA’s  annual  session  in  Dallas  in 
May. 

The  award  is  named  in  honor  of  Dr. 
Anson  Jones,  a pioneerTexas  physi- 
cian, distinguished  writer,  and  form- 
er president  of  the  Republic  of  Texas. 


Report  cites  payments 
for  Medicaid  services 

According  to  records  of  Blue  Cross 
benefit  payments  for  regular  Medicaid 
services,  the  average  cost  of  outpa- 
tient hospital  claims  is  more  than 
doubled  that  for  physician  office 
visits. 

The  report,  dated  July,  1975,  indi- 
cated that  the  average  outpatient  hos- 
pital claim  totaled  $25.56  compared 
to  $12.38  for  physician  office  visits. 
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Propoxyphene 
used  in  suicides 

Darvon,  a widely  prescribed  pain 
drug,  is  replacing  sleeping  pills  as  a 
favorite  agent  used  in  suicides,  says 
a report  from  the  Office  of  the  Chief 
Medical  Examinerof  North  Carolina 
in  the  Sept  22  issue  of  the  Journal  of 
the  American  Medical  Association. 

Drs.  Arthur  J.  McBay  and  Page  Hud- 
son of  Chapel  Hill,  NC,  report  that  “we 
are  observing  an  alarming  increase  in 
North  Carolina  in  the  number  of 
deaths  attributable  to  propoxyphene. 
We  doubt  that  the  phenomenon  is 
peculiartothis  state.” 

Propoxyphene  is  a prescription  pain 
reliever  second  only  to  aspirin  in  pop- 
ularity. Darvon  is  the  most  commonly 
known  trade  name,  but  it  also  is  mar- 
keted as  Dolene,  Pro-Gesic-65,  and 
SK-65. 

Drs.  McBay  and  Hudson  attribute  the 
increase  in  individuals  taking  Darvon 
in  suicides  to  several  factors — res- 
trictions on  the  availability  of  sleeping 
pills,  stricter  controls  on  “the  much 
less  lethal  codeine,”  a misconception 
on  the  part  of  many  physicians  that 
propoxyphene  is  essentially  harmless, 
and  “the  situation  that  Medicare  will 
pay  for  propoxyphene  and  prescrip- 
tions but  will  not  pay  for  aspirin.” 

They  report  that  1 5 to  20  capsules 
of  propoxyphene  may  cause  death, 
and  in  somewhat  smaller  amounts  if 
taken  with  alcoholic  drinks. 

The  North  Carolina  State  Medical  Ex- 
aminer System  detected  21  deaths  in 
1972  and  21  in  1973  attributable  to 


propoxyphene.  There  were  30  deaths 
in  1974  and  16  more  in  the  first  quar- 
ter of  1975.  Most  of  the  propoxy- 
phene deaths  have  been  suicidal  over- 
doses; some  have  been  accidents, 
they  report. 


State  to  publish 
Texas  register 

A new  T exas  act  passed  by  the  64th 
Legislature  requires  the  Secretary  of 
State  to  publish  a “Texas  Register” 
of  proposed  agency  rules  and 
regulations. 

The  effective  date  of  this  act  is  Jan  1, 
1976.  Accordingto  the  law,  the  regis- 
ter must  be  published  not  less  than 
100  times  each  calendar  year.  The  act 
provides  for  public  participation  in 
the  rulemaking  process  through  no- 
tice via  the  register  and  opportunity 
for  comment,  orally  or  in  written  form. 
Opportunity  for  a public  hearingon 
substantive  rules  is  afforded  associa- 
tions having  25  members. 


Correction 

The  American  Medical  Association 
membership  classification  and  dues 
listing  in  the  November  issue  of  Texas 
Medicine  should  have  included  a line 
indicating  “Leaves  of  Absence.”  It 
should  be  noted  that  the  last  five 
membership  classifications  in  the  list- 
ing applied  to  types  of  absences  as 
listed  in  the  corresponding  Texas 
Medical  Association  listing. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 


Investment  Media* 

1975 

Through 

10/31/75 

3 Years 
Ended 
12/31/74 

5 Years 
Ended 
12/31/74 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+ 20.4% 

-35.1% 

-26.6% 

1.6% 

Loomis-Sayles  Mutual  Fund 

+ 19.4% 

-29  7% 

-21.1% 

3.7% 

Mercantile  Bank  Equity  Fund 

+28.5% 

-46.9% 

-36.1% 

4.1% 

Mercantile  Bank  Fixed  Income  Fund 

+ 1.0% 

-17.2% 

- 8.5% 

8.3% 

T Rowe  Price  Growth  Stock  Fund 

+ 31.6% 

-43.3% 

-33.5% 

2.1% 

T Rowe  Price  New  Income  Fund 

+ 0.9% 

N/A 

N/A 

8.0% 

Stein  Roe  & Farnham  Balanced  Fund 
Standard  & Poor  500  Stock  Average 

Dow  Jones  Industrial  Average 

+ 21.3% 
+29  9% 

+ 35.7% 

-29.6% 

-32.8% 

-30.7% 

-20.8% 

-255% 

-22.9% 

3.4% 

•Includes  reinvested  capital  gains  distributions. 
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en  serum  cholesterol 
demands  attention... 


atients  may  need 


• Diet  contrbl 

• A proven  cholesterol-lowering 
adjunct  to  diet* 

• Convenient  once-a-day  dosage’ 

• Reasonable  cost* 


CholQXin 

(sodium  dexto 


\n  agent  for  low  density  lipoproteins,  “type  II 


fernia',’  in  euthyroid,  non-cardiac  patients. 


FLINT  LABORATORIES 

DIVISION  Of  TRAVENOL  LABORATORIES.  INC. 

Deerfield.  Illinois  600is 


See  reverse  side  for  full  prescribing  information 


Ciloloxir 


(sodium  dextrothyroxine) 

The  Lipid-Lowering  Agent  with 
Once-A-Day  Dosage 

Four  strengths  ...  1 , 2,  4,  and  6 mg. . . . are  available  making 
the  scored  tablet  regimen  a flexible  dosage  system.  And,  for 
most  patients,  CHOLOXIN  tablets  offer  once-a-day  dosage. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle- 
rosis or  coronary  heart  disease.  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question. 


CHOLOXIN®  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 

See  prescribing  information  in  package  insert  reproduced  below. 


Starting 

Increased 

Usual 

Dosage 

Monthly  by 

Maintenance 

Recommended 

Adult  Hypercholesterolemic 

1 .0-2.0  mg. 

1 .0-2.0  mg. 

4. 0-8.0  mg. 

4.0-8. 0 mg. 

Pediatric  Hypercholesterolemic 

0.05  mg. /kg.  body  weight 

0.05  mg. /kg. 

0.1  mg. /kg.  body  weight 

4.0  mg. 

Hypothyroid  Cardiac 

0.5-1 .0  mg. 

1 .0  mg. 

4.0  mg. 

4.0  mg. 

Choloxin 

(sodium  dextrothyroxine) 


Description 

CHOLOXIN  (sodium  dextrothyroxine)  is 
the  sodium  salt  of  the  dextrorotatory 
isomer  of  thyroxine.  It  is  chemically 
described  as  D-3,5,3',5'-tetraiodothyro- 
mne  sodium  salt. 

Actions 

The  predominant  effect  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  the  reduc- 
tion of  serum  cholesterol  levels  in 
hyperlipidemic  patients.  Beta  lipopro- 
tein and  triglyceride  fractions  may 
also  be  reduced  from  previously  ele- 
vated levels. 

Most  of  the  available  evidence  indi- 
cates that  CHOLOXIN  stimulates  the 
liver  to  increase  catabolism  and  excre- 
tion of  cholesterol  and  its  degradation 
products  via  the  biliary  route  into  the 
feces.  Cholesterol  synthesis  is  not  in- 
hibited and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the 
blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict 
attention  should  be  paid  to  the  indica- 
tions and  contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is 
an  antilipidemic  agent  used  as  an  ad- 
junct to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cho- 
lesterol (low  density  lipoproteins)  in 
euthyroid  patients  with  no  known  evi- 
dence of  organic  heart  disease. 

The  drug  is  also  indicated  in  the  treat- 
ment of  hypothyroidism  in  patients 
with  cardiac  disease  who  cannot  toler- 
ate other  types  of  thyroid  medication. 
Before  prescribing,  note  the  following: 
Results  from  a randomized  clinical 
study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  is  administered 
to  a patient  receiving  a digitalis  prep- 
aration. There  may  be  an  additive 
effect.  This  additive  effect  may  possi- 
bly stimulate  the  myocardium  exces- 
sively in  patients  with  significant 
myocardial  impairment.  CHOLOXIN  dos- 
age should  not  exceed  4 mg  per  day 
when  the  patient  is  receiving  a digitalis 
preparation  concomitantly.  Careful 
monitoring  of  the  total  effect  of  both 
drugs  is  important. 

It  has  not  been  established  whether 
the  drug-induced  lowering  of  serum 
cholesterol  or  lipid  levels  has  a detri- 
mental, beneficial,  or  no  effect  on  the 
morbidity  or  mortality  due  to  athero- 
sclerosis or  coronary  heart  disease. 
Several  years  will  be  required  before 
current  investigations  will  yield  an 
answer  to  this  question. 

Contraindications 

The  administration  of  CHOLOXIN  (so- 
dium dextrothyroxine)  to  euthyroid 
patients  with  one  or  more  of  the  fol- 
lowing conditions  is  contraindicated: 

1.  Known  organic  heart  disease,  in- 
cluding angina  pectoris;  history  of 
myocardial  infarction;  cardiac  ar- 
rhythmia or  tachycardia,  either 
active  or  in  patients  with  demon- 
strated propensity  for  arrhyth- 
mias; rheumatic  heart  disease; 
history  of  congestive  heart  fail- 
ure; and  decompensated  or  bor- 
derline compensated  cardiac 
status. 

2.  Hypertensive  states  (other  than 
mild,  labile  systolic  hypertension). 


3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine) 
may  potentiate  the  effects  of  antico- 
agulants on  prothrombin  time.  Reduc- 
tions of  anticoagulant  dosage  by  as 
much  as  30%  have  been  required  in 
some  patients.  Consequently,  the  dos- 
age of  anticoagulants  should  be  re- 
duced by  one-third  upon  initiation  of 
CHOLOXIN  therapy  and  the  dosage  sub- 
sequently readjusted  on  the  basis  of 
prothrombin  time.  The  prothrombin 
time  of  patients  receiving  anticoagu- 
lant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as 
frequently  as  necessary,  but  at  least 
weekly,  during  the  first  lew  weeks  of 
treatment. 

In  the  surgical  patient,  it  is  wise  to 
consider  withdrawal  of  the  drug  two 
weeks  prior  to  surgery  if  the  use  of 
anticoagulants  during  surgery  is  con- 
templated. 

When  CHOLOXIN  is  used  as  thyroid 
replacement  therapy  in  hypothyroid 
patients  with  concomitant  coronary 
artery  disease  (especially  those  with  a 
history  of  angina  pectoris  or  myocar- 
dial infarction)  or  other  cardiac  dis- 
ease, treatment  should  be  initiated 
with  care.  Special  consideration  of  the 
dosage  schedule  of  CHOLOXIN  is  re- 
quired. This  drug  may  increase  the 
oxygen  requirements  of  the  myocar- 
dium, especially  at  high  dosage  levels. 
Treated  subjects  with  coronary  artery 
disease  must  be  seen  at  frequent  in- 
tervals. If  aggravation  of  angina  or 
increased  myocardial  ischemia,  cardiac 
failure,  or  clinicaljy  significant  ar- 
rhythmia develops  during  the  treatment 
of  hypothyroid  patients,  the  dosage 
should  be  reduced  or  the  drug  discon- 
tinued. 

Special  consideration  must  be  given  to 
the  dosage  of  other  thyroid  medications 
used  concomitantly  with  CHOLOXIN.  As 
with  all  thyroactive  drugs,  hypothyroid 
patients  are  more  sensitive  to  a given 
dose  of  CHOLOXIN  than  euthyroid  pa- 
tients. 

Epinephrine  injection  in  patients  with 
coronary  artery  disease  may  precipi- 
tate an  episode  of  coronary  insuffi- 
ciency. This  condition  may  be  enhanced 
in  patients  receiving  thyroid  analogues. 
These  phenomena  should  be  kept  in 
mind  when  catecholamine  injections 
are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery 
disease. 

Since  the  possibility  of  precipitating 
cardiac  arrhythmias  during  surgery 
may  be  greater  in  patients  treated 
with  thyroid  hormones,  it  may  be 
wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks 
prior  to  an  elective  operation.  During 
emergency  surgery  in  euthyroid  pa- 
tients, and  In  surgery  in  hypothyroid 
patients  in  whom  it  may  be  advisable 
to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextro- 
thyroxine in  diabetic  patients  is  capa- 
ble of  increasing  blood  sugar  levels 
with  a resultant  increase  in  require- 
ments of  insulin  or  oral  hypoglycemic 
agents.  Special  attention  should  be 
paid  to  parameters  necessary  for  good 
control  of  the  diabetic  state  in  dextro- 
thyroxine-treated  subjects  and  to 
dosage  requirements  of  insulin  or  other 


antidiabetic  drugs.  If  sodium  dextro- 
thyroxine is  later  withdrawn  from 
patients  who  had  required  an  increase 
of  insulin  (or  oral  hypoglycemic  agents) 
dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be 
reduced  and  adjusted  to  maintain  good 
control  of  the  diabetic  state. 

When  either  or  both  impaired  liver  or 
kidney  function  are  present,  the  advan- 
tages of  CHOLOXIN  therapy  must  be 
weighed  against  the  possibility  of  del- 
eterious results. 

Usage  In  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  famil- 
ial hypercholesterolemia  or  hyperlipe- 
mia should  not  be  deprived  of  the  use 
of  this  drug;  it  can  be  given  to  those 
patients  exercising  strict  birth  control 
procedures.  Since  pregnancy  may  occur 
despite  the  use  of  birth  control  pro- 
cedures, administration  of  CHOLOXIN 
(sodium  dextrothyroxine)  to  women  of 
this  age  group  should  be  undertaken 
only  after  weighing  the  possible  risk 
to  the  fetus  against  the  possible  bene- 
fits to  the  mother.  Teratogenic  studies 
in  two  animal  species  have  resulted  in 
no  abnormalities  in  the  offspring. 
Precautions 

It  is  expected  that  patients  on  dextro- 
thyroxine therapy  will  show  greatly 
increased  serum  protein-bound-iodine 
levels.  These  increased  serum  PBI 
values  are  evidence  of  absorption  and 
transport  of  the  drug,  and  should  NOT 
be  interpreted  as  evidence  of  hyper- 
metabolism; similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of 
CHOLOXIN  (sodium  dextrothyroxine). 
PBI  values  in  the  range  of  10  to  25 
mcg%  in  treated  patients  are  common. 
If  signs  or  symptoms  of  iodism  develop 
during  CHOLOXIN  therapy,  the  drug 
should  be  discontinued. 

A few  children  with  familial  hypercho- 
lesterolemia have  been  treated  with 
CHOLOXIN  for  periods  of  one  year  or 
longer  with  no  adverse  effects  on 
growth.  However,  it  is  recommended 
that  the  drug  be  continued  in  patients 
in  this  age  group  only  if  a significant 
serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextro- 
thyroxine therapy  are,  for  the  most 
part,  due  to  increased  metabolism,  and 
may  be  minimized  by  following  the 
recommended  dosage  schedule.  Ad- 
verse effects  are  least  commonly  seen 
in  euthyroid  patients  with  no  signs  or 
symptoms  of  organic  heart  disease;  the 
incidence  of  adverse  effects  is  in- 
creased in  hypothyroid  patients,  and  is 
highest  in  those  patients  with  organic 
heart  disease  superimposed  on  the 
hypothyroid  state. 

In  the  absence  of  known  organic  heart 
disease,  some  cardiac  changes  may  be 
precipitated  during  sodium  dextrothy- 
roxine therapy.  In  addition  to  angina 
pectoris,  arrhythmia  consisting  of 
extrasystoles,  ectopic  beats,  or  supra- 
ventricular tachycardia,  ECG  evidence 
of  ischemic  myocardial  changes  and 
increase  in  heart  size  have  been  ob- 
served. Myocardial  infarctions,  both 
fatal  and  non-fatal,  have  occurred,  but 
these  are  not  unexpected  in  untreated 
patients  in  the  age  groups  studied.  It 
is  not  known  whether  any  of  these  in- 
farcts were  drug  related. 

Changes  in  clinical  status  that  may  be 
related  to  the  metabolic  action  of  the 
drug  include  the  development  of  in- 
somnia, nervousness,  palpitations. 


tremors,  loss  of  weight,  lid  lag,  sweat- 
ing, flushing,  hyperthermia,  hair  loss 
diuresis,  and  menstrual  irregularities' 
Gastrointestinal  complaints  during 
therapy  have  included  dyspepsia,  nau- 
sea and  vomiting,  constipation,  diar- 
rhea, and  decrease  in  appetite. 

Other  side  effects  reported  to  be 
associated  with  CHOLOXIN  (sodium 
dextrothyroxine)  therapy  include  the 
development  of  headache,  changes  in 
libido  (increase  or  decrease),  hoarse- 
ness, tinnitus,  dizziness,  peripheral 
edema,  malaise,  tiredness,  visual  dis 
turbances,  psychic  changes,  paresthe 
sia,  muscle  pain,  and  various  bizarre 
subjective  complaints.  Skin  rashes,  in 
eluding  a few  which  appeared  to  be 
due  to  iodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some 
investigators.  Gallstones  have  been 
discovered  in  occasional  dextrothyrox 
ine-treated  patients  and  cholestatic 
jaundice  has  occurred  in  one  patient, 
although  its  relationship  to  CHOLOXIN 
therapy  was  not  established. 

In  several  instances,  the  previously 
existing  conditions  of  the  patient  ap- 
peared to  continue  or  progress  during 
the  administration  of  CHOLOXIN;  ; 
worsening  of  peripheral  vascular  dis 
ease,  sensorium,  exophthalmos,  and 
retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of 
anticoagulants,  such  as  warfarin  or 
Dicumarol,  on  prothrombin  time,  thus 
indicating  a decrease  in  the  dosage 
requirements  of  the  anticoagulants.  On 
the  other  hand,  dosage  requirements 
of  antidiabetic  drugs  have  been  re 
ported  to  be  increased  during  dextrO' 
thyroxine  therapy  (see  WARNINGS 
section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterol 
emic  patients,  the  recommended  main- 
tenance dose  of  CHOLOXIN  (sodium 
dextrothyroxine)  is  4 to  8 mg  per  day. 
The  initial  daily  dose  should  be  1 to  2 
mg  to  be  increased  in  1 to  2 mg  incre- 
ments at  intervals  of  not  less  than  one 
month  to  a maximum  level  of  4 to  8 
mg  daily,  if  that  dosage  level  is  indi- 
cated to  effect  the  desired  lowering  of 
serum  cholesterol. 

When  used  as  partial  or  complete  sub- 
stitution therapy  for  levothyroxine  in 
hypothyroid  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types 
of  thyroid  medication,  the  initial  daily 
dose  should  be  1 mg  to  be  increased 
in  1 mg  increments  at  intervals  of  not 
less  than  one  month  to  a maximum 
level  of  4 to  8 mg  daily,  preferably  the 
lower  dosage.  The  maximum  in  patients 
receiving  digitalis  therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  pa- 
tients, the  recommended  maintenance 
dose  of  CHOLOXIN  is  approximately  0.1 
mg  per  kilogram.  The  initial  daily  dos- 
age should  be  approximately  0.05  mg 
per  kilogram  to  be  increased  in  up  to 
0.05  mg  per  kilogram  increments  at 
monthly  intervals.  The  recommended 
maximal  dose  is  4 mg  daily,  if  that 
dosage  is  indicated  to  effect  the  de- 
sired lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac 
disease  develop  during  the  treatment 
period,  the  drug  should  be  withdrawn. 
How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is 
supplied  in  prescription  packages  of 
scored  1,  2,  4,  and  6 mg  tablets. 

FLINT  LABORATORIES 

Division  of  TRAVENOl  l ABOFI ATORK S INC 
Deerfield.  Illmoiseoois 


CAPITAL  COMMENTS 


AUSTIN:  INDIVIDUAL  HEALTH  EXPENDITURES.  The  Texas  Department  of  Health 
Resources  has  reported  that  the  average  individual  out-lay  for  health  in  the  year 
ending  June  1974  was  $485  per  individual.  According  to  the  report,  this  repre- 
sents a rise  of  10.6%  overthe  previous  year.  The  report  indicated  that  hospital 
care  was  the  largest  single  element  in  health  expenditures,  accounting  for 
39%  of  the  total  cost. 

WASHINGTON:  CATASTROPHIC  NATIONAL  HEALTH  INSURANCE  BILL.  Sens 
Russell  Long  (D-La)  and  Abraham  Ribicoff  (D-Conn)  have  introduced  a bill  much 
the  same  as  last  year’s  version.  The  measure,  cosponsored  by  1 1 other  senators, 
has  been  opposed  by  all  the  major  outside  groups  offering  NHI  programs,  espe- 
cially labor  and  the  Ford  Administration.  As  the  bipartisan  list  of  sponsors  indi- 
cates, however,  the  bill  has  support  in  the  Senate  and  ranks  with  organized 
labor’s  Health  Security  Act  (championed  by  Sen  Edward  Kennedy)  as  a conten- 
der for  passage.  The  cost  of  the  Long-Ribicoff  bill  is  placed  at  $7  billion  annually. 
Among  its  provisions,  the  measure  would  cover  all  persons  with  catastrophic 
protection  paying  all  costs  after  60  days  in  a hospital  or  $2,000  in  expenses. 

Initial  sponsors  of  the  bill  include  Sens  Mike  Mansfield  (D-Mont),  Hugh  Scott 
(R-Pa),  Herman  E.  Talmadge  (D-Ga),  Howard  W.  Cannon  (D-Nev),  Ernest  F.  Hol- 
lings  (D-SC),  Daniel  K.  Inouye  (D-Hawaii),  Joseph  M.  Montoya  (D-NM),  William 
L.  Scott  (R-Va),  Clifford  P.  Hansen  (R-Wyo),  Charles  H.  Percy  (R-lll),  and  Milton 
R.  Young(R-ND). 


Editor’s  note: 
“Capital  Com- 
ments” is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 


WASHINGTON:  HEALTH  MANPOWER  HEARINGS.  The  Senate  has  held  another 
series  of  hearings  chaired  by  Sen  Edward  Kennedy.  Among  the  organizations  tes 
tifying  were  the  American  Medical  Association,  the  American  Board  of  Medical 
Specialties,  the  American  Hospital  Association,  the  Association  of  American 
Medical  Colleges,  and  the  Council  on  Medical  Specialties  Societies  of  the  Coor- 
dinating Council  on  Medical  Education.  A representative  of  the  American  Board 
of  Medical  Specialties  told  the  subcommittee  that  federally  dictated  controls  on 
specialty  distribution  would  be  disruptive  to  patterns  of  medical  practice.  The 
president  of  the  American  Academy  of  Family  Physicians  endorsed  the  federal 
legislative  provisions  to  control  the  location,  number,  and  types  of  residency 
positions  and  called  for  a decrease  in  capitation  support  for  medical  schools. 

AUSTIN:  STUDY  COMMISSION  UPDATE.  The  Medical  Professional  Liability 
Study  Commission  scheduled  four  days  of  meetings  in  November  in  Austin. 
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WASHINGTON:  MEDICARE  PROPOSALS  SUBMITTED.  Twenty-five  organizations 
have  submitted  proposals  to  Congress  for  amendingthe  Medicare  program.  Wil- 
liam E.  Rhime,  president-designate  of  Blue  Shield,  told  the  Medicare  subcom- 
mittee that  Blue  Shield  questions  the  Department  of  Health,  Education  and  Wel- 
fare’s economic  index  for  reimbursing  physicians.  He  said  that  such  major  in- 
fluences as  the  current  increase  in  professional  liability  insurance  go  essentially 
unacknowledged  in  the  index.  The  real  solution,  he  said,  is  for  Congress  to 
choose  to  either  pay  in  full  or  limit  the  government’s  liability. 

SACRAMENTO:  COMMERCIALS  ALLEGE  MALPRACTICE  OF  FEW.  The  California 
T rial  Lawyers  Association  has  broadcast  commercials  on  California  radio  stations 
recently  alleging  that  “in  Los  Angeles  County  alone  there  are  20  doctors  who  ac- 
count for  nearly  600  lawsuits.  This  is  almost  two-thirds  of  the  859  malpractice 
suits  settled  in  California  last  year.’’  Los  Angeles  County  Medical  Association 
quickly  challenged  the  allegations,  twice  demanding  the  names  of  the  “20  doc- 
tors’’ so  that  appropriate  action  could  betaken.  The  trial  lawyers  have  not  yet 
supplied  the  names. 

WASHINGTON:  HEW  GOALS.  In  a recent  address  before  the  American  Hospital 
Association,  Dr.  Theodore  Cooper  HEW’s  assistant  secretary  for  health,  describ- 
ed the  government’s  forward  plan  for  health  in  thecomingyears.  He  said  that 
HEW  will  1)  expand  research  and  experimentation  in  rate  regulation,  2)  make 
direct  attempts  to  increase  the  output  of  primary  care  physicians,  3)  attempt  to 
further  define  the  role  of  the  physician  extender,  4)  consider  the  use  of  prospec- 
tive budgeting  for  providers’  services,  and  5)  try  to  administer  the  Health  Main- 
tenance Organization  Act  in  a way  to  insure  fairtrial  and  assessment  of  HMOs. 

WASHINGTON:  UNDER-SECRETARY  OF  HEW  NOMINATED.  Marjorie  Ward  Linch 
has  been  appointed  to  be  the  principal  deputy  to  HEW’s  Secretary  David 
Mathews.  Ms.  Linch  had  been  deputy  administrator  of  the  American  Revolution 
Bicentennial  Administration.  Previously,  she  was  a state  legislator  in  Washington 
where  her  major  interests  were  education  and  child  care. 


TEXAS  MEDICINE 


Unless  the  kid  takes  it. 
Frivolous  observation? 
Hardly.  The  medical  literature 
IS  now  replete  with  data 
showing  that  25  to  50%  are 
drug  defaulters.*  Adults.  Kids. 


' Everything  is  for  naught  if 
ithe  kid’s  taste  buds  reject 
jthe  product. 


That’s  what’s  nice  about 
'INCREMIN  with  Iron  Syrup. 
ilt  really  tastes  okay. 

Now,  to  convince  yourself 
that  INCREMIN  with 
Iron  Syrup  makes  iron 
"bioavailable”  by  effec- 
Itively  delivering  it  to  the 
jpatient,  request  starter 
|samples.  Also  available: 
Aprintofthisoriginal 
^artwork  (without  any 
text)  suitable  for  framing. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  Ne\w  York  10965 


Lederle  Laboratories 
Bldg.  140,  Room  104R 
Pearl  River,  N.Y.  10965 


□ Please  have  your  representative 
deliver  samples  of  INCREMIN  with 
Iron  Syrup. 


□ Please  send  print  suitable  for  framing. 


□ Please  send  bibliography  on  patient 
compliance  problems. 


Each  teaspoonful  (5  cc)  contains: 
Elemental  Iron 


(as  Ferric  Pyrophosphate) 

30  mg 

1-Lysine  HCI 

300  mg 

Thiamine  HCI  (Bi) 

10  mg 

Pyridoxine  HCI  (Bb) 

5 mg 

Vitamin  Bij 

25  mcgm 

Sorbitol 

3.5  Gm 

Alcohol 

0.75% 

DOSAGE:  Prevention  of  iron-deficiency 
anemia— Children  and  Adults— 1 tsp.  (5  cc) 
daily. Treatment  of  iron-deficiency  anemia— 
Children:  1 tsp.  t.i.d.;  Adults:  1 tsp.  q.i.d. 


SUPPLY:  Bottles  of  4 fl.  oz.  and  1 6 fl.  oz. 


FREE  SAMPLE  COUPON 


with 


IRON 


Dietary  Supplement 

Syrup 


Want  a list  of  relevant  references?  Please  use  the  coupon. 
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Because  the  really  tous 


Life’s  little  problems  are  things 
we  all  must  cope  with.  Happily,  a 
little  love  and  a bandage  are  all  it 
takes  to  patch  up  a kid’s  finger.  Or 
a kid’s  knee. 

But  what  if  it’s  a kidney? 

At  best  it’s  heartbreaking.  At 
the  worst  it  can  break  you 
financially  as  well. 


Unless  you  have  Blue  Cn 
and  Blue  Shield  $250,000  ^ 
Medical  coverage,  for  maxi 
benefits  in  case  of  prolongt 
sickness  or  injury. 

To  offset  the  high  cost . . 
living. 


teyor  Medical. 

crapes  aie  harder  to  mend 


lis  plan  is  open  to  groups  with 
3w  as  1 0 employees,  so  call 
r Blue  Cross  and  Blue  Shield 
esentative  today, 
ou'll  find  him  in  the  Yellow 
les.  And  you’ll  find  him  most 
Dful. 


Blue  Cross® 

GROUP  hospital  SERVICE  INC 

Blue  Shield® 

GROUP  LIFE  t health  INSURANCE  COMPANY 

of  Texas 


"Registered  Mark  Blue  Cross  Association 

"Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 


CONTINUING  EDUCATION  COURSES 


DECEMBER 

Basic  Sciences:  Physiology 

Postponed:  Exercise  Physiology  in  Heart 
Disease:  Baylor  College  of  Medicine, 
Houston;  Dec  1-4,  1975 


General  Medicine 

Title:  Epilepsy,  Some  Thoughts  on 
Treatment  of  Refractory  Cases  (Dr. 
William  J Riley) 

Sponsors:  Harris  County  Academy  of 
Family  Physicians;  Geigy  Pharmaceu- 
ticals, Grant-in-Aid 

Ljocation  of  Course;  Sheraton-Lincoln 
Hotel,  Houston 
Date;  Dec  8,  1975 

Duration:  1 session;  1 hour  instruction 
Designed  For:  General  practice  and  part 
time  specialty;  Full  time  specialty 
Credit:  1 prescribed  hour,  AAFP;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  Cassie  E Stuermer,  Chmn, 
Program  Committee,  Harris  County 
Academy  of  Family  Physicians,  103 
Jesse  H Jones  Library  Bldg,  Houston 
77025 


Obstetrics  & Gynecology 

Title:  Genetics  for  the  Obstetrician- 
Gynecologist;  The  Factors  Controlling 
the  Initiation  of  Labor 
Sponsors:  Southwestern  Gynecologic 
Assembly,  Dallas 

Location  of  Course:  Sheraton-Dallas 

Hotel,  Dallas 

Dates:  Dec.  4-6,  1975 


Duration:  Continuous;  3 days;  5 hours 
instruction  per  day 
Fee:  $125 

Designed  For;  Full  time  specialty 
Enrollment:  Maximum,  200 
Credit:  15  hours;  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  live  clinic,  open  question, 
panel,  television 

Contact:  Dr.  Marvin  Gerard,  Registra- 
tion Chmn,  670  W Arapaho,  Richardson 
75080 


JANUARY,  1976 


General  Medicine 

Title:  Texoma  Area  Physician  Hospital 
Television  Programs 
Sponsors:  Memorial  Hospital  of  Denison 
Dates:  January,  March,  May,  1976;  third 
Tuesday 

Duration:  Intermittent:  1 hour  instruc- 
tion per  day 
Fee:  None 

Designed  For:  General  practitioners, 

specialists 

Enrollment:  Open 

Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Method:  Television 
Contact:  Mike  Mays,  Exec  Dir,  Memorial 
Hospital  of  Denison,  1000  Memorial  Dr, 
Denison  75020 


Title:  Southmore  Medical  Center  Lecture 
Series 

Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; Southmore  Hospital 


Location  of  Course:  Southmore 
Hospital,  Pasadena 
Dates;  Jan  13-May  25,  1976 
Duration:  Tuesdays,  2 hours  instruction, 
one  1/2  day  surgical  program  on  a 
Saturday,  25  total  hours  instruction 
Fee;  $10 

Designed  For:  General  practitioners, 
hospital  staff 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact;  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 

Obstetrics  & Gynecology 

Title:  Current  Obstetric  and  Gynecologic 
Practice 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Jan  29-Feb  4,  1976 

Duration:  Continuous,  7 days,  6 hours 

instruction  per  day,  41  total  course 

hours 

Fee:  $300 

Designed  For:  Specialists 
Enrollment:  Maximum,  150 
Credit:  41  hours,  AAFP  Prescribed:  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  seminar 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
San  Antonio  78284 

Ophthalmology 

Title:  Symposium  on  Ophthalmology  for 
the  Non-Ophthalmologist 
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TEXAS  MEDICINE 


Sponsor:  UT  Medical  School  at  Houston, 

Program  in  Ophthalmology 

Location  of  Course:  Hermann  Hospital 

Auditorium,  Houston 

Date:  January,  1976 

Duration:  V2  day,  4 hours  instruction 

Designed  For;  General  practitioners, 

specialists  in  Ophthalmology 

Credit:  AAFP 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Richard  S Ruiz,  Dir,  Pro- 
gram in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Pro- 
fessional Bldg,  Houston  77025 


Title:  Lecture  Course  in  Ophthalmology 

Sponsor:  Baylor  College  of  Medicine, 

Dept  of  Ophthalmology 

Location  of  Course:  Baylor  College  of 

Medicine,  Houston 

Dates:  January-March,  1976 

Duration:  Intermittent,  to  be  determined 

Fee:  To  be  determined 

Designed  For:  General  practitioners, 

specialists 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Fred  M Taylor,  Dir,  Office 
of  Continuing  Education,  Baylor  College 
of  Medicine,  1200  Moursund  Ave, 
Houston  77025 


Psychiatry 

Title:  Psychiatry:  A Look  to  the  Future 
Sponsors:  Texas  Research  Institute  of 
Mental  Sciences,  Houston;  Baylor  Col- 
lege of  Medicine 

Location  of  Course:  Ship  Stella  Solaris, 


Galveston  to  Honduras 

Dates:  Jan  10-17,  1976 

Duration:  Continuous,  7 days  -= 

Fee:  $25  for  course  plus  $100  cruise 

deposit 

Designed  For:  Specialists  in  Psychiatry 
Contact:  Dr.  Charles  M Gaitz,  Head, 
Clinical  & Sociological  Research  Divi- 
sion, Baylor  College  of  Medicine,  1200 
Moursund  Ave,  Houston  77025 


Title:  Transactional  Analysis  "lOl” 
Workshop 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Jan  30-31,  1976;  Mar  12-13, 

1976 

Duration:  Continuous:  2 days,  12  total 
course  hours 

Fee:  Individual,  $50;  Married  couple, 
$75;  Full-time  student,  $40 
Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  performs  procedure,  lec- 
ture, open  question,  panel,  television 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
San  Antonio  78284 


Radiology  and  Radioisotopes 

Title:  External  Beam,  Interstitial,  and 
Intracavitary  Dosimetry — Principles 
Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; UT  System  Cancer  Center,  MD 


Anderson  Hospital  and  Tumor  Institute, 
Houston 

Location  of  Course:  UT  System  Cancer 
Center,  MD  Anderson  Hospital  and  Tu- 
mor Institute,  Houston 
Dates:  Jan  5-16,  1976;  Jul  6-16,  1976 
Duration:  Continuous,  10  days,  8 hours 
instruction  per  day,  80  total  course 
hours 
Fee:  $350 

Designed  For:  Specialists 
Enrollment:  Maximum,  15 
Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  performs  procedure,  lec- 
ture, open  question 
Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  PO  Box 
20367,  Houston  77025 


Title:  Review  of  New  Trends  in  Diagnos- 
tic Radiology 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Jan  22-24,  1976 

Duration:  Continuous;  3 days;  6 hours 

instruction  per  day;  18  total  course 

hours 

Fee:  $120 

Designed  For:  Specialists 
Enrollment:  Minimum,  50 
Credit:  18  hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel, 
seminar 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
San  Antonio  78284 
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an  effective  combination  of  medication 
land  psychoiogy  for  rheumatoid  arthritis 


unique  lO-grain  buffered  aspirin 

CAMA  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg.  (10  grains):  magnesium  hydroxide,  N.F.,  150  mg.; 


aluminum  hydroxide  dried  gel,  150  mg. 

Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Doi7ey 

LABORATORIES  ^ 

Division  of  SandoZ'Wander,  Inc. 

Lincoln,  Nebraska  68501 


The  MUDRAIVES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 

Phenobarbital  (to  lessen  cardiac  stimulation). 
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INDICATIONS:  For  the  prompt  sympcomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
he  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris:  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons. 


Federal  latv  prohibits  dispensing  without  prescription. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23201 


the  sun  and  solar  keratosis 


Solar  keratosis  is  not  an  uncommon 
medical  problem. 

Of  course,  the  prevalence  of  keratotic  lesions  is  greater  in 
locations  south  of  the  38th  parallel— the  so-called  "Solar  Keratosis 
0eit"— receiving  the  greatest  amounts  of  solar  radiation.  However, 
solar  keratosis  can  occur  among  any  light-skinned  population, 
usually  in  persons  over  40,  wherever  people  are  subject  to  extended 
exposure  to  the  sun. 

Solar  keratoses  are  generally  not  difficult 

to  identify. 

These  skin  lesions  are  usually  multiple,  flat  or  slightly  elevated, 
brownish  or  red  in  color,  papular,  dry,  rough,  adherent  and  sharply 
defined.  They  are  found  on  areas  of  the  skin  having  extensive  exposure 
to  sunlight.  Clinical  characteristics  of  the  lesions,  their  predominant 
location  on  exposed  surfaces,  the  age  of  the  patient  and  his  skin  type 
are  important  considerations  in  the  diagnosis. 

Solar  keratoses  can,  and  should,  be  treated 
because  they  are  potentially  premalignant. 

Chronic  exposure  to  sunlight  frequently  leads  to  degenerative 
changes  in  the  skin.  This  can  often  result  in  the  development  of 
multiple,  potentially  premalignant  keratotic  lesions.  Therefore,  early 
detection  and  treatment  is  advisable. 

Treatment  with  Efudex  (fluorouracil)  provides  a high  degree  of 
effectiveness  with  a low  recurrence  rate,  ease  and  convenience  of 
therapy,  low  incidence  of  scarring,  excellent  cosmetic  results  in  most 
cases,  and  a high  level  of  patient  acceptability. 


Efudex*5%  Cream 

fluorouracil  / Roche® 

Because  there  may  be  more  than  meets  the  eye. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar  kera- 
toses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 
Warnings:  If  occlusive  dressing  used,  may 
increase  inflammatory  reactions  in  adjacent 
normal  skin.  Avoid  prolonged  exposure  to 
ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near 
eyes,  nose  and  mouth.  Lesions  failing  to 


respond  or  recurring  should  be  biopsied. 
Adverse  Reactions:  Local— pain,  pruritus, 
hyperpigmentation  and  burning  at  appli- 
cation site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppura- 
tion, scaling,  swelling,  irritability,  medicinal 
taste,  photosensitivity,  lacrimation,  leuko- 
cytosis, thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  suffi- 
cient quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove, 
Usual  duration  of  therapy  is  2 to  4 weeks. 
How  Supplied:  Solution,  10-ml  drop  dis- 


pensers—containing  2%  or  5%  fluoroura- 
cil on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris  (hydroxymethyl) 
aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium 
edetate. 

Cream,  25-Gm  tubes— containing  5% 
fluorouracil  in  a vanishing  cream  base  con- 
sisting of  white  petrolatum,  stearyl  alcohol, 
propylene  glycol,  polysorbate  6(D  and 
parabens  (methyl  and  propyl). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Case  history  for  patient  photographed  at  left  on  file.  Hoffmann-La  Roche  Inc..  Nutley.  New  Jersey. 
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THF 

NATURAL 
WAY 


For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
1 ablets,  U.S.P)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 


PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P.  specihcations  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 
PREMARIN  . . . naturally. 


BRIEF  SUMMARY 

(For  full  prescribing  information,  see  package 

circular.) 

PREM ARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

I n <1  i ( a t i o n s : Based  on  a review  o 1 
PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information.  I DA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function:  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium:  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (.5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  11  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
con tinned  immediately. 

F/strogens  may  be  excreted  in  the  molher's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  I he  long  range  eliect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  1,') 
percent  of  breast  cancer  patients  with  melas- 
tases,  and  this  usually  indicates  progression  of 
bone  metastases.  I his  occurrence  depends  neither 
on  dose  nor  on  iinmobili/ation.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  olfspring.  I his  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod —withdrawal  bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
lodynia  and  edema. 

Because  of  salt  and  water  retention  associated 
w'ith  estrogenic  anabolic  activity,  estrogens 


should  he  used  with  caution  in  patients  with 
epilepsy,  migraine,  asihma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

I’re  existing  uterine  fihromyomata  may  in- 
crease in  sire  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

1 he  pathologist  shoukl  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  elfects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  yvhom  bone  growth  is  incomplete. 

Prolonged  high  tlosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  Ibis  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrayval  bleeding  (See  DOS.^GE 
AND  ADMINISTR.Al  ION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
i m med  i a tel  y pos  t pa  r t u m 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREM.ARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
0 selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1 .25  mg.  daily,  cycli- 
callv.  .Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  ailjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing, In  the  folloyving  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Post  meno  pause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  cflcctive  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  I'aginilis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.5  mg.  to  1.25  mg,  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  I’RF.M.ARIN  (Conjugated  Estro- 
gens Tablets.  U.S.B) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1 .000, 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1 ,000.  7352 
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COMING 

MEETINGS 


COMMISSION  ON  PROFESSIONAL  AND 
HOSPITAL  ACTIVITIES 

The  Commission  on  Professional  and  Hospital  Activities  will 
present  a Professional  Activity  Study  (PAS)  Regional  Work- 
shop on  Quality  Assurance  in  Dallas  Dec  17-18,  1975.  An  Up- 
date Session  wdll  be  held  Wed,  Dec  17  to  discuss  the  PAS 
System  and  the  latest  CPHA  resources.  The  PAS  is  a coopera- 
tive effort  of  2,200  hospitals  engaged  in  the  study  of  clinical  in- 
formation for  the  improvement  of  patient  care.  The  PAS  data 
library  contains  information  on  nearly  120,000,000  hospitaliza- 
tions with  approximately  17,000,000  abstracts  added  annually. 

Contact:  Commission  on  Professional  and  Hospital  Activities, 
PO  Box  1809,  Ann  Arbor,  Mich  48106. 

SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY 

The  Southwestern  Gynecologic  Assembly’s  Tenth  Annual  Meet- 
ing is  to  be  held  Dec  4-6,  1975,  at  the  Sheraton-Dallas  Hotel. 
The  Assembly  has  been  developed  in  cooperation  with  District  VII 
of  the  American  College  of  Obstetricians  and  Gynecologists.  Two 
subjects  will  be  presented  this  year:  (1)  Genetics  for  the  ob- 
stetrician-gynecologist, and  (2)  the  factors  controlling  the  initia- 
tion of  labor.  Luncheons  will  be  provided  all  three  days.  Thursday 
evening  there  will  be  a cocktail-buffet  for  Assembly  members, 
spouses,  and  guests. 

Contact:  Dr.  Marvin  Gerard,  Registration  Chmn,  670  W Arapaho, 
Suite  2,  Richardson  75080. 

TEXAS  CHAPTER,  AMERICAN  COLLEGE  OF 
PHYSICIANS' 

TEXAS  ACADEMY  OF  INTERNAL  MEDICINE; 

TEXAS  SOCIETY  OF  INTERNAL  MEDICINE 

A joint  meeting  of  the  Texas  Chapter,  American  College  of 
Physicians;  the  Texas  Academy  of  Internal  Medicine;  and  the 
Texas  Society  of  Internal  Medicine  will  be  held  in  San  Antonio 
Dec  4-6,  1975.  The  headquarters  will  be  La  Mansion  Motor 
Hotel.  The  major  theme  of  the  meeting  will  be  infectious  dis- 
eases and  appropriate  antibiotic  use.  Topics  on  all  other  sub- 
specialties will  also  be  included. 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for  Continuing  Medical 
Education,  UT  Health  Science  Center  at  San  Antonio,  San  An- 
tonio 78284. 


CURRENT  MEETINGS  IN  TEXAS 


2ND  ANNUAL  PEDIATRIC  NEUROLOGY 
AND  NEUROSURGERY  SYMPOSIUM, 
Texas  Children’s  Hospital  Auditorium, 
Houston,  Dec  12-13,  1975.  Presented  by- 
Texas  Children’s  Hospital:  Division  of 
Neurological  Surgery,  Dept  of  Pediatrics, 
Baylor  College  of  Medicine;  Blue  Bird  Cir- 
cle Children’s  Clinic  for  Neurological  Dis- 
orders, Methodist  Hospital,  Houston.  Tu- 
mors in  and  around  third  ventricle  dis- 
cussed from  medical,  surgical,  neuro- 
ophthalmological  standpoints.  Speakers 
include  Dr.  Abe  M Chutorian,  New  York; 
Dr.  Robert  L McLaurin,  Cincinnati;  Dr. 
Bruce  S Keenan,  Houston;  Dr.  John  A 
McCrary,  Houston.  Registration  fee,  $50. 
Written  notification  of  cancellation  must 
be  received  prior  to  Dec  5,  1975,  to  obtain 
partial  refund.  Contact:  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medi- 
cine, Texas  Medical  Center,  Houston  77025. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ACADEMY  OF  DERMATOL- 
OGY, San  Francisco  Hilton  and  Hotel  St. 
FVancis,  San  Francisco,  Dec  6-11,  1976. 
Courses  include  dermal  pathology,  modem 
applications  of  physical  modalities,  funda- 
mentals of  cutaneous  allergy  and  immunolo- 
gy, cutaneous  surgery,  basic  genetics  for  the 
practitioner,  biological  sciences  in  relation 
to  dermatology,  advanced  dermatopathology, 
cutaneous  mycology,  others.  Contact:  Ameri- 
can Academy  of  Dermatology.  PO  Box  5368, 
Tacoma.  Wash  98406. 


INTERNATIONAL  COLLEGE  OF  SUR- 
GEONS, Sheraton  Waikiki  Hotel,  Honolulu, 
Dec  6-9,  1976.  Post  graduate  courses  on  intes- 
tinal obstruction,  orthopaedics,  surgical  an- 
atomy and  surgery.  Courses  accredited  for 
Category  I,  AMA  Physician’s  Recogmition 
Award.  Registration  fee  for  courses:  $60 
each  for  members,  $76  each  for  nonmem- 
bers. Contact:  International  College  of 
Surgeons.  1616  N Lake  Shore  Dr,  Chicago 
60610. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  24-25. 
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TEXAS  MEDICINE 


Calendar  of  Listings 
a Denotes  Texas  Meetings 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY.  San 
Francisco,  Dec  6-11,  1976.  Dr.  John  M Shaw,  Sec-Treas 
and  Exec  Off,  1116  S Pifth  Ave,  Tacoma,  Wash  98405. 

a AMERICAN  SOCIETY  OF  HEMATOLOGY.  Dallas, 
Dec  6-9,  1975.  Charles  B Slack,  Inc,  6900  Grove  Rd, 
Thorofare,  NJ  08086. 

DEBORAH  HEART  AND  LUNG  CENTER,  New  York, 
Dec  6-6,  1976.  Dr.  Harry  Goldberg,  Chmn,  Symposium 
Committee,  Suite  1100,  110  E 69th  St,  New  York  10022. 

INTERNATIONAL  COLLEGE  OF  SURGEONS.  Hono- 
lulu, Dec  6-9,  1976.  Dr.  Jesse  L Ray,  1616  N Lake  Shore 
Dr,  Chicago  60610. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va,  Dec  8-10,  1976.  Dr.  WD  Warren,  Sec,  Emory  Uni- 
versity, Atlanta  30033. 

a SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Dec  4-6,  1976.  Dr.  Marvin  Gerard,  Chmn,  Registration 
and  Public  Relations  Committee,  670  W Arapaho,  Suite  2, 
Richardson  76080. 

a TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec  4-6,  1976.  Dr.  Robert  D Bone,  Sec-Treas, 
Box  841,  Corsicana  75110. 

a TEXAS  CHAPTER,  AMERICAN  COLLEGE  OF  PHY- 
SICIANS, San  Antonio,  Dec  4-6,  1976.  Dr.  Paul  Cutler. 
Assoc  Dean  for  Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio  78284. 

a TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec  4-6,  1975.  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT  Health  Science  Cen- 
ter at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio 
78284. 


JANUARY,  1976 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, New  Orleans.  Jan  30-Feb  4,  1976,  Dr.  CV 
Heck,  430  N Michigan  Ave,  Chicago  60611. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  COLORADO 
REGIONAL  MEETING,  Colorado  .Springs,  Colo,  Jan 
16-17,  1976.  Dr.  Robert  V Elliott,  St.  Luke's  Hospital, 
601  E 19th  Ave,  Denver  80203. 

AMERICAN  COLLEGE  OF  PSYCHIATRISTS,  Coro- 
nado, Calif,  Jan  28-Feb  1,  1976.  Dr.  JC  Nemiah,  Sec- 
Gen,  330  Brookline  Ave,  Boston  02215. 

a AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH 
TEXAS  CHAPTER,  Brownsville,  Jan  29-31,  1976.  Dr. 
Edwin  M Sykes,  Jr,  Sec,  428  Baltimore,  San  Antonio 
78216. 

AMERICAN  ORTHOPAEDIC  FOOT  SOCIETY,  New 
Orleans.  Jan  30,  1976.  Dr.  RA  Mann,  Sec,  6496  Femhoff 
Rd,  Oakland,  Calif  94619. 

AMERICAN  SOCIETY  FOR  SURGERY  OF  THE  HAND, 
New  Orleans,  Jan  28-30,  1976.  Dr.  JA  Boswick,  Jr, 
Sec-Treas,  4200  E 9th  St,  Box  2414,  Denver  80220. 

EPILEPSY  FOUNDATION  OF  AMERICA,  Washington. 
DC.  Jan  19-22,  1976.  1828  L St,  NW.  Washington,  DC 
20036. 


INTER-AMERICAN  SYMPOSIUM  ON  INTERNAL 
MEDICINE,  Mexico  City,  Jan  12-16,  1976.  Dr.  James  F 
Hammarsten,  The  University  of  Okla  Health  Sciences 
Center,  College  of  Medicine,  Dept  of  Medicine,  PO  Box 
26901,  Oklahoma  City  73190. 

SOCIETY  OF  THORACIC  SURGEONS,  Washington. 
DC,  Jan  26-28,  1976.  WG  Purcell,  Bus  Mng,  111  E 
Wacker  Dr,  Chicago  60601. 

SOUTHERN  SOCIETY  FOR  PEDIATRIC  RESEARCH, 
New  Orleans.  Jan  23-24,  1976.  Dr.  JR  Montgomery,  Sec- 
Treas,  1200  Moursund  Ave.  Houston  77026. 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Snow- 
mass,  Colo,  Jan  24-31,  1976.  Donald  C Jackson,  Ebcec 
Dir,  1906  N Lamar  Blvd,  Austin  78706. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan  16-18, 
1976.  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar 
Blvd,  Austin  78701. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  Fort  Worth. 
Jan  23-26,  1976.  Iris  Wenzel,  1801  N Lamar  Blvd,  Aus- 
tin 78701. 

US  VIRGIN  ISLANDS  MEDICAL  SOCIETY,  St.  Thom- 
as, VI,  Jan  29-31,  1976.  Dr.  Harold  A Hanno,  Sec,  Box 
1442,  St.  Thomas,  VI  00801. 


FEBRUARY,  1976 

AMERICAN  COLLEGE  OF  CARDIOLOGY,  New  Or- 
leans, Feb,  1976.  William  D Nelligan,  Exec  Off,  9660 
Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  GROUP  PSYCHOTHERAPY  ASSOCIA- 
TION, Boston,  Feb  3-7,  1976.  Ms.  M Block,  Admn  Sec, 
1866  Broadway,  12th  Floor,  New  York  10023. 

AMERICAN  SOCIETY  OF  CONTEMPORARY  MEDI- 
CINE AND  SURGERY.  Bal  Harbour.  Fla,  Feb  29-Mar  6, 
1976.  Dr.  John  G Bellows,  Dir,  30  N Michigan  Ave,  Chi- 
cago 60602. 

■ DISTRICT  I MEDICAL  SOCIETY  OF  THE  TEXAS 
MEDICAL  ASSOCIATION,  El  Paso.  Feb  7,  1976.  Dr. 
Laurance  N Nickey,  Sec-Treas,  1616  N Oregon,  El  Paso 
79902. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  San  Antonio.  Feb  26-27,  1976.  SE  Cock- 
rell. Jr,  Exec  Off,  202  W French  Place,  San  Antonio  78212. 

NOAH  WORCESTER  DERMATOLOGICAL  SOCIETY. 
Hollywood.  Fla.  Feb  28-Mar  6.  1976.  Dr.  H Plotnick,  Sec- 
Treas,  1160  David  Whitney  Bldg,  Detroit  48226. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLO- 
GY, Miami  Beach,  Fla.  Feb  29-Mar  6,  1976.  Dr.  John  Bel- 
lows, Exec  Off,  30  N Michigan  Ave,  Chicago  60602. 

■ SOUTH  CENTRAL  ASSOCIA’HON  OF  BLOOD 
BANKS,  Houston,  Feb  18-20,  1976.  Mrs.  Floy  Bleker, 
Exec  Sec.  4300  N Lamar  Blvd,  Austin  78766. 

SOUTHEASTERN  SURGICAL  CONGRESS,  New  Or- 
leans, Feb.  8-12,  1976.  Dr.  AH  Letton,  Sec-Dir  316  Boule- 
vard NE,  Suite  600,  Atlanta  30312. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Galveston, 
Feb  23-26,  1976.  Robert  E Monroe,  Exec  Sec-Treas,  1117 
W 42nd.  Austin  78766. 
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MARCH,  1976 

ALPHA  EPSILON  DELTA,  Tuscaloosa,  Ala,  Mar  31- 
Apr  3,  1976.  7 Brookside  Circle,  Bronxville,  NY  10708. 

AMERICAN  ACADEMY  OF  ALLERGY,  San  Juan,  PR, 
Mar  6-10,  1976.  JO  Kelley,  Exec  Off,  225  E Michigan 
St,  Milwaukee  63202. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  & 
BACTERIOLOGISTS,  Boston,  Mar  20-23,  1976.  9660 

Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  DIOPTER  & DECIBEL  SOCIETY,  San 
Diego,  Calif,  Mar  14-21,  1976.  Dr.  Albert  C Esposito, 
Exec  Dir,  Suite  100,  Medical  Center  Bldg,  420-422  11th 
St,  Huntington,  WVa  26701. 

AMERICAN  MEDICAL  STUDENT  ASSOCIATION,  New 
Orleans,  Mar  6-7,  1976.  Louis  R Giancola,  Exec  Dir, 
1400  Hicks  Rd,  Rolling  Meadows,  111  60008. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMA- 
COLOGY AND  THERAPEUTICS,  Seattle,  Mar  18-19, 
1976.  1718  Gallagher  Rd,  Norristown,  Pa  19410. 

ASPEN  RADIOLOGY  CONFERENCE,  Aspen,  Colo,  Mar 
1-6,  1976.  Registration  Division,  1818  Gaylord  St,  Denver 
80206. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDI- 
CAL INSTRUMENTATION.  Atlanta,  Mar  21-25,  1976. 
1901  N Ft  Myer  Dr,  Suite  602,  Arlington,  Va  22209. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY.  In- 
dia, Mar  17-Apr  4,  1976.  Exec  Offices,  147-41  Sanford 
Ave,  Flushing,  NY  11366. 

NEVADA  TUMOR  REGISTRY  OF  THE  NEVADA 
CANCER  CONTROL  INSTITUTE,  Las  Vegas,  Nev, 
Mar  11-12,  1976.  Ms.  Irene  S Peacock,  1800  W Charles- 
ton Blvd,  Las  Vegas,  Nev  89102. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY. 
New  Orleans,  Mar  29-Apr  1,  1976.  1430  Tulane  Ave, 
New  Orleans,  La  70112. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  McAllen,  Mar  11-13,  1976.  Iris  Wen- 
zel, 1801  N Lamar  Blvd,  Austin  78701. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Houston,  Mar 
4-6,  1976.  Iris  Wenzei,  1801  N Lamar  Blvd,  Austin 
78701. 


APRIL,  1976 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Toronto, 
Apr  26-May  1,  1976.  Stanley  A Nelson,  Exec  Off,  4016 
W 66th  St.  Suite  302A,  Minneapolis  66436. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Louis- 
ville, Apr  20-23,  1976.  Dr.  John  C Finerty,  Pres,  LSU 
Medical  Center,  Suite  1610,  Canal  LaSalle  Bldg,  New 
Orleans  70112. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY. Los  Angeles,  Apr  23-26,  1976.  William  T Mal- 
oney, Exec  Off,  6 Beacon  St,  Boston  02108. 

AMERICAN  COLLEGE  OF  ALLERGISTS.  Las  Vegas, 
Nev,  Apr  4-8,  1976.  Eloi  Bauers,  JD,  Exec  Vice-pres/ 
Counsel,  2100  Dain  Tower,  Minneapolis  66402. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Den- 
ver, Apr  27-30,  1976.  James  W Dilley,  Exec  Dir,  2807 
Central,  Evanston,  111  60201. 


AMERICAN  COLLEGE  OF  PHYSICIANS,  Philadelphia, 
Apr  6-8,  1976,  Dr.  Edward  C Rosenow,  Jr,  4200  Pine  St, 
Philadelphia  19104. 

■ AMERICAN  GERIATRICS  SOCIETY,  INC,  Houston. 
Apr  21-22,  1976.  10  Columbus  Circle,  New  York  10019. 

DIGESTIVE  DISEASE  WEEK,  Miami  Beach,  Fla,  Apr 
22-27,  1976.  Fred  Kern,  Jr,  Pres,  4200  E 9th  Ave, 
Denver  80220. 

AMERICAN  BRONCHO-ESOPHAGOLOGICAL  ASSO- 
CIATION, Palm  Beach,  Fla,  Apr  27-28,  1976.  Dr.  LW 
Pratt,  Sec,  37  Lawrence  Ave,  Fairfield,  Me  04937. 

AMERICAL  FERTILITY  SOCIETY,  Las  Vegas,  Nev, 
Apr  6-8,  1976.  Dr.  JC  Weed,  Med  Dir.  1608  13th  Ave  S, 
Suite  101,  Birmingham,  Ala  36206. 

AMERICAN  MEDICAL  ELECTROENCEPHALOGRA- 
PHIC  ASSOCIATION,  Savannah,  Ga,  Apr  7-11,  1976. 
Dr.  WA  Stephenson,  Sansum  Medical  Clinic,  Inc,  PO 
Drawer  LL,  Santa  Barbara.  Calif  93102. 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIA- 
TION, Cincinnati,  Apr  24-29,  1976.  HN  Schulz,  Exec 
Dir,  160  N Wacker  Dr,  Chicago  60606. 

AMERICAN  OTOLOGICAL  SOCIETY.  Palm  Beach,  Fla, 
Apr  26-26,  1976.  Dr.  GD  Taylor,  Sec-Treas,  221  Marshall 
Taylor  Dr  Bldg.  Jacksonville,  Fla  32207. 

AMERICAN  SOCIETY  FOR  ARTIFICIAL  INTERNAL 
ORGANS,  San  Francisco,  Apr  1-3,  1976.  Mrs.  KK 

Burke,  Exec  Dir,  ASAIO  National  Office,  PO  Box  777, 
Boca  Raton,  Fla  33432. 

AMERICAN  SOCIETY  FOR  EXPERIMENTAL  PATH- 
OLOGY, Anaheim,  Calif,  Apr  11-16,  1976.  Dr.  GB  Mider, 
Exec  Off,  9660  Rockville  Pike,  Bethesda,  Md  20014. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  PSY- 
CHOANALYSIS. New  York,  Apr  13,  1976.  Dr.  M Ren- 
don, Sec,  333  E 30  St.  New  York  10016. 

ASSOCIATION  OF  CONVALESCENT  HOMES  AND 
HOSPITALS  FOR  ASTHMATIC  CHILDREN.  Las 
Vegas,  Nev,  Apr  1-2,  1976.  I Friedman,  Exec  Vice-pres, 
Spring  Valley  Rd.  Ossining,  NY  10662. 

NATIONAL  COUNCIL  ON  ALCOHOLISM,  Washington, 
DC,  Apr  9-10,  1976.  Suite  1720,  2 Park  Ave,  New  York 
10016. 


MAY,  1976 


■ AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Dallas,  May  10-13,  1976.  Dr.  Warren 
H Pearse,  Exec  Off.  1 E Wacker  Dr,  Suite  2700,  Chicago 
60601. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  16,  1976.  Dr.  RC  Jones, 
Sec,  6323  Harry  Hines,  Dallas  76235. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER,  McAllen,  May  20-23,  1976.  Geraldine 
Midgley,  Exec  Off,  PO  Box  1287,  Uvalde  78801. 

■ SOUTHWESTERN  SURGICAL  CONGRESS,  Houston, 
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cians & Surgeons  Bldg,  Oklahoma  City  73103. 

■ TEXAS  MEDICAL  ASSOCIATION,  Annual  Session, 
Dallas,  May  6-9,  1976.  C Lincoln  Williston,  Exec  Dir, 
1801  N Lamar  Blvd,  Austin  78701. 
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more  reasonable  state  malpractice  liability  laws. 
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- Speakers  Bureau 

- Hot  Line  Phone  Conferences 


Graphic  Illustrations  proving 
government  spending  plus 
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PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid.  It  con- 
tains the  known  calorigenically  active  components, 
Sodium  Levothyroxine  (T4)  and  Sodium  Liothyro- 
nine  (T3).  Proloid  (thyroglobulin)  conforms  to  the 
primary  USP  specifications  for  desiccated  thyroid— 
for  iodine  based  on  chemical  assay— and  is  also 
biologically  assayed  and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the  So- 
dium Levothyroxine  and  Sodium  Liothyronine  con- 
tent of  Proloid  (thyroglobulin)  is  routinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglobulin) 
is  approximately  2.5  to  1. 

Proloid  (thyroglobulin)  is  stable  when  stored  at 
usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid  re- 
placement therapy  for  conditions  of  inadequate  en- 
dogenous thyroid  production:  e.g.,  cretinism  and 
myxedema.  Replacement  therapy  will  be  effective 
only  in  manifestations  of  hypothyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyroglobu- 
lin) may  be  tried  therapeutically,  in  nonemergency 
situations,  in  an  attempt  to  reduce  the  size  of  such 
goiters. 

Contraindication.  Thyroid  preparations  are  contra- 
indicated in  the  presence  of  uncorrected  adrenal 
insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used  in  the 
presence  of  cardiovascular  disease  unless  thyroid- 
replacement  therapy  is  clearly  indicated.  If  the  lat- 
ter exists,  low  doses  should  be  instituted  beginning 
at  0.5  to  1.0  grain  (32  to  64  mg)  and  increased  by 
the  same  amount  in  increments  at  two-week  inter- 
vals. This  demands  carefui  clinicai  judgment 

Morphoiogic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  adminis- 
tered, If  hypopituitarism  is  present,  the  adrenal  de- 
ficiency must  be  corrected  prior  to  starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to  thy- 
roid and  dosage  should  be  started  at  a very  low 
level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations  this 
drug  will  alter  results  of  thyroid  function  tests. 
Adverse  Reactions.  Overdosage  or  too  rapid  in- 
crease in  dosage  may  result  in  signs  and  symptoms 
of  hyperthyroidism,  such  as  menstrual  irregulari- 
ties, nervousness,  cardiac  arrhythmias,  and  angina 
pectoris. 

Dosage  and  Administration.  Optimal  dosage  is 
usually  determined  by  the  patient's  clinical  re- 
sponse. Confirmatory  tests  include  BMR,  T3'3il 
resin  sponge  uptake.  T3'ii'l  red  cell  uptake,  Thyro 
Binding  Index  (TBI),  and  Achilles  Tendon  Reflex 
Test.  Clinical  experience  has  shown  that  a normal 
FBI  (3.5-8  mcg/100  ml)  will  be  obtained  in  patients 
made  clinically  euthyroid  when  the  content  of  T4 
and  T3  is  adequate.  Dosage  should  be  started  in 
small  amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual  main- 
tenance dose  is  0.5  to  3.0  grains  (32  to  190  mg) 
daily 

Instructions  lor  Use.  The  following  conversion 
table  lists  the  approximate  equivalents  of  other 
thyroid  preparations  to  Proloid  (thyroglobulin)  when 
changing  medication  from  desiccated  thyroid,  T4 
(sodium  levothyroxine),  T3  (sodium  liothyronine),  or 
T4/T3  (liotrix). 


CONVERSION  TABLE 


Dose  of 

Dose  of 

Dose  of  T4 

Dose  of  T3 

Proloid 

Desic- 

(sodium 

(sodium 

(thyro* 

cated 

levo- 

lio* 

Dose  of  liotrix 

globulin) 

Thyroid 

thyroxine) 

thyronine) 

(T4/T3) 

1 grain 

1 grain 

0 1 mg 

25  meg 

#1  ( 60  mcg/15  meg) 

2 grains 

2 grains 

0 2 mg 

50  meg 

ttl  (120  mcg/30  meg) 

3 grains 

3 grains 

0.3  mg 

75  meg 

#3  (180  meg/45  meg) 

4 grains 

4 grains 

0 4 mg 

100  meg 

5 grains 

5 grains 

0.5  mg 

125  meg 

In  changing  from  Thyroid  USP  to  Proloid  {thyro- 
globulin), substitute  the  equivalent  dose  of  Proloid 
(thyroglobulin).  Each  patient  may  still  require  fine 
adjustment  of  dosage  because  the  equivalents  are 
only  estimates. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  unusual 
bowel  motility.  Angina  pectoris  or  congestive  heart 
failure  may  be  induced  or  aggravated.  Shock  may 
develop.  Massive  overdosage  may  result  in  symp- 
toms resembling  thyroid  storm.  Chronic  excessive 
dosage  will  produce  the  signs  and  symptoms  of 
hyperthyroidism. 

(Treatment:  In  shock,  supportive  measures  should 
be  utilized.  Treatment  of  unrecognized  adrenal  in- 
sufficiency should  be  considered.) 

Supplied.  Va  grain  tablets  in  bottles  of  100  (N0047- 
0250-51)  and  1000  (N 0047-0250-60);  'h  grain  tab- 
lets in  bottles  of  100  (N  0047-0251 -51)  and  1000  (N 
0047-0251-60);  scored  1 grain  tablets  in  bottles  ol 
100  (N  0047-0252-51)  and  1000  (N  0047-0252-60); 
1 V2  grain  tablets  in  bottles  of  100  (N 0047-0253-51 ) 
and  1000  (N  0047-0253-60);  scored  2 grain  tablets 
in  bottles  of  100  (N0047-0257-51);  3 grain  tablets 
in  bottles  of  100  (N 0047-0254-51 ) and  1000  (N 
0047-0254-60);  scored  5 grain  tablets  in  bottles  of 
100  (N 0047-0255-51)  and  1000  (N 0047-0255-60). 
Full  information  is  available  on  request.  P-GP-51  4/c 

WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  N.J,  07950 
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[Improving  on  nature... 

from  the  rough,  uncut  stone 
to  the  finished  gem 


V ' ) 


In  thyroid  therapy  too... 

all  the  qualities  of  the  "naturar'  with  the 

added  improvements  of  man... 


Proloid 

(thyroglobulin) 


• ' ^ K- 


*f  j ■ 
■ > . 


-V' 


natural  thyroid...but  uniquely  purified  ^ 

Devoid  of  any  glandular  debris. 
natural  thyroid.. .but  triply  standardized 
Standardized  chemically,  biologically, 
and  (at  intervals)  clinically,  for  consistent 
metabolic  activity  from  batch  to  batch, 
i;..',  natural  thyroid... but  consistently  fresh 
A Potency  undiminished  for  up  to  4 years 
under  proper  storage  conditions. 

It  all  adds  up  to  natural  thyroid  with  the 
added  improvements  of  man. 

Please  see  adjoining  column  for  brief  summary  of  prescribing  information. 


easy  to  take 


250-mg.  Pulvules^ 


Oral  Suspension 


250  mg.  / 5 ml.  . 
100  and  200-mI, 


si2es 


125  mg. /5  ml 
60, 100,  and 
200-ml.  sizes 


Pediatric  Drops 


100  mg, /ml. 
10-ml.  size 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Management  of  the  breast  lump 

J.  Harold  Cheek,  MD;  A.  D.  Sears,  MD 


Publicity  related  to  cancer  of  the  breast 
has  caused  an  increase  in  the  number  of 
women  who  come  to  physicians  because  of 
breast  findings,  and  should  serve  as  a 
stimulus  for  all  physicians  to  reviewtheir 
management  of  the  patient  with  a breast 
mass.  Every  woman  coming  to  the  phy- 
sician for  a breast  problem  has  a real  or 
imaginary  breast  lump,  and  each  one  with 
an  actual  breast  lump  has  a real  or  imagi- 
nary breast  cancer.  The  overall  manage- 
ment of  these  patients  entails  a complete 
history  and  physical  examination,  but  also 
includes  a number  of  additional  studies  be- 
fore the  diagnosis  is  established. 

Psychological  Management 

The  management  of  these  patients  is  un- 
like that  of  any  other  because  most  of  them 
are  extremely  apprehensive  and  may  have 
delayed  seeking  medical  attention.  The 
psychological  management  of  these  women 
begins  immediately  and  requires  a calm, 
sympathetic,  warm,  and  hopeful  attitude 
on  the  part  of  the  physician,  and  particu- 
larly is  this  true  of  the  surgeon.  The  sur- 
geon’s responsibility  starts  with  the  initial 
visit,  and  after  a complete  breast  history 
and  examination  he  or  she  should  have 
sufficient  time  to  visit  with  these  patients 
to  allow  them  to  express  their  fears  and 
anxieties.  It  is  desirable  to  have  the  hus- 
band oranothermemberof  the  family 
present,  and  to  present  the  facts  and 
findings  clearly  in  general  but  hopeful 
terms.  Being  honest,  yet  warm  and  under- 
standing, will  do  much  in  developing  pa- 
tient confidence  and  a healthy  doctor-pa- 
tient relationship.  Psychological  support 
and  assistance  to  these  patients  is  of  tre- 
mendous importance.  An  excellent  bro- 
chure by  Lewison  on  this  aspect  of  care  is 
recommended. 


Breast  History 

A careful  medical  history  is  essential.  A 
majority  of  women  who  are  referred  for 
consultation  believe  that  they  have  some 
type  of  breast  disease  or  disorder,  and 
many  believe  they  have  a breast  tumor.  In 
the  breast,  certain  physiological  changes 
occur  commonly  at  birth,  in  puberty,  pre- 
menstrually,  in  pregnancy  and  lactation, 
and  at  menopause.  Any  of  these  changes 
may  prompt  a woman  to  seek  attention. 

A breast  questionnaire,  which  the  patient 
completes  at  herfirst  visit,  helps  in  secur- 
ing basic  information  (Fig  1).  Specific  in- 


1.  Breast  questionnaire  form. 


Name: 

BREAST  QUESTIONNAIRE 

Referring 

Doctor: 

Datp- 

YES  NO 

Do  you  menstruate?  Age  at  onset: 

Date  last  period: — 

. — . — Do  you  have  children?  Ages: 

Any  miscarriages? 

Did  you  nurse  children? 

Any  postpartum  mastitis  or  abscess? 

Lump  in  breast  now?  Which? 

How  discovered? 

When  discovered? 

Discomfort,  pain  or  soreness? 

Discharge  from  nipple? 

Color  of  discharge: 

— Previous  breast  surgery? 

When? 

Diagnosis? 

By  whom? 

Have  you  (or  do  you)  taken  birth  control  pills, 

hormones,  progesterone,  thyroid  or  cortisone?  If 

yes,  list:. ^ 

Family  history  of  breast  cancer  on  mother's  side 

of  "tree."  If  yes,  list: 


Do  you  practice  "breast  self  examination"  Reg- 
ularly? Have  you  ever  been  instructed  on  same? 


^ Any  blow  to  breast?- 
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formation  related  to  the  menstrual  history 
and  its  relationship  to  the  breast  mass 
should  be  sought.  In  addition,  the  patient’s 
reproductive  and  nursing  history  is  rele- 
vant. The  history  relative  to  the  breast 
mass  is  vitally  important.  This  includes 
how  and  when  it  was  discovered,  if  it  has 
changed  in  size,  and  whetherthere  has 
been  any  discomfort  or  pain  associated 
with  it.  This  is  also  a good  time  to  ask  if 
there  has  been  a blow  to  the  breast.  One 
should  inquire  as  to  whetherthe  patient 
has  noted  any  changes  in  her  breast  such 
as  retraction  signs,  redness,  or  edema, 
and  about  changes  in  the  appearance  of,  or 
drainage,  or  bleedingfrom  the  nipples. 
History  related  to  previous  biopsies  of  the 
breasts,  and  to  regular  medications  of  any 
variety  but  specifically  contraceptive  pills 
or  hormones,  may  be  helpful.  The  family 
history  is  of  particular  importance  as  it 
relates  to  carcinoma  of  the  breast;  strong 
familial  tendency  is  known  to  be  associated 
with  this  disease.  In  addition,  inquiry  con- 
cerning breast  injections  is  necessary  be- 
cause of  the  unusual  number  of  women 
who  have  had  silicone  injections  for  cos- 
metic reasons.  This  information  provides 
the  basic  facts  which  will  aid  in  establishing 
a tentative  diagnosis. 

Physical  Examination 

Breast  examination  should  be  done  atthe 
end  of  the  menstrual  cycle.  If  the  patient 
is  seen  premenstrually,  she  should  be  re- 
examined following  her  menses.  The  rou- 
tine which  one  follows  in  breast  examina- 
tion will  vary;  a careful  breast  examination 
is  not  necessarily  a short  procedure,  and 
its  success  will  depend  upon  the  meticul- 
ous inspection  and  palpation  by  the  exami- 
ner. An  adequate  examination  requires  that 
a number  of  steps  be  followed. 


Inspection  of  the  breast  is  best  accom- 
plished with  the  patient  in  the  sitting  posi- 
tion on  the  side  or  end  of  the  examining 
table,  with  an  adequate  light  source.  Dur- 
ingthe  inspection  the  patient  is  placed  in 
various  positions,  including  one  with  the 
arms  relaxed  at  the  sides  or  with  the  hands 
resting  on  the  hips  to  note  the  size  and 
symmetry  of  the  breast.  This  is  usually  fol- 
lowed by  having  the  patient  press  the  hands 
against  the  hips  or  in  front  of  the  chest. 
Following  this,  the  arms  are  extended  above 
the  head,  and  finally  the  so-called  forward 
bending  maneuver  is  accomplished,  with 
the  examiner  supporting  the  patient’s 
hands,  or  havingthe  patient  place  her 
hands  on  herhipsorontheend  of  the  table 
and  lean  forward.  Each  of  these  maneuvers 
is  designed  to  demonstrate  signs  of  attach- 
ment or  retraction  or  distortion  of  the  nip- 
ple or  skin  adjacent  to  the  tumor.  This  re- 
traction is  caused  by  shortening  of  the 
Cooper’s  ligaments  or  collecting  ducts, 
and  is  due  to  fibrosis  produced  by  the  path- 
ological process  within  the  breast.  In  addi- 
tion to  the  various  signs  of  attachment  or 
retraction,  the  physician  should  look  for 
such  obvious  things  as  a gross  mass,  di- 
lated subcutaneous  veins,  edema  or  color 
change  of  the  skin,  and  specifically, 
changes  in  or  aboutthe  nipple. 

Palpation  involves  a careful,  gentle,  and 
thorough  examination  of  the  breast  tissue 
as  well  as  the  lymph  node  areas.  Techni- 
ques of  this  examination  may  require 
changingthe  patient’s  position  occasional- 
ly, depending  upon  the  breast  size  and  the 
expertise  and  the  routine  of  the  examiner. 
Careful  attention  is  given  to  the  tumor  size, 
shape,  and  consistency.  These  findings 
should  be  noted  and  recorded.  The  dis- 
creteness and  mobility  of  the  tumor  mass 
within  the  breast  tissue  are  of  particular 
importance  and  may  be  important  clues 
to  the  tentative  diagnosis.  Finally,  the 
axillary  and  supraclavicular  node  areas 
should  be  gently  and  carefully  examined. 
The  proper  position  for  examining  these 
areas  is  with  the  patient  in  a sitting  or  up- 
right position  so  the  arms  can  be  relaxed. 
This  is  the  only  worthwhile  position  for  ex- 
amining the  axillary  and  supraclavicular 
areas.  Accurate  clinical  staging  of  breast 
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carcinoma  can  only  be  done  following  a 
careful  and  thorough  examination.  Only 
with  accurate  clinical  staging  can  the  pro- 
per treatment  be  offered  to  the  patient  with 
breast  cancer. 


Mammography 

Mammography  has  an  established  place  in 
the  management  of  the  patient  with  a 
breast  lump.  This  is  particularly  true  since 
the  development  and  availability  of  im- 
proved equipment  for  conventional  mam- 
mograms, and  more  recently  with  the  de- 
velopment of  the  xeroradiographic 
equipment. 

Patients  are  now  being  seen  with  in- 
creasingfrequency  specifically  for  mam- 
mographic  findings  which  are  suggestive 
or  diagnostic  of  early  (or  not  so  early) 
breast  cancer.  In  many  instances  there  is 
no  associated  mass  or  significant  physical 
finding.  Patients  may  be  referred  on  the 
basis  of  screening  mammograms  done  as 
part  of  their  annual  examination,  or  be- 
cause of  breast  symptoms  which  caused 
them  to  see  their  physician.  An  increasing 
number  of  so-called  blind  biopsies  have 
become  necessary  because  of  the  mammo- 
graphic  findings. 

Mammographic  findings  most  often 
considered  to  indicate  carcinoma  are  those 
related  to  either  fine  stippled  calcification 
or  a visible  mass.  The  calcific  stippling  is 
especially  significant  when  it  is  localized 
or  arranged  in  a ductal  pattern,  and  par- 
ticularly when  it  is  unilateral.  The  density 
and  the  shape  of  the  mass  may  be  diag- 
nostic. Dense  spiculated  or  stellate  masses 
usually  indicate  scirrhous  or  infiltrating 
duct  cell  carcinoma.  Other  varieties  may 
be  suggested  by  lobulated  or  circumscribed 
ill-defined  masses  which  may  or  may  not 
contain  fine  calcifications.  Secondary  signs 
of  cancer  include  skin  thickening,  in- 
creased vascularity  of  the  breast,  and  en- 
larged axillary  nodes.  The  common  indi- 
cations for  mammography  are  shown  in 
Fig  2.  In  addition,  mammography  should 
be  performed  in  the  patient  who  has  evi- 
dence of  metastatic  disease  but  an  in- 
determinate primary  site. 


Preoperative  Evaluation 

Fortunately,  a majority  of  patients  pre- 
senting with  suspected  breast  masses  do 
not  require  surgery;  however,  certain 
findings  indicate  biopsy  study:  (1)  a domi- 
nant mass  with  or  without  attachment 
signs;  (2)  a mass  considered  to  be  a cyst 
but  “dry”  on  aspiration  attempt;  (3)  a 
cyst  with  bloody  aspirate;  (4)  a cyst  with 
residual  mass  remaining  after  aspiration; 
(5)  spontaneous  nipple  discharge  or  bleed- 
ing; (6)  eczema  or  erosion  of  the  nipple; 
and  (7)  suspected  or  positive  abnormali- 
ties on  mammograms.  The  preoperative 
studies  that  should  be  done  depend  upon 
the  age  and  the  degree  of  abnormality  in 
the  individual  patient.  For  patients  ex- 
pected to  have  a benign  mass,  the  essential 
studies  to  be  done  after  admission  to  the 
hospital  usually  include  routine  laboratory 
studies  consisting  of  a complete  blood 
count  and  urinalysis,  chest  x-ray  if  none 
has  been  done  within  the  most  recent  ap- 
propriate interval,  and  a routine  electro- 
cardiogram in  patients  over  40  years  of 
age,  or  when  indicated.  Other  laboratory 
studies  suggested  by  the  history,  or  de- 
sired by  the  physician,  also  would  be  in- 
cluded. 

It  is  essential  for  patients  likely  to  have  a 
malignant  lesion,  or  at  high  risk,  or  in  an 
age  group  where  the  mass  is  more  likely  to 

2.  Common  indications  for  mammography. 

1.  Suspected  cancer  in  one  breast 

2.  Survey  of  remaining  breast 

3.  Large  breasts 

4.  Screening  (after  age  45-50) 

5.  Suspicions  aroused  on  breast  self  examination 

6.  High  risk  women 

(a)  Family  history 

(b)  Gross  fibrocystic  disease 

(c)  Hyperplastic  changes  on  biopsy 

(d)  Intraductal  papillomatosis 

(e)  Atypical  breast  physiology 
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be  carcinoma,  to  have  additional  evaluation 
studies.  These  are  done  to  try  to  more  ac- 
curately assess  the  operability  of  the  lesion, 
since  it  v^/ould  be  tragic  to  have  these 
patients  undergo  a radical  mastectomy  if 
there  is  discoverable  evidence  of  metasta- 
tic disease  already  present.  These  patients 
should  have  other  studies,  includingat 
least  a biochemical  profile  (SMA-6  and 
SMA-12),  sedimentation  rate,  skeletal  and 
chest  x-rays  and  where  indicated,  radio- 
active bone  or  liver  scans,  or  both.  In  every 
instance,  mammograms  should  be  secured 
to  aid  in  the  evaluation  of  the  mass  area  in 
question,  but  more  importantly  to  evaluate 
the  opposite  breast  because  of  the  known 
significant  occurrence  of  simultaneous  bi- 
lateral breast  carcinomas.  Appropriate 
consultations  should  be  secured  from  the 
radiotherapy  and  chemotherapy  depart- 
ments when  indicated.  These  studies  may 
be  expensive,  but  they  also  may  prevent  an 
unnecessary  radical  procedure-  Other  ex- 
aminations which  may  be  done  for  further 
evaluation  include  thermography,  mam- 
mometry,  transillumination  of  the  breast, 
and  even  duct  injection.  These  and  other 
studies  have  been  recommended  and  have 
been  helpful  in  some  instances,  but  their 
value  for  routine  use  has  not  been  esta- 
blished. 

Provingthe  Diagnosis 

The  clinical  diagnosis  can  be  made  with 
a high  degree  of  accuracy  in  most  instan- 
ces. This  is  true  for  example  in  the  teen- 
ager or  in  the  younger  female  with  the 
discrete  “popable”  mass  of  the  fibro- 
adenoma; or  in  the  older  patient  with  the 
discrete  mass  which  is  fluctuant  and  from 
which  can  be  aspirated  clear  fluid.  The 
rubbery,  fibrotic  localized  mass  of  fibro- 
cystic disease  usually  is  a recognizable 
clinical  entity  and  will  not  necessarily  re- 


quire biopsy  study;  however,  a dominant 
mass  within  the  breast  which  remains  un- 
changed through  a cycle  or  two,  must  have 
the  diagnosis  proven.  Therefore,  establish- 
ingthe  diagnosis  is  essential  in  the  man- 
agement of  the  breast  lump. 

The  steps  necessary  to  prove  the  diag- 
nosis include: 

1.  Aspiration  of  cyst:  A distinct  fluctu- 
ant mass  can  be  aspirated  in  the  office 
usinga  droportwo of  local  anesthetic. 
Aspiration  of  a clinically  suspected  cyst  at 
the  initial  visit  is  a recognized  means  of 
provingthe  diagnosis  and  gives  immediate 
emotional  release  to  the  anxious  patient. 

If  no  residual  mass  remains,  the  patient 
usually  can  be  followed  safely  in  the  office 
at  regular  intervals.  Nothing  can  be  accom- 
plished by  aspirating  or  attempting  to 
aspirate  a fibroadenoma.  If  the  mass  is 
solid,  then  hospitalization  for  biopsy  may 
be  necessary. 

2.  Needle  biopsy:  Gentle,  atraumatic 
needle  biopsy  has  been  done  frequently  in 
the  patient  with  a clinical  carcinoma  of  the 
breast,  using  a disposable  needle.  This  is 
done  the  afternoon  before  the  day  of  sur- 
gery, and  if  a good  core  of  tissue  is  secur- 
ed, frozen  section  examination  on  this  may 
prove  the  diagnosis.  When  this  can  be 
achieved,  approximately  an  hour  of  operat- 
ingand  anesthesia  time  is  saved.  If  the 
needle  biopsy  is  negative  on  frozen  section 
or  is  unsuccessful,  then  open  biopsy  will 
be  required. 

3.  Open  operative  biopsy:  This  should 
be  done  only  after  completion  of  the  full 
evaluation  of  the  patient,  and  may  be  ex- 
cisional  or  incisional.  The  skin  incision  is 
ideally  placed  so  that  the  biopsy  site  will 
be  as  far  from  the  margins  of  a possible 
resection  as  feasible.  If  the  mass  is  1 cm 
or  less,  it  may  be  excised  totally  at  surgery; 
if  it  is  greaterthan  1 cm,  then  incisional 
biopsy  is  done  removing  a small  wedge  of 
tissue  from  the  mass  by  sharp  dissection. 

If  this  is  grossly  carcinoma,  the  Bovie  unit 
is  used  to  completely  coagulate  the  biopsy 
site.  The  wound  is  then  closed  (with  a por- 
tion of  formalin-soaked  sponge  placed  with- 
in it)  as  near  “watertight”  as  possible  and 
sealed  with  collodion. 

4.  Positive  mammograms:  With  in- 
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creased  experience  with  mammography 
(conventional  and  Xerography),  radiologi- 
cal findings  diagnostic  or  suggestive  of 
carcinoma  which  are  not  associated  with 
a palpable  mass  may  be  found.  In  these 
instances  open  biopsy  will  be  necessary. 
When  this  is  indicated,  the  use  of  specimen 
radiography  in  the  pathology  laboratory  is 
required  to  be  certain  that  the  area  in 
question  has  been  removed.  The  use  of 
specimen  radiography  with  a Faxitron  x-ray 
unit  has  been  most  helpful  to  the  path- 
ologist in  identifyingthe  calcifications  as 
well  as  small  noncalcified  carcinomas.  Its 
use  serves  as  a guide  to  the  most  suspi- 
cious area  suitable  for  frozen  section  in  the 
tissue  specimen.  Conventional  x-ray  equip- 
ment may  be  used  forthe  same  purpose, 
but  it  is  slightly  more  time  consuming. 

Blind  biopsy  forthe  mammographic  mass 
orcalcifications  without  specimen  x-ray  is 
contraindicated,  since  an  unsuspecting 
pathologist  may  miss  the  area  in  question 
atthe  time  the  initial  segment  is  removed. 
At  the  same  time,  if  the  suspected  area  is 
not  seen  on  the  specimen  x-ray,  the  sur- 
geon is  obligated  to  remove  additional  tis- 
sue until  it  can  be  identified.  Blind  biopsy 
using  specimen  radiography  and  frozen 
section  requires  more  time  than  the  usual 
breast  biopsy,  and  adequate  time  should  be 
requested  when  scheduling  in  the  operat- 
ing room.  It  should  be  emphasized  that,  in 
event  of  clinical  indications,  biopsy  should 
be  done,  even  if  the  mammograms  are  re- 
ported as  negative,  or  benign.  Equally  true, 
if  there  is  roentgen  evidence  suggestive  of 
carcinoma,  biopsy  should  be  done,  even 
though  there  is  no  clinical  evidence  of  a 
breast  mass. 

Instruction  on  Breast  Self-Examination 

Since  cancer  of  the  breast  is  the  most  com- 
mon form  of  cancer  in  the  female,  with 
more  than  90,000  new  cases  expected  to 
be  diagnosed  within  the  next  year;  and  be- 
cause of  the  recent  publicity  relating  to 
breast  cancer,  it  is  necessary  to  comment 
on  breast  self-examination.  Most  women 
discover  their  breast  lump  themselves,  fre- 
quently by  accident.  Every  physician  should 
routinely  instruct  his  or  her  patients  in 


breast  self-examination  at  the  time  of  their 
consultation.  Instructional  aids  are  avail- 
able through  the  American  Cancer  Society. 
They  will  guide  the  patient  in  the  steps  to 
follow,  and  at  the  same  time  serve  as  a re- 
minder for  them  to  examine  themselves  at 
the  proper  time.  In  the  menstruating  pa- 
tient, this  is  at  the  end  of  the  menses.  In 
the  nonmenstruating  patient,  a definite 
time  should  be  suggested,  such  as  the  first 
of  each  month,  or  immediately  following 
any  cyclic  episode  of  breast  soreness.  The 
menopausal  or  postmenopausal  woman 
taking  cyclic  hormones  should  be  advised 
to  examine  herself  on  the  day  that  she 
starts  back  on  her  medication.  It  is  hoped 
that  every  physician  will  accept  the  respon- 
sibility to  instruct  patients  on  breast  self- 
examination. 

Reference 

1.  Lewison  EF:  The  Total  Care  of  Your  Mastectomy 
Patient  (abridged  from  Breast  Cancer  and  its  Diagnosis 
and  Treatment).  Available  from  Identical  Breast  Form, 
Inc.,  17  West  60th  Street,  New  York,  NY. 

The  authors,  Baylor  Medical  Plaza,  3600  Gaston 
Ave,  Dallas,  Texas  75246. 


Volume  71,  December,  1975 


Biofeedback:  A demand 
for  clinical  expertise 


44 


Biofeedback  is  a promising  methodology 
for  teaching  some  degree  of  self-control 
over  aberrant  physiological  processes.  It 
is  not  drugstore  medicine,  instant  nirvana, 
or  a panacea  for  every  psychophysiological 
malady.  Early  successes  of  biofeedback 
training,  spectacular  as  they  have  been, 
have  been  clouded  by  an  aura  of  simplistic 
cure  by  gadgetry  that  too  often  underesti- 
mates the  profoundly  complicated  issues  at 
stake.  Contrary  to  this  naivete,  v/e  contend 
that  nothing  less  than  a mastery  of  normal 
and  abnormal  physiology,  normal  and  ab- 
normal psychology,  pharmacology,  physi- 
cal and  psychological  diagnosis,  and  psy- 
chotherapeutic skills  are  sufficient  forthe 
judicious  use  of  biofeedback  training. 
These  conclusions  are  based  upon  a year 
and  a half  of  experience  in  a private  bio- 
feedback laboratory. 

Of  course,  if  all  biofeedback  patients 
were  young,  physically  and  psychologically 
healthy  individuals,  nondependent  on 
drugs,  and  free  of  any  concomitant  physio- 
logical disorder  other  than  a moderate 
degree  of  tension  headache,  such  a con- 
tention would  be  extravagant.  However, 
this  is  rarely  the  case  and  most  often  pa- 
tients presenting  themselves  for  biofeed- 
back do  so  after  having  suffered  from  their 
primary  symptoms  for  years,  and  frequent- 
ly have  more  than  one  physiological  disor- 
der and  often  have  a drug  habituation  prob- 
lem. Patients  are  also  likely  to  be  suffering 
from  multiple  psychological  difficulties,  al- 
ways including  the  strong  possibility  of 
severe  depression.  Although  biofeedback 
treatments  of  such  individuals  in  the  hands 
of  untrained  persons  may  not  lead  to  seri- 
ous sequelae,  it  may  often  result  in  another 
futile  treatment  experience  with  continued 
problems  of  drug  dependency  and  further 
loss  of  confidence  and  self-esteem  by  the 
patient. 


Diagnosis 

Consider  first  the  problems  involved 
in  diagnosis.  The  disorder  most  frequently 
treated  with  biofeedback  has  been  head- 
ache, specifically  migraine  and  tension 
headache.  It  is  our  experience  that  indi- 
viduals who  have  suffered  for  years  from 
headaches  invariably  tend  to  diagnose 
their  condition  as  “migraine.”  This  diag- 
nosis, or  misdiagnosis,  is  the  result  of  the 
severity  of  their  headaches.  Severity  is  as- 
sociated with  “migraine  syndrome”  and 
not  infrequently  the  misdiagnosis  given 
them  by  members  of  the  family,  friends  and 
even  physicians;  nonetheless,  not  every  se- 
vere headache,  nor  even  most  for  that  mat- 
ter, are  in  fact  migraine.  Since  the  treat- 
ment of  migraine  and  tension  headaches  is 
significantly  different  with  the  biofeedback 
approach,  an  accurate  diagnosis  is  es- 
sential. No  individual  should  be  treated 
with  biofeedback  until  he  has  had  a 
thorough  physical  evaluation,  including 
all  the  pertinent  diagnostic  tests.  In  the 
majority  of  cases  this  would  include  com- 
plete physical  and  neurological  examina- 
tion, electroencephalogram,  skull  series, 
and  in  certain  cases  brain  scan,  cerebral 
arteriography,  and  examination  of  the 
spinal  fluid.  In  addition,  a carefully  ac- 
quired clinical  history  is  an  important  part 
of  the  evaluation.  Sensitivity  to  arthritic 
conditions  of  the  upper  cervical  spine,  a 
history  (recent  or  remote)  of  whiplash  in- 
jury, and  the  possibility  of  cluster  head- 
aches, or  allergic  headaches,  are  important 
variants  in  the  differential  diagnosis.  Clus- 
ter headaches  seem  to  be  completely  re- 
sistant to  biofeedback  techniques. 

While  every  severe  headache  is  not  mi- 
graine, it  is  not  uncommon  forthe  mi- 
graine sufferer  to  have  a certain  degree 
of  tension  headache.  Migraine  headache 
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is  treated  with  the  hand  warming  technique 
perfected  at  the  Menninger  Clinic  by  Green 
and  Sargent.  The  technique  has  been  suc- 
cessful in  about  70%  of  the  cases, ^ but  it 
would  be  insufficient  for  the  migraine  pa- 
tient who  is  also  suffering  from  tension 
headache.  Tension  headache  is  treated  pri- 
marily through  the  use  of  the  electromyo- 
graphic biofeedback  device  and  it,  too,  has 
a good  clinical  success  rate. ^ The  point  is 
that  a definitive  and  accurate  diagnosis, 
the  basis  for  all  good  medical  treatment, 
is  also  the  basis  for  definitiveand  success- 
ful use  of  biofeedback  techniques. 

Drugs 

Second,  considerthe  issue  of  drugs  in  the 
use  of  biofeedback.  The  majority  of  pa- 
tients who  come  for  biofeedback  training 
are  taking  several  medications,  including 
analgesics  of  varying  strengths  up  to  and 
including  narcotics,  a variety  of  tranquiliz- 
ing  agents,  hypnotics  often  including  bar- 
biturates, antidepressant  medication,  and 
sometimes  even  central  nervous  system 
stimulants.  Since  most  biofeedback  work 
decreases  the  hyperarousal  physiological 
state  of  the  individual,  in  otherwords,  de- 
creases sympathetic  nervous  system  ac- 
tivity, it  is  ironic  to  have  patients  present 
themselves  with  sympathetic  nervous  sys- 
tem stimulants  in  theirtherapeutic  regi- 
mens! 

The  ultimate  aims  of  successful  biofeed- 
back treatment  would  include  helping  in- 
dividuals to  become  totally  drug  free,  but 
the  interim  process  requires  careful,  con- 
stant, and  usually  slow  withdrawal  or  re- 
placement of  medications,  or  both,  to  in- 
sure a successful  outcome.  Only  the  clinical 
experience  and  pharmacological  knowledge 
of  the  physician  is  likelyto  be  sufficient  to 
manage  the  conglomeration  of  drugs  that 
are  being  used  or  misused. 


Another  fact  related  to  drugs  is  the  oc- 
casional appearance  of  frank  drug  addic- 
tion. For  example,  a 55-year-old  profes- 
sional presented  with  the  chief  complaint 
of  severe  headaches  spanning  a ten-year 
period.  He  had  recently  undergone  medical 
evaluation  of  his  headaches  with  no  signifi- 
cant findings.  The  clinical  history  was  con- 
sistent with  the  diagnosis  of  tension  head- 
aches, buttheclinicians  picked  upa  very 
mild  degree  of  organicity  reflected  in  the 
patient's  verbalization  and  gait,  which  was 
not  consistent  with  the  information  given 
regarding  drug  usage.  Suspicions  were 
deepened  after  a biofeedback  treatment 
session,  in  which  it  was  difficultforthe 
patient  to  utilize  his  experience.  At  this 
point,  confrontation  was  made  and  infor- 
mation elicited  of  the  patient’s  long-stand- 
ing addiction  to  Percodan.  Hospitalization 
was  then  offered  forthe  treatment  of  addic- 
tion but  the  patient  refused. 

Psychological  Illness 

Third,  consider  serious  psychological  ill- 
ness as  a complicatingfactor  in  treatment. 
It  may  be  that  every  psychophysiological 
syndrome  is  accompanied  by  a certain  de- 
gree of  depression,  and  some  may  be  the 
explicit  result  of  a serious  depression.  In 
any  event,  sensitivity  to  the  presence  of 
depression  is  of  great  importance  in  work- 
ing with  the  biofeedback  patient  popula- 
tion. A middle-aged  woman  presented  with 
severe  headaches  of  more  than  20  years’ 
duration.  Forthe  most  part  she  had  simply 
“suffered”  with  the  headaches  with  only  oc- 
casional episodes  of  total  dysfunction,  but 
forthe  preceding  several  months  had  been 
largely  incapacitated  by  the  increasing 
severity  of  the  pain.  Medical  evaluation  and 
clinical  history  were  consistent  with  the 
diagnosis  of  severe  tension  headaches. 
Duringthe  initial  psychological  evaluation 
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(which  is  a regular  part  of  our  biofeedback 
evaluation),  the  clinician  noted  a significant 
degree  of  depression  in  the  mental  status 
examination.  Antidepressant  medication 
was  instituted  in  therapeutic  doses,  the 
patient’s  mood  significantly  improved,  and 
biofeedback  training  was  instituted.  With- 
in three  weeks  the  patient  had  dramatic 
relief  from  her  headaches  for  the  first 
time  in  many  years.  Under  such  circum- 
stances, of  course,  one  could  never  know 
whether  the  relief  of  the  long-standing  de- 
pression would  have  been  sufficient  to  re- 
lieve the  headaches,  but  the  amount  of 
hyperarousal  in  this  patient,  even  with  a 
normalized  mood,  suggested  that  biofeed- 
back relaxation  training  and  treatment  of 
the  depression  were  necessary  to  deal  with 
the  entire  psychological  syndrome  of  mood 
disturbance  and  tension. 

A second  example  illustrates  the  com- 
plications of  more  deeply  rooted  psycho- 
logical problems.  A young  woman  pre- 
sented with  symptoms  of  severe  headaches 
and  shoulder  pains,  and  with  a history  of  a 
whiplash  injury  some  eight  months  earlier. 
She  had  undergone  extensive  treatment 
by  an  orthopedic  surgeon  and  a neurolo- 
gist, who  referred  her  for  biofeedback 
training  because  they  felt  that  they  had 
done  all  that  they  could.  Of  immediate  im- 
portance was  the  fact  that  the  patient  was 
heavily  dependent  on  several  medications, 
includingcodeine.  Slow  withdrawal  of  her 
medications  was  instituted  as  she  began  a 
program  of  biofeedbacktrainingwith  the 
use  of  the  electromyogram  and  home  re- 
laxation practices.  Initially,  there  was  some 
slight  improvement,  but  the  patient  tended 
to  relapse  and  aftera  month’s  trainingwas 
in  as  much  pain  as  before.  At  this  point  a 
psychological  reevaluation  was  made,  and 
it  was  determined  that  among  the  young 
woman’s  many  hysteric  features  was  anln- 
tense  transference  reaction  to  her  paterna- 


listic employer.  That  she  had  severe  muscle 
tension  and  severe  pain  was  never  in  doubt; 
it  was  reflected  in  the  high  readings  from 
the  electromyogram.  The  patient  was  en- 
couraged to  enter  psychotherapy  to  supple- 
ment her  biofeedback  training,  and  the 
problems  of  the  transference  were  dealt 
with  inthe  course  of  treatment.  Duringthe 
next  four  months,  the  patient  began  to 
show  slow  but  significant  improvementto 
the  point  of  becoming  totally  free  of  drugs 
and  being  able  to  return  to  full-time  em- 
ployment. The  nature  of  her  relationship 
with  her  boss,  as  well  as  her  mother, 
changed  dramatically  and  the  patient’s 
confidence  in  herself  was  remarkably  en- 
hanced. Biofeedback  treatment  of  this  pa- 
tient might  have  failed  without  recognition 
and  treatment  of  ancillary  problems. 

Problems  Associated  with  Success 

Consider  now  those  problems  that  are  the 
sequelae  of  improvement  or  cure  of  long- 
standing psychophysiological  syndromes. 

Case  1:  A middle-aged  businessman  pre- 
sented with  a 20-year  history  of  severe  and 
increasingly  incapacitating  migraine.  After 
a slow  beginning,  he  entered  enthusiastical- 
ly into  the  training  program  and  aftera  few 
weeks  showed  undeniable  changes  in  his 
symptoms.  He  also  began  to  change  his  en- 
tire style  of  life,  working  less  and  playing 
more.  His  success  in  relaxation  training 
was  reflected  in  his  ability  to  increase  his 
hand  temperature  by  as  much  as  24  de- 
grees in  a few  minutes!  His  symptoms  vir- 
tually disappeared.  However,  his  long- 
standing headaches  had  established  a spe- 
cial pattern  in  his  relationship  with  his  wife. 
Formerly,  when  free  from  headaches,  he  ex- 
erted an  authoritative  and  somewhat  con- 
trolling relationship  with  his  wife,  only  to  be 
supplanted  by  relative  helplessness  in  the 
face  of  a severe  migraine  attack.  Freed  of 
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headaches,  he  sought  a new  pattern  of  re- 
latingthat  departed  from  both  controlling 
paternalism  and  the  extreme  helpless-de- 
pendent posture.  His  wife  was  not  prepared 
for  such  a dramatic  change;  she  reacted 
strongly  and  with  hostility  to  her  husband’s 
improvement  with  a multitude  of  psycho- 
physiological  symptoms  of  her  own.  The 
secondary  compensations  of  the  patient’s 
headache  were  deeply  involved  in  the  mari- 
tal relationship.  Psychotherapy  was  offered 
to  both  spouses,  was  accepted,  and  the  re- 
sults were  gratifying. 

Case  2:^  A 25-year-old  housewife  was  re- 
ferred for  biofeedback  training  because  of 
a five-year  history  of  muscle  spasms  in 
both  hips.  In  consultation  she  stated  that 
she  was  happily  married  and  under  no  ma- 
jor current  stresses  other  than  those  caused 
by  her  physical  disability.  Although  she 
showed  no  evidence  of  psychotic  ideation, 
she  reported  that  she  had  experienced  a 
psychotic  break  seven  years  earlier  during 
the  first  year  of  her  marriage  when  her 
husband  was  drafted  to  go  to  Vietnam.  With- 
in seven  sessions  of  biofeedback  relaxation 
training  her  hip  spasms  had  ceased.  How- 
ever, she  now  stated  that  she  wished  to 
leave  her  husband  to  move  to  a hidden 
ranch  with  her  neighbor,  whom  she  claimed 
was  collecting  guns  and  storingfood  in 
anticipation  of  a famine.  The  patient  had 
clearly  moved  into  a severe  acute  paranoid 
psychotic  illness.  One  could  speculate  that 
the  hip  spasms  had  developed  in  resistance 
to  the  paranoid  state,  but  in  fact  the  pa- 
tient’s newly  found  mobility  liberated  the 
psychotic  delusional  system. 

Future  of  Biofeedback 

Biofeedback  has  already  made  a meaning- 
ful contribution  to  the  health  and  welfare 
of  thousands  of  individuals.  Its  usefulness 
in  many  situations  cannot  be  doubted  and 


it  likely  has  dozens,  if  not  hundreds,  of 
potential  uses  not  yet  tried  or  even 
conceived. 

The  future  of  biofeedback  will  be  greatly 
aided  by  a proper  appreciation  of  the  seri- 
ousness of  the  problems  that  its  subjects 
bringwith  them,  the  complicated  matters 
of  correct  diagnosis,  the  use  and  abuse  of 
drugs,  and  the  endless  variety  of  psycho- 
logical illnesses  that  might  be  present.  To 
this  end,  biofeedback  can  be  protected 
from  the  aura  of  magic  and  quackery,  and 
patients  can  be  protected  from  the  use  of 
ineffective  methods. 
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Combined  approach  to 
treatment  of  retinoblastoma 


Paul  Clarke  Salmonsen,  MD 

The  treatment  of  retinoblastoma  brings 
together  diverse  medical  disciplines  that 
normally  may  not  have  close  association. 
The  integration  of  the  different  medical 
fields  in  the  treatment  of  a child  with  re- 
tinoblastoma depends  upon  the  character- 
istics of  that  particulartumor.  In  unilateral 
cases  the  eye  often  is  enucleated,  leaving 
virtually  all  the  treatment  in  the  hands  of 
the  ophthalmologist,  whereas  in  bilateral 
cases  one  eye  frequently  is  suitable  for 
treatment  otherthan  enucleation.  Initial 
tumor  size,  bilateral  involvement,  spread  to 
the  orbit,  metastatic  disease,  secondary 
isolated  or  radiation-induced  tumors,  and 
needed  genetic  counseling  all  play  key  roles 
in  deciding  if  a radiotherapist,  pediatrician, 
oncologist,  or  geneticist  will  be  needed  to 
help  the  ophthalmologist  in  the  treatment 
of  the  patient  and  his  family. 

Ophthalmologist 

The  ophthalmologist’s  role  is  to  diagnose, 
to  treat,  to  evaluate  treatment  progress, 
and  to  coordinate  the  different  specialties 
so  that  a unified  approach  to  the  disease  is 
made. 

For  the  ophthalmologist,  the  diagnosis 
of  retinoblastoma  is  usually  the  differential 
diagnosis  of  leukokoria,  since  the  majority 

7.  Differential  diagnosis  of  leukokoria. 
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of  cases  present  with  a history  of  a white 
pupil.  Often  a considerable  period  of  time 
has  elapsed  between  the  family’s  initially 
noticing  a pupillary  abnormality  and  the 
subsequent  diagnosis  of  retinoblastoma. 
Generally  this  delay  stems  from  the  fact 
that  the  abnormal  reflex  can  be  perceived 
only  in  a special  home  lighting  situation 
that  is  not  reproduced  in  the  brightness  of 
a physician’s  office.  With  the  pupil  fully 
dilated  and  the  fundus  carefully  examined 
under  anesthesia,  the  etiology  of  the  leu- 
kokoria can  best  be  determined.  Consid- 
erations must  include  such  diverse  entities 
as  larval  granulomatosis,  uveitis.  Coats’ 
disease,  angiomatosis  retinae,  and  persis- 
tent hyperplastic  primary  vitreous,  to  name 
but  a few  items  responsible  for  creating  a 
white  pupillary  reflex  (Fig  1). 

Retinoblastoma  may  also  present  in  a 
variety  of  other  ways,  the  most  common  of 
these  being  strabismus.  A large  tumor  oc- 
cupying the  posterior  pole,  or  a small  tumor 
in  the  macula,  will  decrease  the  visual 
acuity  and  cause  an  eye  to  deviate.  Iritis, 
panophthalmitis,  and  hyphema  are  a few 
of  the  other  more  common  ways  retino- 
blastoma may  make  its  presence  known 
(Fig  2). 

Once  the  diagnosis  of  retinoblastoma 
has  been  made,  the  mode  of  therapy  has  to 
be  chosen.  When  each  retina  is  carefully 
examined  with  the  child  anesthetized,  an 
accurate  drawing  must  be  made  to  estab- 
lish tumor  size,  location  in  the  retina,  and 

2.  Presenting  signs  of  retinoblastoma. 
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the  presence  or  absence  of  vitreous  seed- 
ing, the  latter  being  a poor  prognostic  sign. 
The  tumors'  sizes  and  positions  are  of 
paramount  importance  in  deciding  whether 
to  treat  an  eye  by  enucleation  or  radiation. 
For  purposes  of  standardization,  the  tu- 
mors are  categorized  by  Reese  and  Ells- 
worth’s accepted  classification  of  Group  I, 
a very  favorable  prognosis,  through  Group 
V,  a very  unfavorable  prognosis  (Fig  3). 

Unilateral  cases  are  usually  best  treated 
by  enucleation,  since  these  tumors  are  gen- 
erally quite  faradvanced  when  initially 
seen.  Occasionally  small  tumors  are  seen 
early  either  because  macular  involvement 
and  subsequent  squint  allowed  prompt 
diagnosis  or  because  a family  history  of 
the  disease  demanded  early  examination. 
These  small  unilateral  tumors  may  be 
amenable  to  radiotherapy. 

In  bilateral  disease,  one  eye  usually  is 
massively  involved  with  tumor  and  enu- 
cleation is  necessary;  however,  the  second 
eye  may  be  relatively  uninvolved  and  its 
condition  may  be  more  compatible  with 
treatment.  As  a general  guideline,  any  eye 
in  the  Group  I,  II  or  III  category  may  be 
treated  whether  the  disease  is  unilateral 
or  bilateral. 

Advanced  bilateral,  symmetrical  in- 
volvement requires  that  both  eyes  be  treat- 
ed to  see  which  responds  best,  since  it  is 
impossible  to  predict  beforehand  what  ef- 
fect radiation  will  have  on  a tumor.  The 
response  of  tumor  to  radiotherapy  seems 
to  depend  upon  the  degree  of  cell  differen- 
tiation. More  highly  differentiated  tumor 
resembling  primitive  retina  may  be  more 
radioresistant  and  difficult  to  treat.  Occa- 
sionally both  eyes  respond  quite  favorably. 
If  at  least  60°  of  uninvolved  retina  exists, 
whether  attached  or  not,  treatment  is  justi- 
fied. In  bilateral  advanced  cases  that  have 
been  treated,  one  eye  has  been  saved  50% 


of  the  time,  both  eyes  have  been  lost  25% 
of  the  time,  and  both  eyes  have  been  saved 
25%  of  the  time. 

Pediatrician 

With  the  course  of  treatment  decided  upon, 
complete  pediatric  evaluation  is  necessary 
since  any  evidence  of  metastatic  disease 
would  drastically  alter  treatment  goals  and 
methods.  Retinoblastoma  characteristical- 
ly metastasizes  first  to  the  bone  marrow, 
then  to  the  skull  and  long  bones  of  the 
body.  The  central  nervous  system  usually 
is  not  involved  unless  direct  extension  via 
the  optic  nerve  has  occurred. 

Bone  marrow  involvement  may  be  spot- 
ty, requiring  numerous  bone  marrow  as- 
pirations by  the  pediatrician.  Representa- 
tive sites  that  are  commonly  chosen  for 
sampling  are  the  anterior  iliac  crest,  the 
sternum,  and  the  spinous  process  of  a 
vertebra. 

X-ray  studies  of  the  orbit,  with  particu- 
lar attention  to  the  optic  canals,  aid  in  es- 
tablishing orbital  extension  of  the  tumor 

3.  Classification  of  tumors. 


Group  I:  Very  favorable  prognosis 

a.  Solitary  tumor,  less  than  4 disc  diameters  in  size, 
at  or  behind  the  equator 

b.  Multiple  tumors,  none  over  4 disc  diameters  in  size, 
all  at  or  behind  the  equator 

Group  II:  Favorable  prognosis 

a.  Solitary  tumor,  4-10  disc  diameters  in  size,  at  or 
behind  the  equator 

b.  Multiple  tumors,  4-10  disc  diameters  in  size,  be- 
hind the  equator 

Group  III:  Doubtful  prognosis 

a.  Any  lesion  anterior  to  the  equator 

b.  Solitary  tumor  larger  than  10  disc  diameters  be- 
hind the  equator 

Group  IV:  Unfavorable  prognosis 

a.  Multiple  tumors,  some  larger  than  10  disc  diameters 

b.  Any  lesion  extending  anteriorly  to  the  ora 

Group  V:  Very  unfavorable  prognosis 

a.  Massive  tumors  involving  more  than  half  the  retina 

b.  Vitreous  seeding 
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as  well  as  nerve  involvement  with  growth 
through  the  optic  canal  into  the  cranium. 
Radiologic  views  of  the  skull  and  the  axial 
and  appendicular  skeleton  are  important 
to  rule  out  the  subperiosteal  lytic  and  bias- 
tic  lesions  characteristic  of  disseminated 
retinoblastoma. 

Millipore  filter  analysis  of  the  cerebral 
spinal  fluid  is  used  to  determine  if  the 
tumor  involves  the  central  nervous  system. 
If  the  optic  nerve  has  been  invaded  10  to  12 
mm  behind  the  eye  to  the  entrance  of  the 
retinal  vessels,  the  tumor  can  potentially 
escape  into  the  subarachnoid  space  and 
disseminate  throughout  the  central  nervous 
system. 

Radiotherapist 

The  sensitivity  of  retinoblastoma  to  x-ray 
makes  radiation  therapy  the  prime  method 
of  treatment.  Retinoblastoma  is  a multi- 
focal tumorwith  84%  of  cases  harboring 
numerous  lesions  within  one  eye  and  the 
remainder  of  the  retinal  cells  having  the 
potential  for  developing  retinoblastoma. 

By  treating  the  entire  retina  with  super 
voltage  external  beam  radiation,  the  radio- 
therapist treats  existing  lesions  and  stems 
the  appearance  of  others.  The  current  ra- 
diation technique  utilizes  3,500  to  4,500 
rads  of  super  voltage  radiation  delivered 
through  a 3 by  4 cm  temporal  portal  in 
divided  doses  over  a four-week  period.  With 
treatment  limited  to  no  more  than  400  rads 
three  times  weekly,  the  retinal  vascular 
complications  of  radiation  are  lessened. 

Supervoltage  radiation  provides  many 
advantages  over  conventional  orthovoltage 
radiation.  First,  the  penumbra  is  reduced, 
lessening  scatter  and  sharply  concentrat- 
ing the  radiation  beam  on  the  tumor.  This 
discrete  focus  of  radiation  has  diminished 
the  incidence  of  cataract  development.  Sec- 


ond, less  radiation  is  delivered  to  the  skin 
and  more  to  the  tumor,  minimizingthe 
radiation  dermatitis  so  commonly  seen 
with  orthovoltage  radiation. 

When  orbital  involvement  has  occurred 
by  extraocular  spread  of  the  tumor,  the 
radiotherapist  will  be  called  upon  to  treat 
the  orbit  with  5,000  rads  of  radiation  with 
hopes  of  stopping  any  further  spread  of  the 
retinoblastoma.  Radiotherapy  is  also  of 
great  benefit  in  lessening  the  discomfort  of 
the  subperiosteal  blastic  metastatic 
lesions. 

At  the  completion  of  radiation  therapy 
the  ophthalmologist  examines  the  retina 
to  evaluate  the  tumor’s  response  to  radia- 
tion. Duringthe  ensuingweeks,  recurrent 
examinations  will  help  decide  if  adjunctive 
therapy  such  as  photocoagulation,  cryo- 
therapy or  cobalt  plaque  treatment  is  nec- 
essary. A second  course  of  external  beam 
radiation  is  reserved  for  only  the  most  re- 
calcitrant cases.  With  increasing  amounts 
of  radiation,  the  vascular  complications 
preclude  good  sight.  Only  15%  of  the  eyes 
receiving  7,000  rads  will  preserve  function- 
al vision,  the  others  being  lost  from  vascu- 
larocclusions  or  intraocular  hemorrhage. 
The  radiotherapist  must  also  be  watchful 
of  the  serious  complication  of  radiation- 
induced  secondary  tumors.  The  develop- 
ment of  these  lesions  is  directly  proportion- 
al to  the  amount  of  radiation  given. 

Spurious  radiation  therapy  such  as  pro- 
phylactic radiation  of  an  orbit  which  has  no 
cytologic  evidence  of  disease  is  now  dis- 
couraged. The  high  doses  of  radiation  given 
in  the  1940s  and  early  1950s  caused  radia- 
tion-induced tumors  to  develop  in  more 
than  10%  of  the  patients.  The  majority  of 
the  tumors  were  sarcomas  that  arose  after 
an  average  latency  period  of  1 1 years.  With 
present  techniques  employing  3,500  to 
4,500  rads,  the  incidence  of  secondary 
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tumors  is  still  seen  in  2-4%  of  cases.  In- 
terestingly, the  tumors  are  occurring  at  a 
lower  dose  and  shorter  latency  period. 

Oncologist 

The  pediatric  oncologist  provides  chemo- 
therapy in  a variety  of  circumstances  in 
retinoblastoma  patients.  In  certain  in- 
stances of  Group  IV  and  V tumors,  triethy- 
lenemelamine  (TEM),  a rapidly  fixed  alky- 
lating agent,  is  injected  into  the  carotid 
artery  under  direct  observation  24  hours 
prior  to  radiation  therapy.  It  is  felt  that 
TEM  enhances  the  value  of  the  radiation 
as  well  as  exerting  a cytotoxic  effect  itself. 
The  dose  is  again  repeated  when  the  white 
blood  cell  and  platelet  counts  return  to 
normal.  The  efficacy  of  TEM  in  these  cases 
is  difficult  to  evaluate  because  of  lack  of 
control  groups;  however,  it  is  known  that  it 
does  not  alter  treatment  success  in  Group 
1 through  Group  111  patients. 

When  the  orbit  is  involved  with  tumor 
or  when  metastatic  disease  exists,  then  the 
oncologist  resorts  to  a regimen  of  Cytoxan, 
vincristine  and  Adriamycin  for  at  least  a 
year.  Intrathecal  Methotrexate  is  best  suit- 
ed for  treating  central  nervous  system 
lesions  since  TEM  has  been  known  to  cause 
convulsions  and  cerebral  edema.  Bilateral 
cases  of  retinoblastoma  and  those  few 
dominant  cases  of  unilateral  retinoblas- 
toma have  an  inordinately  high  incidence 
of  secondary  tumors  outside  the  radiation 
field.  Of  particular  note  have  been  the  ap- 
pearance of  osteogenic  sarcomas  of  the 
distal  femur.  Retinoblastoma  patients  may 
have  a genetic  “cancer  diathesis”  and  be 
more  prone  to  the  development  of  sarcoma- 
tous tumors.  The  oncologist  may  again  be 
called  upon,  years  after  the  treatment  and 
cure  of  the  eye  lesion,  to  treat  a serious 
secondary  tumor. 


Geneticist 

The  genetic  implications  of  retinoblastoma 
are  myriad  and  require  the  aid  of  a geneti- 
cist to  help  explain  the  ramifications  of  the 
disease  to  the  patient’s  family  and  to  help 
prognosticate  on  inheritance  patterns.  Re- 
tinoblastoma is  unique  in  beingthe  only 
cancer  with  a true  hereditary  basis.  Al- 
though 94%  of  the  cases  are  spontaneous 
and  only  6%  hereditary,  once  a patient 
survives  the  disease,  the  probability  exists 
that  the  tumor  may  be  passed  on  to  future 
generations  in  a large  percentage  of  the 
cases.  Genetic  counseling  is  indispensible 
in  providing  answers  to  questions  parents 
have  about  other  living  children  and  yet 
unborn  siblings.  As  children  are  born,  it  is 
imperative  that  the  parents  be  urged  to 
have  them  examined  by  the  first  month  of 
life  and  at  frequent  intervals  thereafter. 
Duringthe  many  years  the  survivors  will 
be  seen  following  the  initial  treatment  for 
retinoblastoma,  they  must  constantly  be 
reminded  that  the  disease  has  a hereditary 
basis  and  that  their  progeny  are  at  risk. 

Conclusion 

The  treatment  of  retinoblastoma  is  quite 
different  from  that  of  other  disease  pro- 
cesses. The  tumor  is  unique  in  being  gene- 
tically determined,  occurring  in  young 
children,  having  survivors  who  live  many 
years,  and  possessinga  particular  heredi- 
tary pattern  which  passes  the  tumor  to  fu- 
ture generations.  The  treatment  of  these 
tumors  is  complicated  not  only  in  the  initial 
stages  of  overcoming  the  tumor  to  preserve 
the  eye,  but  it  is  prolonged  in  terms  of  con- 
stant evaluation  of  a treated  tumor,  assess- 
ment of  potential  secondary  tumors  either 
in  the  radiation  field  or  elsewhere,  and 
close  observation  of  the  survivor’s  progeny. 

The  diverse  nature  of  retinoblastoma 
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and  the  long-range  implications  that  the 
tumor  may  have  demands  a highly  skilled 
team  approach  to  treatment.  The  ophthal- 
mologist serves  best  as  the  primary  physi- 
cian who  skillfully  utilizes  the  talents  of 
other  medical  disciplines — pediatrics, 
radiotherapy,  oncology  and  genetics — in 
battlingthis  potentially  curable  disease. 
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D.  D.  Goulden,  M.D. 
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C.  F.  Taboada,  M.D.,  FJV.C.P. 
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C.  W.  Ewing,  M.D.,  F.A.A.P. 
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G.  D.  Ferry,  M.D.,  F.A.A.P. 
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R.  M.  Thaller,  M.D. 

PSYCHIATRY 

C.  G.  Cochran,  M.D. 

R.  Daichman,  M.D. 
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Fight  emphysema,  tuberculosis,  air  pollution 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  after  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  lor  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nalline®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  alter  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO.  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OE 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  special  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12years  old.  For  ages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years.  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i  d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and.  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg,  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  Vz  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz,  bottle  of  Lomotil  liquid. 
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When  diarrhea 
has  him 


Diarrhea  can  hook  anyone.  When  it  does, 
physicians  and  patients  both  want  prompt 
control  of  diarrheal  symptoms.  Lomotil  will 
usually  control  diarrhea  promptly. 

This  rapid  action  can  halt  the  emergency 
aspect  of  diarrhea  and  is  comforting  and 
reassuring  to  the  patient.  Electrolyte  and 


fluid  losses  can  be  corrected  while  the  spe- 
cific cause  of  the  diarrhea  is  being  deter- 
mined. If  an  infective  agent  is  the  cause, 
appropriate  specific  therapy  should  be 
given  along  with  Lomotil. 

Lomotil  is  contraindicated  in  children 
less  than  2 years  old. 


Lomotil  . 

Each  tablet  and  each  5 ml  of  liquid  contain  diphenoxylate  hydrochloride  2 5 mg  (Warning  May  be  habit  forming),  atropine  sulfate  0 025  mg 

holds  the  line. 


Should  a 

specially  prepared 
pad^e  insert 
be  made  available  to 
patients? 


Dr.  Alexander  M.  Schmidt 
Commissioner, 
Food  and  Drug 
Administration 


Dr.  James  H.  Sammons 
Executive  Vice  President 
of  the  American 
Medical  Association 


Dialogue 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a long  time.  Many  physicians  alread 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  Anr 
some  physicians  give  verbal  instruc 
tions;  but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  witf 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there 
fore  do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  ai 
extension  of  drug  labeling. 


The  benefits  of  patient  involvement 

Many  physicians  may  not  real 
ize  how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  Anc 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hanC 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressec 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 


Some  pitfalls  in  the  inclusion  of 
side  effects 


Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  “this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggest! ng  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
-a  special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package, 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyonetaking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A. and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

1 don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition— 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx  1,000  tons) 
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□ Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

□ Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HCl)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

□ Antivert/25  (meclizine  HCl)  25  mg.  Chewable  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 


BRIEF  SUMMARY  OF  PRESCRIBING  INFOR.MATION 


*INDICAT10NS.  Based  on  a re\aew  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vesnbular  system. 

final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HCl)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  KXl  mg,/ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications" 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurrec 
vision  have  been  reported. 

More  detailed  professional  information  available  on 

request.  A division  of  Pfizer  Pharmaceuticals 


Antivertyzs 


New  York,  New  York  10017 


(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 


Management  of  intraocular 
opacities  with  the  roto-extractor 


John  C.  Barber,  MD 

The  roto-extractor  is  a vitreous  infusion- 
suction  cutter  which  has  come  into  wide 
use  for  vitrectomy.  The  ability  of  the  instru- 
mentto  remove  tissue  in  situ  with  minimal 
distortion  of  the  eye  has  made  it  useful  in 
the  treatment  of  many  other  intraocular 
opacities.  Experience  with  organized  vitre- 
ous, cataract,  after-cataract  membranes, 
organized  hyphema,  persistent  hyperplas- 
tic primary  vitreous,  and  bacterially  con- 
taminated eyes  is  presented.  Indications, 
contraindications,  complications,  and  pre- 
cautions are  considered. 

There  are  many  types  and  causes  of  intra- 
ocular opacities.  Those  in  the  anterior  seg- 
ment of  the  eye  have  been  treated  surgical- 
ly for  many  years  with  good  results.  Those 
in  the  vitreous  body  have  usually  been  con- 
sidered inoperable.  Invasion  of  the  vitreous 
has  been  taboo.  Vitreous  opacity  from 
diabetes,  trauma,  or  other  causes  may  lead 
to  permanent  blindness. 

History  of  Vitreous  Surgery 

Surgery  of  the  vitreous  has  been  an  enigma 
to  the  ophthalmic  surgeon.  In  1934, 
Thorpe^  described  a bulky  ocular  endo- 
scope which  was  awkward  and  ineffective. 
In  the  1940s,  several  people  investigated 
eye  bank  vitreous  injections,  but  the  first 
to  report  significant  vitreous  intervention 
was  Cibis,2  in  1964.  He  used  a guillotine- 
type  cutter  through  the  pars  plana  to  sever 
vitreous  bands.  Other  cutters  and  scissors 
were  designed  forthis  purpose.  In  1968, 
Kasner^  reported  an  “open  sky”  approach 
through  the  pupil  to  cut  the  vitreous  in  situ 
to  avoid  vitreous  traction.  This  encouraged 
Schepens"*  to  further  develop  his  open  eye 
technique.  Repair  of  detachments  was 
usually  postponed  to  allow  healing  of  the 
wound  before  buckling  procedures. 


The  most  recent  and  probably  the  most 
significant  breakthrough  came  in  1972 
when  Machemer^  developed  the  vitreous 
infusion-suction  cutter  (VISC)  for  cutting 
and  removing  vitreous  from  the  closed  eye 
through  the  pars  plana.  This  gave  minimal 
traction  and  manipulation  with  control  of 
ocular  volume  and  shape.  Douvas®  quickly 
followed  with  his  roto-extractor  using  the 
same  principles  and  adding  fiberoptic 
intraocular  illumination. 

Indications 

The  ability  of  these  instruments  to  cut  and 
remove  tissue  in  situ  with  minimal  distor- 
tion of  the  eye  has  led  to  the  treatment  of 
many  intraocular  opacities,  some  previous- 
ly inoperable.  Vitreous  hemorrhage  is  pro- 
bablythe  leading  cause  of  vitreous  blind- 
ness. The  etiology  of  vitreous  hemorrhage 
varies,  but  the  major  cause  is,  of  course, 
diabetic  retinopathy.  Other  causes  include 
trauma,  vein  occlusion,  hemoglobino- 
pathies, Eales’s  disease,  retinal  tears,  and 
many  other  rarer  causes. 

When  hemorrhage  clears,  organization 
may  leave  bands  or  sheets  of  fibroblastic 
proliferation  of  collagen.  Simple  bands 
may  be  severed  with  scissors,  but  extensive 
manipulation  may  lead  to  more  organiza- 
tion. The  natural  history  of  many  of  these 
bands  is  shrinkage  with  traction  detach- 
ment of  the  retina.  Surgical  traction  on  or- 
ganized vitreous  may  hasten  detachment. 

Localized  hemorrhageortraumatic 
tracts  may  organize  into  bands.  In  the  pa- 
tient with  diabetes,  these  bands  are  often 
associated  with  proliferating  vessels.  Dou- 
ble perforating  injury  may  leave  a strong 
attachment  between  anterior  and  posterior 
retina.  Horseshoe  and  opercular  tears  are 
often  associated  with  traction  bands. 

Other  vitreous  opacities  which  can  be 
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managed  by  the  infusion-suction  cutter  in- 
clude: amyloid,  synchysis  scintillans,  as- 
teroid hyalosis,  and  persistent  hyperplastic 
primary  vitreous.  Several  investigators"  * 
have  done  vitrectomy  for  endophthalmitis 
to  enhance  antibiotic  access  and  decrease 
the  numberof  organisms.  This  is  usually 
followed  by  intracameral  injections  of 
antibiotics. 

In  addition  to  vitrectomy,  there  has  been 
a growing  use  of  the  suction  cutter  for  an- 
terior segment  problems.  Cataracts  in 
young  persons,  after  cataracts,  and  prob- 
lem lens  extractions  such  as  subluxed  or 
dislocated  lenses  are  more  easily  managed. 
The  capsule  is  removed,  alleviating  the 
after  cataract  problem.  Vitreocorneal 
touch,  vitreous  incarceration,  and  pupillary 
block  glaucoma  can  be  treated  via  the  lim- 
bal  orthe  pars  plana  approach.  Optical 
iridectomy  in  aphakic  eyes  can  be  done  in 
a controlled  manner  with  the  iris  in  place. 
When  lens  and  vitreous  are  inseparably 
mixed  by  trauma,  the  roto-extractor  can 
remove  both  to  leave  clear  media. 

Several  surgeons*’^'’  are  attempting  to 
treat  cystoid  macular  edema  by  vitrectomy, 
but  their  results  are  inconclusive. 

The  Instrument 

We  are  now  using  the  Douvas  roto-extractor 
and  prefer  it  to  most  of  the  available  in- 
struments. The  hand  piece  of  the  instru- 
ment contains  a motor  capable  of  continu- 
ous rotation  in  either  direction  or  oscilla- 
tory rotary  motion  with  variable  speed  from 
lOto  1,000  rpm.  The cuttingtips  include 
an  end  cutting  trephine  cutter  and  side 
cutters  with  an  inner  rotating  blade  which 
can  cut  in  either  direction.  Irrigation  is  by 
gravity  with  two  pressures  controlled  by 
foot  pedals.  Aspiration  is  controlled  by  the 
assistant  applying  suction  with  a syringe. 


The  outer  diameter  of  the  tip  is  1.6  mm, 
but  increases  to  2.0  mm  when  the  fiberop- 
tic light  sleeve  is  used.  Entrance  is  made 
through  the  limbus  or  the  pars  plana  as 
indicated  by  the  surgery. 

Advantages  include  small  incision,  easy, 
traction-free  cutting,  and  fiberoptic  illumi- 
nation or  retroillumination  of  transparent 
membranes  such  as  lens  capsule.  The 
closed  eye  approach  allows  control  of  intra- 
ocular pressure  to  control  bleeding  and 
ocular  shape. 

On  the  other  hand,  this  is  a dangerous 
instrument  which  could  do  great  damage, 
and  it  requires  constant  attention  by  both 
the  surgeon  and  a skilled  assistant.  Both 
surgeon  and  assistant  must  have  stereop- 
tic,  coaxial  viewingthrough  a zoom  micro- 
scope, preferably  with  X-Y  movement  cap- 
abilities. The  extreme  care  which  must  be 
exercised  requires  considerable  patience 
and  long  surgical  procedures. 

Results 

Twenty-eight  patients  underwent  roto-ex- 
tractor procedures  during  the  first  year 
that  these  operations  were  performed  at 
The  University  of  Texas  Medical  Branch  in 
Galveston.  The  type  of  surgery  and  indica- 
tions are  listed  in  Fig  1.  The  results  have 

1.  Roto-cxtractions:  type  of  surgery  and 
indications. 


Vitreous  touch  6 

After  penetrating  keratoplasty  2 

With  penetrating  keratoplasty  3 

Post  cataract  1 

Cataract  only  7 

After  cataract  membrane  3 

Cataract  and  vitrectomy  4 

Trauma  1 

Diabetes  3 

Vitrectomy  alone  5 

Band  1 

Retinal  detachment  1 

Hemorrhage  3 

Persistent  hyperplastic  primary  vitreous  1 

Acute  trauma  2 
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been  gratifying,  considering  the  type  of 
case  we  were  willing  to  subject  to  roto- 
extraction.  Many  anterior  opacities  were 
done  by  more  conventional  means  because 
of  resident  training  and  the  feeling  that  the 
results  would  be  good  with  the  usual  ap- 
proach. Nineteen  patients  had  significant 
improvement,  while  four  patients  had  good 
anatomical  results  with  clear  media,  but 
vision  was  poor  because  of  amblyopia  or 
retinal  problems  from  the  original  trauma 
or  underlying  disease.  Three  became  worse 
after  the  surgery.  Two  eyes  were  consider- 
ed lost  preoperatively  and  operative  inter- 
vention was  unsuccessful  at  saving  the 
eyes.  Visual  acuity  after  total  vitrectomy 
and  lens  extraction  ranges  from  20/20  to 
light  perception.  One  patient  with  diabetes 
has  returned  from  light  perception  to 
20/100  vision,  and  has  shed  his  cane.  A 
trauma  victim  returned  from  light  percep- 
tion to  20/20  vision.  Most  of  the  cataract 
patients  improved.  In  all  of  the  cases  of 
vitreous  block  or  touch,  surgery  was 
successful. 

Complications  of  the  surgery  occurring 
in  1 1 of  the  28  patients  are  listed  in  Fig  2. 
Many  of  the  complications  are  transient 
and  of  little  consequence.  The  pressure 
rise  is  similarto  that  seen  after  cataract 
extraction  or  keratoplasty  and  is  usually 

2.  Complications. 


None  16 

Massive  vitreous  retraction  1 

Retained  lens  fragments  2 

Glaucoma,  transient  1 

Pupillary  membrane  1 

Anterior  segment  organization  (trauma)  1 

Phthisis  (secondary  to  original  trauma)  1 

Retinal  detachment  4 

Successful  repair  2 

Unsuccessful  repair  2 

Postoperative  hemorrhage  (transient)  3 

Cardiac  arrest  1 


transient  and  easily  managed. 

Postoperative  hemorrhage  has  been  a 
problem  in  patients  with  diabetes.  The 
source  is  probablythefibrovascular  stalk, 
usuallyarisingfromthedisc,  which  is  left 
after  removing  the  cone  of  membranes. 

The  hemorrhage  breaks  up  after  three  to 
five  days  with  the  red  cells  swept  around 
the  eye  by  a retina-to-cornea  convection 
current  and  is  eventually  cleared. 

Retained  lens  fragments  after  roto-ex- 
traction  of  the  cataract  are  the  result  of 
either  too  hard  a lens  or  premature  rup- 
ture of  the  posterior  capsule  during  sur- 
gery. Lenses  with  more  than  moderate 
nuclear  sclerosis  are  too  hard  to  aspirate 
into  the  cutting  port  and  are  very  difficult 
to  remove.  Attempts  to  break  the  fragments 
may  lead  to  rupture  of  the  posterior  cap- 
sule, and  hyaloid  with  loss  of  lens  into  the 
vitreous.  Vitrectomy  must  then  be  done  to 
recover  the  fragments  to  avoid  vitreous 
organization.  In  young  patients  the  lens  is 
easily  aspirated  and  cut  by  the  instrument. 
The  capsule  and  anterior  vitreous  is  then 
removed  to  eliminate  after  cataract  mem- 
brane, pearls,  and  vitreous  problems. 

The  major  serious  complication  of 
vitreous  surgery  is  retinal  detachment. 
Several  of  these  patients  were  known  to 
have  had  previous  retinal  detachments  or 
holes.  In  one,  the  hole  was  known  to  be 
made  with  the  roto-extractor.  Retinal  de- 
tachment in  the  absence  of  vitreous  is  dif- 
ficult to  repair  and  requires  a different  ap- 
proach and  technique  to  obtain  reattach- 
ment of  the  retina. 

Summary 

Eyes  with  organized  vitreous  hemorrhage 
or  vitreous  opacities  are  no  longer  to  be 
considered  as  permanently  lost  eyes.  Many 
patients  with  diabetes  and  hypertension. 
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and  trauma  victims  whose  eyes  have  been 
written  off  as  lost,  may  now  be  helped  to 
regain  better  vision.  Underlying  retino- 
pathy may  preclude  return  to  good  reading 
vision,  but  ambulatory  vision  is  a big  im- 
provement over  light  perception  for  these 
people.  The  roto-extractor  may  offer  im- 
proved management  of  soft  cataracts,  after 
cataracts  and  other  anterior  segment  prob- 
lems. When  vitreous  or  membranes  are  a 
part  of  an  intraocular  problem,  the  roto- 
extractor  should  be  considered  in  the 
management. 
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The  Ocusert  system  in  the 
management  of  glaucoma 

Suzanne  Novak;  Robert  H.  Stewart,  MD 


The  Ocusert  consists  of  two  outer  rate  con- 
trolling membranes  which  enclose  a drug 
reservoir  (Fig  1).  The  pharmacological 
agent  in  the  Ocusert  is  the  parasympath- 
omimetic drug,  pilocarpine.  The  drug  is 
contained  in  the  reservoir  along  with  the 
carbohydrate  alginic  acid,  which  acts  as  the 
carrier  of  pilocarpine  in  the  unit.  The  rate 
of  flow  is  controlled  by  the  outer  membrane 
composed  of  an  ethylene  vinyl  acetate  co- 
polymer. The  physical  properties  of  this 
polymer  provide  for  great  flexibility,  clarity, 
and  selective  permeabilityallowingfora 
predictable  release  rate. 

The  Ocusert  units  are  approximately  5.5 
by  13  mm,  with  an  average  thickness  of  0.5 
mm.  Fig  2 lists  the  major  characteristics  of 
the  Ocusert.  The  only  significant  difference 
between  the  Pilo-20  and  Pilo-40  Ocusert  is 
the  release  rate.  The  Pilo-20  Ocusert  has  a 
flux  of  20  ug  per  hour;  the  Pilo-40  releases 
at  40  fxg  per  hour.  The  Ocusert  has  a thera- 
peutic lifetime  of  seven  days.^ 

The  initial  studies  of  the  Ocusert  system 
were  completed  by  Armaly  in  1973.  Since 
then,  numerous  investigators  have  con- 
tributed data  to  prove  the  safety  and  effec- 
tiveness of  the  system.  Summaries  of  these 
data  by  Place  and  Shell  pointed  to  many 
advantages  of  this  system  in  the  treatment 
of  chronic  open-angle  glaucoma  in  com- 
parison to  the  drop  regimen.  Most  of  these 
advantages  stem  from  the  steady  release 
of  pilocarpine  when  using  the  Ocusert  unit. 
One  of  the  major  disadvantages  of  drops  is 
the  disturbing  surge  of  medication  occur- 
ring in  transient  overdose.  These  over- 
doses may  lead  to  discomfort  and  often  in- 
tensify visual  disturbances.  The  constant 
release  rate  provided  by  the  Ocusert  often 
alleviates  these  problems.  Moreover,  a pa- 
tient using  2%  pilocarpine  ophthalmic 
solution  fourtimes  a day  instills  28  mgof 
the  solution  in  his  eye  per  week.  In  com- 


parison, the  Pilo-20  Ocusert  instills  3.6  mg 
per  week.  It  was  also  found  that  when  drops 
were  used,  pilocarpine  disappeared  from 
the  aqueous  humor  after  approximately  six 
hours,  requiring  dosage  at  frequent  inter- 
vals. The  constant  release  of  medication 
provided  by  the  Ocusert  unit,  in  compari- 
son to  the  fluctuation  experienced  with  the 
drop  regimen,  was  a significant  factor  con- 
tributingtothe  reduction  of  theamount  of 
pilocarpine  needed  for  control  of  chronic 
open-angle  glaucoma. 

There  are  several  advantages  to  the 
steady  release  rate  of  the  Ocusert  unit.  One 
of  the  most  obvious  effects  is  improved 
vision.  Pilocarpine  is  known  to  induce  myo- 
pia. With  constant  release,  the  myopia  is 
approximately  0.5  diopters  below  normal 
visual  acuity.”  With  drops,  there  is  usually 
a decrease  of  visual  acuity  from  the  pseu- 
domyopia for  approximately  one  and  one- 
half  hours  after  every  instillation.  Because 
of  the  consistency  of  the  myopia,  vision  in 


1. 


2.  Major  characteristics  of  the  Ocusert  J 


Characteristics 

Pilo-20 

Pilo-40 

Pilocarpine  release  rate 

20  ng/hour 

40  M-g/hour 

Therapeutic  lifetime 

Total  pilocarpine  released 

7 days 

7 days 

(7  days) 

3.4  mg 

6.7  mg 

Pilocarpine  content 

5.0  mg 

11.0  mg 
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the  patient  with  the  Ocusert  can  now  be 
more  accurately  corrected  with  refraction. 

We  conducted  our  study  accordingto  the 
following  objectives:  We  first  wanted  to  see 
if  the  Ocusert  unit  maintained  levels  of  in- 
traocular pressure  similarto  those  in  pa- 
tients using  the  Pilocarpine  drop  regimen. 
We  also  wanted  to  observe  whether  or  not 
the  advantages  which  had  been  proposed 
were  obvious  to  our  patients.  Finally,  we 
wished  to  determine  reasons  for  success 
and  failure  in  patients  in  our  study  to  give 
an  idea  of  what  type  of  patient  was  best 
able  to  tolerate  the  Ocusert  unit  and  benefit 
from  its  use. 

Sample  and  Procedure 

Our  three-month  study  consisted  of  81 
randomly  selected  patients,  with  a total  of 
148  eyes  tested.  The  criteria  for  participa- 
tion in  the  study  were  that  the  patients  had 
chronic  open-angle  glaucoma,  were  respon- 
sive to  pilocarpine  medication,  had  no  in- 
fection or  inflammation  of  the  eye,  and  had 
visual  acuity  of  betterthan  20/50  in  at 
least  one  eye. 

On  the  patient’s  initial  visit,  a brief  his- 
tory was  taken.  Visual  acuity  was  measured 
and  intraocular  pressure  was  taken  with  the 
Goldmann  Applanation  Tonometer.  The  pa- 
tient was  then  instructed  in  the  use  of  the 
Ocusert,  including  insertion  and  removal. 
Patients  who  were  also  using  an  epine- 


3.  Major  reasons  for  discontinuing  use  of 
Ocusert  unit. 


Reasons  For  Discontinuing 

Number  of 
Patients 

Percentage 
of  Patients 

Foreign  body  sensation  and 
ocular  irritation 

11 

29 

Retention 

9 

23.5 

Medical  decision 

6 

16 

Insertion  and  removal 

4 

105 

Nervousness 

4 

10  5 

Other 

4 

10.5 

Total 

38 

100 

phrine  compound  or  carbonic  anhydrase 
inhibitor  were  told  to  continue  these  medi- 
cations. At  the  time  of  the  second  visit,  ex- 
actly one  week,  the  visual  activity  and  in- 
traocular pressure  were  again  measured.  If 
the  patient  was  content  with  the  system 
and  his  pressure  was  similarto  that  achiev- 
ed with  the  previous  medications,  he  usual- 
ly was  given  a supply  of  the  Ocusert  units 
and  asked  to  return  in  two  months.  Pa- 
tients who  had  difficulties  were  instructed 
to  return  in  one  to  four  weeks,  ortodiscon- 
tinue  using  the  unit. 

Results  and  Discussion 

At  the  end  of  the  three-month  study,  43  of 
the  81  patients  treated  (53%)  were  able 
to  wear  the  unit  successfully.  Fig  3 lists  the 
major  reasons  for  discontinuing  use  of  the 
unit.  Many  of  our  successful  patients  also 
suffered  the  same  problems  as  those  who 
were  unsuccessful,  especially  in  the  crucial 
first  four  days  of  wearing  time.  Twenty- 
seven  of  the  38  unsuccessful  patients 
(71  %)  discontinued  the  unit  before  the 
first  week  of  wearing  time  elapsed.  We  ob- 
served that  in  all  patients  complainingof 
foreign  body  sensation  and  ocular  irrita- 
tion, the  patient  was  also  using  an  epine- 
phrine compound.  Six  patients  were  able 
to  discontinue  the  epinephrine  compound 
and  maintain  pressure  control  with  only  the 
Ocusert.  In  these  same  patients,  ocular  dis- 
comfort complaints  were  eliminated.  Re- 
tention problems  usually  were  solved  by 
havingthe  patient  wearthe  unit  in  the  up- 
per fornix,  especially  while  sleeping.  We 
found  that  the  best  way  to  help  the  patient 
adjust  during  the  first  week  was  with  a 
thorough  instruction  session  at  the  onset  of 
the  treatment,  which  included  warnings  of 
what  type  of  problems  to  expect.  (These 
problems  were  primarily  those  listed  in 
Fig3.) 

Age  may  also  play  a significant  factor  in 
the  success  of  wearing  the  unit.  Fifty-four 
percent  of  our  Ocusert  patients  were  age 
60  or  older.  At  the  end  of  the  study,  we 
found  that  74%  of  the  unsuccessful  pa- 
tients were  in  this  age  group.  Fig  4 shows 
the  total  breakdown  in  age  of  the  patients. 
Most  of  these  patients  did  not  discontinue 
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for  reasons  that  we  felt  were  age  related 
(such  as  insertion  or  removal).  Many  of 
these  patients  had  used  the  drops  for  long 
intervals  of  time,  and  drop  insertion  had 
become  part  of  a daily  routine;  in  these 
cases,  the  Ocusert  was  more  of  a disrup- 
tion than  a convenience. 

At  the  end  of  one  week,  each  patient's 
intraocular  pressure  was  compared  to  that 
achieved  with  the  previous  medications  by 
using  the  Student’s  t-Test.  The  results  of 
this  comparison  showed  a slightly  lower 
intraocular  pressure  associated  with  use  of 
the  Ocusert  than  with  use  of  previous  medi- 
cations, but  this  decrease  was  not  signifi- 
cant. The  mean  intraocular  pressures  be- 
fore and  after  one  week  of  Ocusert  treat- 
ment are  shown  in  Fig  5.  There  was  no  sta- 
tistical difference  in  control  between  treat- 
ment on  the  topical  drop  regimen  and  the 
Ocusert  regimen. 

Conclusions 

We  conclude  that  patients  usingthe  Ocu- 
sert system  could  maintain  an  intraocular 
pressure  level  which  was  statistically  the 
same  as  that  maintained  with  the  topical 
drop  regimen.  The  advantages  of  the  Ocu- 
sert system  were  appreciated  by  our  pa- 
tients. Many  noted  added  comfort,  conven- 
ience, an  increase  in  vision,  especially  at 
night,  and  a constant  or  reduced  degree  of 
myopia  which  could  be  corrected  by  refrac- 
tion. We  feel  that  we  can  now  predict  the 
type  patient  who  will  tolerate  and  be  pleas- 
ed with  the  unit.  We  think  that  the  type  of 
patient  who  will  have  the  best  chance  of 
wearing  the  system  successfully  is  age  60 
or  younger,  and  has  not  been  long  accus- 
tomed to  using  drops.  This  patient  is  also 
one  who  is  likely  to  be  involved  in  the  type 
of  activity  that  requires  the  convenience  of 
a seven-day  interval  of  medication.  This 


ability  to  predict  more  accurately  what  type 
of  patient  will  be  successful  is  advantage- 
ous to  both  the  doctor  and  patient;  it  saves 
time  for  both  parties,  and  prevents  much 
discomfort  and  nervousness  for  those  pa- 
tients who  would  prove  to  be  unsuccessful 
in  wearing  the  Ocusert. 
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5.  Intraocular  pressure  before  and  after  one 
week  of  treatment  with  the  Ocusert. 


Before  Treatment 

After  Treatment 

Mean  Intraocular 
Pressure  (OD) 

23.25  mm  Hg 

22.25  mm 

Hg 

Mean  Intraocular 
Pressure  (OS) 

23.81  mm  Hg 

22.57  mm 

Hg 

4.  Age  of  patients  in  the  study. 


Age > 


20-29 

30-39 

40-49 

50-59 

60-69 

70-79 

80-89 

Total 

Successful 

3 

5 

5 

14 

12 

3 

1 

43 

Unsuccessful 

2 

0 

3 

5 

18 

10 

0 

38 

Total 

5 

5 

8 

19 

30 

13 

1 

81 
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Mayhe  tlie  patient’s  self-diagno- 
sis is  right.  He  eonld  have  hay 
fever.  But  that  bright  red  nasal 
nuicosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  prohlein  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 

doMor 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  DiMETAPP 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  relieve  stuffiness,  drip  and  congestion.* 


INDICATIONS 

Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences  — 
National  Research  Council  and/or 
other  information,  FDA  has  classified 
the  following  indications  as  lacking 
substantial  evidence  of  effectiveness 
as  a fixed  combination:  Dimetapp 
Extentabs  are  indicated  for  symptom- 
atic relief  of  allergic  manifestations  of 
upper  respiratory  illnesses,  such  as  the 
common  cold,  seasonal  allergies, 
sinusitis,  rhinitis,  conjunctivitis  and 
otitis.  In  these  cases  it  quickly  reduces 
inflammatory  edema,  nasal  congestion 
and  excessive  upper  respiratory  secre- 
tions, thereby  affording  relief  from 
nasal  stuffiness  and  postnasal  drip. 


CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain 
dicated  during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 


respirator  secretions,  Dimetapp  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concuneni  MAO 
inhibitor  therapy- 

WARNINGS:  f)se  in  chiidren:  In  infants 
and  children  pariicuinrly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 

Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


mines  should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REAOTIONS;  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
mernbianes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
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'OW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  1 00  and  500. 
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when  pain  goes  on. ..  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow's  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree.  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2,  3,  or  4 contains'  Phenobarbital  (Va  gr  ).  16  2 mg,  (warning: 
may  be  habit  forming);  Aspirin  (216  gr.),  162  0, mg.;  Phenacetin  (3  gr  ),  194,0  mg.;  Codeine 
phosphate,  'A  gr  (No.  2),  V2  gr.  (No.  3)  or  1 gr.  (No  4)  (warning'  may  be  habit  forming). 
Indications;  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications;  Hypersensitivity  to  any  of 
the  components.  Precautions;  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects;  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage; 
Phenaphen  No.  2 and  No,  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature, 

Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
^ stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond,  Va.  AH 


[ROBINS 


Autotransfusion: 

Use  in  penetrating  trauma 

Kenneth  L.  Mattox,  MD;  Arthur  C.  Beall,  Jr.,  MD 


Conservation  of  autogenous  blood  has  been 
accomplished  by  surgeons  through  meticu- 
lous intraoperative  hemostasis,  early  con- 
trol of  bleeding  vessels,  preoperative  blood 
collection  and  storage  for  later  reinfusion, 
deliberate  controlled  hemodilution,  and  au- 
totransfusion.** With  increased  require- 
ments for  blood  bank  facilities  to  furnish 
homologous  blood  for  cardiovascular  sur- 
gery and  trauma,  the  preoperative  and  in- 
traoperative preservation  of  shed  blood  and 
subsequent  autotransfusion  is  a ready  solu- 
tion to  pressing  demand.  In  Houston’s  Tex- 
as Medical  Center,  more  than  4,000  units 
of  blood  are  required  each  month,  with 
more  than  1,000  of  these  being  utilized  at 
the  Ben  Taub  General  Hospital,  the  major 
charity  and  teaching  hospital  in  Houston. 

This  article  concerns  the  preoperative 
and  intraoperative  use  of  autotransfusion 
as  applied  to  a selected  group  of  trauma 
patients  utilizingthree  techniques.  Early  in 
the  series,  patients  with  hemothorax  had 
drainage  into  the  standard  glass  collection 
bottle  containing  100  ml  of  normal  saline 
and  200  units  of  heparin.  Following  evacua- 
tion of  the  hemothorax  and  transference  of 
the  patient  to  the  operating  room,  this  sal- 
vaged blood  would  be  transferred  to  the 
Bentley  autotransfusion  system.*  A second 
custom-made  device  consisted  of  external 
vacuum  source  connected  to  a closed  rigid 
plastic  container  which  is  used  for  mixing 
intravenous  solutions  in  plastic  bags  in  the 
pharmacy  (T ravenol  Viavac  Unit).t  Within 
this  container  was  placed  a standard  blood 
infusion  bag  containing  citrate  phosphate 
dextrose  (CPD).t  Following  connection  of 
this  bag  to  the  chest  tube  drainage,  a vacu- 
um was  created  and  blood  was  suctioned 


*Bentley  Autotransfusion  100,  Bentley  Labora- 
tories, Inc.,  Santa  Anna,  Calif. 
fTravenol  Laboratories,  Inc,  Morton  Grove,  III. 
IFenwal  Laboratories,  Morton  Grove,  III. 

§Llltrapor  Filter,  Pall  Corporation,  Glen  Cove,  NY. 


into  the  bagcontainingthe  anticoagulant. 
Air  was  evacuated  from  the  bag  and  blood 
was  given  by  way  of  fine  screen  filtration. § 
Occasionally  acid  citrate  dextrose  (ACD)t 
anticoagulant  was  utilized  rather  than  CPD 
(Fig  1). 

The  autotransfusion  system  was  utilized 
solely  in  the  operatingtheater  to  aspirate 
shed  blood  during  attempts  to  control  hem- 
orrhage. The  apparatus  was  usually  primed 
with  200  ml  of  CPD  in  800  ml  of  normal 
saline,  or  Ringer’s  lactate  solution,  result- 
ing in  a 4:1  dilution.  Occasionally  a primer 
using  ACD  solution  similarly  prepared  was 
used  in  place  of  CPD.  The  cardiotomy  res- 
ervoir of  the  autotransfusion  system  was 
primed  to  the  level  of  200  ml.  Following 
aspiration  of  100  ml  of  blood  and  reinfu- 
sion into  the  patient,  or  into  dry  Fenwal 
blood  collection  bags,  100  ml  more  of  the 
anticoagulant  solution  was  drawn  into  the 
reservoir  by  direct  suction.  A level  of  200 
ml  or  more  was  maintained  in  the  reservoir 
at  all  times.  Care  was  taken  with  the  suc- 
tion tip  to  aspirate  large  amounts  of  pooled 
blood,  avoiding  the  air-blood  interface  if  at 
all  possible.  Contaminated  and  clotted 
blood  was  avoided.  When  aspiration  or 
pressure  for  infusion  was  not  required,  the 
pumping  unit  was  turned  off  to  prevent 
trauma  to  the  blood.  Output  lines  were  in- 
fused either  directly  into  large-bore  venous 
infusion  sites,  or  into  prepared  dry  500  ml 
blood  collection  bags.  Three-way  stopcocks 
were  placed  in  line  to  provide  sampling  of 
reservoir  blood.  Intraarterial  monitoring  of 
the  patient’s  blood  pressure  provided  ready 
access  for  laboratory  determinations. 

1.  Method  of  anticoagulation. 


None  3 

Heparin  5 

Acid  citrate  dextrose  11 

Citrate  phosphate  dextrose  27 

Total  46 
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Clinical  Material 

Between  Jan  1,  1973,  and  Jan  1,  1974, 46 
patients  received  autotransfusion  by  one 
of  the  described  methods.  Thirty-nine  pa- 
tients were  males  and  7 were  females,  and 
the  age  range  was  from  13  to  47  years. 
Gunshot  wounds  were  the  predominant  in- 
jury. A variety  of  operative  procedures  was 
required,  with  17  patients  having  only  tube 
thoracostomy  (Fig  2).  Primary  injury  loca- 
tions included  lung,  liver,  chest  wall,  heart, 
pulmonary  vessels,  spleen,  iliac  vein,  portal 
vein,  inferiorvena  cava,  subclavian  vein, 
and  kidney.  In  addition,  associated  injuries 
tothe  spine,  diaphragm,  pancreas,  small 
bowel,  colon,  and  stomach  were  encoun- 
tered. 


2.  Operative  procedures  in  autotransfusion 
patients. 


Procedure 

Number  of 
Patients 

Thoracotomy 

14’ 

Laparotomy 

7 

Thoracotomy  & laparotomy 

7 

Groin  exploration 

1 

Tube  thoracostomy 

17 

Total 

46 

’Five  patients  required  reoperation  for  bleeding. 


Results 

During  the  one-year  study,  208  units  of 
blood  were  salvaged  in  these  46  patients 
(Fig3).  The  Bentley  ATS-100  was  utilized 
in  26  patients  and  the  Viavac  unit  in  27. 
Twenty-seven  of  the  patients  received  both 
homologous  and  autotransfused  blood.  A 
total  of  208  units  of  blood  was  salvaged. 
This  represents  a gross  saving  of  $10,400, 
excludingthe  cost  of  equipment  and  time. 
The  cost  of  the  Bentley  ATS-100  Unit  is  cal- 
culated at  $1,170. 

Various  anticoagulation  techniques  were 
utilized  (Fig  1).  No  significant  difference  in 
the  postoperative  clotting  studies,  electro- 
lytes, or  arterial  blood  gases  could  be  at- 
tributed to  the  anticoagulation  method. 


3.  Amount  of  blood  salvaged  using  the  Bentley 
ATS-100  and  Viavac. 


Bentley  ATS-100 

Viavac 

Number  of  patients’ 

26 

27 

Range  of  salvaged  blood  (ml)  600  - 13,000 

350  - 4,000 

Average  per  patient 

(ml) 

2,265 

1,667 

Total  blood  salvaged 

(ml) 

59,900 

45,000 

103,900  ml  = 208  units  of  blood 

’12  months,  50%  of  patients  also  received  bank  blood. 


4.  Mortality. 


Age 

Trauma 

ATS’ 

Blood  (ml) 

Viavac  Homologous 

Time  (pod) 

Complications 

15 

Blunt 

1,500 

— 7,500 

3 

ARDS-Bleeding 

34 

GSW 

2,200 

4,000  5,000 

1 

— 

30 

GSW 

2,900 

— 6,000 

OR 

Bleeding 

23 

Blunt 

3,000 

— 5,000 

OR 

— 

32 

GSW 

— 

1,500  — 

ER 

— 

17 

Blunt 

4,000 

— 7,500 

OR 

Air  embolism 

36 

GSW 

10,000 

— 13,000 

1 

— 

32 

GSW 

— 

— 5,000 

ER 

Heart  injury 

18 

Blunt 

11,000 

— 1,500 

OR 

CNS 

’Bentley  ATS-100 

GSW:  Gunshot  wound 
SW:  Stab  wound 

OR;  Operating  room 

ER:  Emergency  room 

CNS:  Central  nervous  system 

ARDS:  Adult  respiratory  distress  syndrome 
POD:  Postoperative  day 
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Five  of  the  nine  patients  who  died  sus- 
tained multiple  system  gunshot  injuries 
(Fig  4).  Three  patients  died  in  the  operating 
room  because  of  failure  to  control  hemorr- 
hage, and  all  had  received  multiple  units  of 
autotransfused  and  homologous  blood. 

One  patient  died  of  uncontrolled  exsan- 
guination  in  the  emergency  center,  and  one 
patient  with  massive  liver  injury  died  fol- 
lowing air  embolism  in  the  operating  room. 
Two  patients  died  of  adult  respiratory  dis- 
tress syndrome  in  the  postoperative  period; 
both  had  demonstrated  early  bleeding  dia- 
thesis despite  normal  prothrombin  time, 
partial  thromboplastin  time,  and  calcium 
level  and  low  fibrinogen  level.  One  patient 
died  of  low  cardiac  output  one  day  post- 
operatively  in  the  intensive  care  unit,  hav- 
ing sustained  injuries  to  the  stomach,  su- 
prarenal aorta,  kidney,  spleen,  diaphragm, 
and  lung.  One  patient  died  of  airembolism. 
This  occurred  despite  an  apparently  ade- 
quate level  in  the  reservoir;  however,  as 
there  was  clot  in  the  tricot  filter,  the  inner 
area  nearthe  outflow  allowed  foraliquots 
of  air  to  escape  as  multiple  bubbles  with 
the  blood  with  each  pulse  of  the  roller 
pump. 

Nine  patients  had  ten  complications. 

Five  patients  had  persistent  bleeding  from 
their  pleural  cavity  postoperatively,  five  re- 
quiring reoperation  and  suture  of  bleeding 
points  on  the  chest  wall  which  apparently 
had  not  been  bleeding  at  the  original  opera- 
tion. Two  patients  developed  the  adult  re- 
spiratory distress  syndrome  despite  fine- 
screen  filtration  of  all  homologous  and  au- 
totransfused blood.  Two  patients  demon- 
strated increased  bleeding  from  their  chest 
tubes  without  identifiable  coagulopathies 
in  the  preoperative  period  following  rein- 
fusion of  two  units  of  autotransfused  blood 
from  the  pleural  cavity.  Both  patients  had 
sustained  their  injuries  within  45  minutes 


of  presentation  at  the  emergency  center. 
One  patient  had  upper  gastrointestinal 
bleeding  from  multiple  gastric  bleeding 
points  in  the  immediate  postoperative  pe- 
riod, requiring  vagotomy  and  pyloroplasty. 

Blood  samples  were  obtained  intraoper- 
atively  from  the  infusion  line,  from  the  au- 
totransfusion reservoir,  immediately  post- 
operatively in  the  intensive  care  unit,  and 
one,  two,  and  three  days  postoperatively. 
This  blood  was  analyzed  for  hemoglobin, 
hematocrit,  white  blood  cell  count,  biliru- 
bin, free  plasma  hemoglobin,  prothrombin 
time,  partial  thromboplastin  time,  calcium, 
total  protein,  albumin,  globulin,  choles- 
terol, fibrinogen,  electrolytes  and  blood 
gases.  When  possible,  platelet  determina- 
tions were  made.  Approximately  25%  of 
the  patients  had  euglobulin  lysis  time,  all 
of  which  were  normal.  In  addition,  alkaline 
phosphatase,  SCOT,  SGPT,  amylase,  blood 
urea  nitrogen,  creatinine,  and  magnesium 
determinations  were  made,  all  of  which 
were  normal  in  the  patients.  The  range  of 
hemoglobin  and  hematocrit  in  the  auto- 
transfusion line  varied  widely  with  hema- 
tocrit values  of  23.8%,  reflective  of  hemo- 
dilution  from  the  priming  solution  (Fig  5). 
Their  values  were  essentially  the  same  as  a 
random  group  of  20  patients  with  penetrat- 
ing and  blunt  trauma  undergoing  operation 
who  did  not  receive  autotransfused  blood. 
The  average  total  serum  protein  was  low, 
both  in  the  autotransfusion  line  and  on  the 
first  postoperative  day,  although  it  was  in 
the  normal  range  by  the  second  postopera- 
tive day  (Fig  6).  The  average  bilirubin  level 
was  0.7  mg/100  ml  on  the  day  of  opera- 
tion and  rose  to  an  average  of  1.9  mg/100 
ml  by  the  third  postoperative  day  (Fig  7). 
This  value  is  frequently  seen  in  patients  re- 
ceiving multiple  blood  transfusions  and 
having  hematomas  in  body  tissues  follow- 
ing blunt  and  penetrating  trauma. 
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5.  Average  and  range  of  white  blood  count,  hemo- 
globin and  hematocrit  in  the  autotransfusion  de- 
vice and  patients.  In  Figs  5-8,  the  lines  indicate  sam- 
ple obtained  from  infusion  line  between  reservoir 
and  patient. 


30  - " ,, 

Hct  ^ ± X ± 

(%)  20  - 

10  - 

0 

Line  0 12  3 

POSTOP.  DAY 


6.  Average  total  serum  protein  and  albumin/ 
globulin  ratio  in  the  autotransfusion  device  and  in 
patients. 


POSTOP.  DAY 


Although  the  free  plasma  hemoglobin 
level  in  the  autotransfusion  reservoir  rang- 
ed from  218  to  1,388  mg/ 100  ml,  with  the 
average  being  258.6  mg/100  ml,  the  high- 
est free  plasma  hemoglobin  level  measured 
in  a patient  was  106  mg/100  ml,  with  a 
mean  of  67.4  mg/100  ml  on  the  day  of  op- 
eration (Fig  7).  By  the  first  postoperative 
day,  the  average  free  plasma  hemoglobin 
level  was  15.2  mg/100  ml,  and  remained 
at  a low  level  on  subsequent  postoperative 
days.  Calcium  levels  were  low,  with  a mean 
of  6.9  mg/100  ml  in  the  autotransfusion 
reservoir,  with  an  average  of  8.6  mg/100 
ml  on  the  day  of  operation  and  remaining 
at  this  level  throughout  the  next  three  days. 
Cholesterol  levels  were  depressed,  both  in 
the  reservoir  and  during  the  postoperative 
period  (Fig  8). 

Prothrombin  times  ranged  from  13.5 
seconds  to  10.8  seconds  (Fig  9).  Five  pa- 
tients with  prothrombin  time  activity  great- 
er than  15  seconds  died,  having  received 
multiple  autotransfused  and  homologous 
blood  replacement  in  the  face  of  multiple 
organ  system  injury,  and  in  whom  the  core 
temperature  was  less  than  32.2  C (90  F). 
Prothrombin  times  were  in  the  normal 
range  during  the  first  three  days  postoper- 
atively.  Prothrombin  activity  in  the  auto- 
transfusion reservoirwas  greaterthan  two 
minutes  due  to  the  effect  of  the  concentra- 
tion of  the  anticoagulant  in  the  reservoir. 

The  partial  thromboplastin  time  was 
greaterthan  two  minutes  when  measured  in 
the  autotransfusion  reservoir,  and  in  pa- 
tients the  average  partial  thromboplastin 
time  was  normal  immediately  postopera- 
tivelyand  remained  so  for  three  days  after 
autotransfusion  (Fig  10). 

Platelet  counts  were  depressed  imme- 
diately postoperatively  in  those  patients  in 
whom  platelets  were  measured  (Fig  11).  By 
the  third  postoperative  day  platelet  counts 
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were  averaging  158,000  cu  mm.  Fibrino- 
gen levels  were  depressed  on  the  day  of 
operation  with  a mean  of  192  mg/100  ml 
(Fig  12),  returningto  a low  normal  average 
on  the  first  postoperative  day  and  reaching 
high  normal  levels  averaging  443  mg/100 
ml  by  the  second  postoperative  day. 

Discussion 

Historical  reviews  of  autotransfusion  are 
included  in  recent  articles. Although 
during  the  first  half  of  the  20th  century 
autotransfusion  was  sporadically  used  din 
ically,'^'!^’^®’^'^’-"  the  modern  era  of  auto- 
transfusion began  in  the  mid  1960s  and 
gained  renewed  interest  in  multiple  medi- 
cal centers.2  -*  « ii  i6'22  Autotransfusion  has 
been  utilized  in  several  variations  includ- 
ing preoperative  blood  collection,  storage 
and  reinfusion, collection  of  blood  in  the 
tube  thoracostomy  drainage  bottle  and  re- 
infusion,-- and  intraoperative  autotrans- 
fusion of  shed  blood. Collection  of 


7.  Average  and  range  of  bilirubin  and  plasma 
hemoglobin  in  patients  receiving  aiitotransfused 
blood. 
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hemothorax  blood  has  salvaged  an  average 
of  1,500  ml  per  patient. The  intra- 
operative salvage  of  blood  has  been  utilized 
in  a variety  of  clinical  conditions  including 
trauma  using  at  least  two  different  aspira- 
tion reservoir  and  reinfusion 

devices. 20 

One  commercially  available  device,  the 
Bentley  Autotransfusion  100,  has  had  the 
broadest  clinical  use.^’^^-^^  This  autotrans- 
fusion device  requires  a cardiotomy  reser- 
voir, suctioningtubing,  a roller  pump,  and 
reinfusion  tubing.  A second  commercial 
device  being  developed  by  the  Pall  Corpo- 
ration utilizes  available  negative  pressure 
vacuum  to  aspirate  intraoperative  shed 
blood  into  reservoirs  and  then  reinfusion 
via  a gravity  drain  or  pressure  mechanism 
back  into  the  patient.^'^^ 

Autotransfusion  has  been  accomplished 
with  no  anticoagulation, i3’22  using  citrate  as 
an  anticoagulant^  i^  -**  and  using  heparin  to 
prevent  extracorporeal  clotting. 

Levels  of  citrate  have  ranged  from  approxi- 
mately 50  mg  of  citrate  acid  and  0.3  gm 
of  sodium  citrate  per  500  ml  of  reinfused 
blood-*^  to  approximately  700  mg  of  citrate 
acid  and  1 .8  gm  of  sodium  citrate  for  each 
500  ml  of  reinfused  blood. Lower  con- 


8.  Average  and  range  of  calcium  and  cholesterol 
values  in  the  autotransfusion  device  and  in  patients. 
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PROTHROMBIN  TIME 


9.  Average  and  range  of  prothrombin  time  activity 
in  patients  receiving  aiitotransfiised  blood. 
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11.  Average  and  range  of  platelets  in  patients  re- 
ceiving aiitotransfiised  blood. 
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10.  Average  and  range  of  partial  thromboplastin 
time  in  patients  receiving  aiitotransfiised  blood. 
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12.  Average  and  range  of  fibrinogen  levels  in  pa- 
tients receiving  aiitotransfiised  blood. 
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centrations  of  citrate  are  generally  em- 
ployed. 

Heparin  has  been  added  to  the  primary 
solution^’-*  !^'^'*  and  given  systemical- 
Iy4,i.-i,i5,i6,i8,24  ranging  from  1 mg/kg.  Fol- 
lowing control  of  major  hemorrhage,  rever- 
sal of  heparinization  with  protamine  sulfate 
is  recommended. ^ Anticoagulation  by 
heparinization  in  the  trauma  patient  has 
been  avoided  when  there  is  suspected  in- 
jury to  brain,  lung,  pelvis  or  massive  tissue 
injury,  because  of  fear  of  further  hemorr- 
hage into  these  tissues. 

The  effect  of  autotransfusion  on  blood 
elements  has  been  duplicated  by  several 
investigators,  both  experimentally  and  clin- 
ically, and  includes  a decrease  in  the  hema- 
tocrit, the  white  blood  cells  and  plate- 
lets.2.12, 18,20, 23  Coagulation  studies  have 
been  relatively  normal. ^ The  fate  of  plate- 
lets which  pass  through  the  autotransfu- 
sion device  and  are  exposed  to  filters  is  still 
unknown. ‘‘■21  Attempts  at  identifying  circu- 
lation fibrinolysins  have  not  yet  been  suc- 
cessful.!* 

Hemolysis  of  red  blood  cells  occurs  at 
the  air-blood  interface  and  from  trauma  to 
the  blood  from  aspiration  and  transport 
techniques.  Hemolysis  has  been  reported 
in  both  roller  pump  and  negative  pressure 
techniques,  and  the  comparative  levels  of 
free  plasma  hemoglobin  during  repeated 
recirculations  have  been  significantly  dif- 
ferent.“ Most  authors  have  found  an  eleva- 
tion in  free  plasma  hemoglobin  on  the  day 
of  autotransfusion  with  return  to  normal 
levels  within  one  to  three  days  after  auto- 
transfusion. Klebanoff*  has  reported  levels 
as  high  as  727  mg/100  ml  without  compli- 
cating sequelae.  No  author  has  reported 
renal  failure  or  other  post-transfusion  com- 
plications attributable  to  an  elevated  free 
plasma  hemoglobin  level. 

Complications  seen  in  patients  in  whom 
autotransfusion  has  been  utilized  are  a re- 


sult of  tissue  trauma,  multiple  blood  trans- 
fusions, shock,  sepsis,  and  possibly  auto- 
transfusion itself.  Coagulopathies  with  oc- 
casional resultant  death  of  the  patient  have 
been  reported  by  several  authors. ^ 

‘“•20  Inline  filters  are  recommended  to  re- 
duce pulmonary  insufficiency. Air 
embolism  has  occurred  despite  warning 
devices  and  close  surveillance  of  the  auto- 
transfusion equipment. 

The  use  of  autologous  blood  in  the  pa- 
tient with  a contaminated  wound  such  as 
injury  to  the  colon  or  kidney  usually  has 
been  avoided  due  to  the  possibility  of  sep- 
sis. However,  a number  of  authors  have 
utilized  autotransfusion  in  contaminated 
wounds  when  no  homologous  blood  was 
available  with  minimal  complications,  and 
reported  cases  of  postautotransfusion  sep- 
sis are  rare  in  contaminated  wounds. ‘’•‘2'28 

Hospitals  where  autotransfusion  is  rou- 
tinely employed  may  utilize  specially  train- 
ed personnel  to  maintain  and  operate  the 
equipment.!*  Present  devices  may  require 
simplification  to  permit  more  widespread 
acceptance  in  an  attempt  to  preserve  the 
national  resource  of  blood  transfusions. 
Identifiable  properties  of  an  ideal  auto- 
transfusion device  include  rapid  assembly, 
costs  which  will  allow  its  widespread  use, 
minimum  mechanical  requirements,  ease 
of  operation,  in-line  filtration,  minimization 
of  the  air-blood  interface  at  the  aspiration 
site,  and  a simplified  anticoagulation 
method. 

Summary 

Autotransfusion  of  shed,  autogenous  blood 
has  been  demonstrated  to  be  a useful  ad- 
junct in  the  treatment  of  trauma  patients. 
Its  indications  include  use  in  the  patient 
with  massive  trauma,  especially  when  con- 
tamination from  enteric  pathogens  is  not 
present.  Patients  with  unusual  blood  types 
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who  require  urgent  surgery  can  benefit 
from  autotransfusion.  The  patient  with  a 
previous  history  of  transfusion  reaction 
may  profit  from  these  techniques.  Auto- 
transfusion is  further  indicated  in  patients 
with  certain  bleeding  diathesis  and  possibly 
in  those  with  religious  objections  to  receiv- 
ing homologous  blood  transfusions. 

Advantages  of  autotransfusion  include 
immediate  availability,  potential  solution 
to  and  alleviation  of  the  problem  of  increas- 
ing homologous  blood  transfusion,  and  re- 
cycling of  a patient’s  own  blood,  reducing 
processing  costs,  preserving  labile  clotting 
factors,  and  avoiding  overtransfusion. 

Potential  hazards  for  autotransfusion 
include  air  embolism,  development  of 
clotting  deficiencies  either  from  circulating 
fibrinolysins  or  abnormalities  in  anticoagu- 
lation, development  of  pulmonary  and  renal 
insufficiency,  bacteremia  in  patients  with 
contaminated  wounds,  the  possibility  of 
neoplasm  dissemination,  the  possibility  of 
platelet  dysfunction,  and  in  patients  with 
massive  trauma  in  whom  there  is  head, 
liver,  lung,  and  soft-tissue  injury,  the  po- 
tential of  hemorrhaging  further  into  these 
tissues.  As  experience  with  autotransfusion 
has  accumulated,  properties  which  one 
would  include  in  an  ideal  device  have  been 
identified. 
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Coronary  artery  obstruction  and 
myocardial  infarction  resuiting 
from  nonpenetrating  chest  trauma 


John  L.  Jenkins,  MD;  Akira  Nishimura,  MD 

Electrocardiographic  and  serum  enzyme 
changes  compatible  with  an  acute  myocar- 
dial infarction  occurred  shortly  after  severe 
nonpenetrating  chest  trauma  in  a 26-year- 
old  man.  Subsequent  studies  revealed  an 
akinetic  area  in  the  anterior  left  ventricular 
wall  with  a major  obstructive  lesion  in  the 
proximal  portion  of  the  anterior  descending 
coronary  artery.  The  remainder  of  the 
coronary  arteries  appeared  normal.  It  is 
believed  that  this  is  the  first  reported  case 
of  coronary  artery  obstruction  and  myocar- 
dial infarction  following  blunt  chest  trauma 
in  which  the  diagnosis  was  made  during 
life. 

Although  Parmley  and  associates  did  not 
observe  coronary  artery  occlusion  following 
nonpenetrating  chest  trauma  in  their  re- 
view of  546  autopsy  cases  of  nonpenetrat- 
ing injury  of  the  heart, ^ others  have  report- 
ed coronary  occlusion  after  blunt  chest 
trauma  in  a significant  number  of  pa- 
tients.However,  in  many  of  the  latter  pa- 
tients this  association  seems  to  be  tenuous 
at  best;  in  some  the  occlusion  followed  the 
traumatic  episode  by  weeks  or  months,  and 
in  others  myocardial  infarction  occurred 
soon  after  the  traumatic  episode  but  the 
patients  obviously  had  preexisting  coronary 
atherosclerotic  heart  disease.  Furthermore, 
myocardial  infarction  following  chest 
trauma  does  not  necessarily  indicate  that 
coronary  artery  occlusion  occurred.^  In  fact 
the  only  report  in  recent  years  in  which  the 
association  of  blunt  chest  trauma,  obstruc- 
tion of  a normal  coronary  artery,  and  myo- 
cardial infarction  appears  to  be  well  es- 
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tablished  is  that  of  Stewart.  In  his  patient 
the  diagnosis  was  established  at  post- 
mortem examination.®  To  the  best  of  our 
knowledge,  the  case  described  herein  is  the 
first  in  which  this  association  was  estab- 
lished during  life. 

Case  Report 

A 26-year-old  man  was  hospitalized  else- 
where on  March  15,  1971,  after  a fight  in 
which  he  received  numerous  blows  to  his 
chest  and  abdomen.  Review  of  his  medical 
record  on  that  admission  revealed  that  he 
complained  of  severe  anterior  chest  pain 
which  gradually  diminished  duringthe  next 
48  hours.  He  had  no  previous  major  ill- 
nesses or  history  of  chest  pain. 

Physical  examination  was  unrevealing 
except  for  ecchymotic  areas  over  the  an- 
terior and  posterior  chest  and  abdomen. 
Electrocardiograms  obtained  at  that  ad- 
mission (Figs  1 and  2)  revealed  changes 
compatible  with  acute  anterior  myocardial 
infarction.  On  March  17,  the  serum  lactic 
dehydrogenase  (LDH)  value  was  1,000 
mU/ml  (normal  < 200)  with  94%  consist- 
ing of  fractions  1 and  2.  On  March  19,  total 
LDH  was  546  mU/ml.  Corresponding  val- 
ues for  serum  creatinine  phosphokinase 
were  366  and  148  mU/ml  (normal  < 50). 
During  his  hospitalization  there  was  no  evi- 
dence of  arrhythmias,  hypotension,  or  con- 
gestive heart  failure.  After  seven  days  he 
was  discharged  with  the  diagnosis  of  trau- 
matic cardiac  injury. 

In  August  1971  the  patient  was  again 
hospitalized  for  severe  anterior  chest  pain 
of  undetermined  etiology,  and  in  November 
1971  he  was  hospitalized  for  hepatitis. 
Electrocardiograms  during  both  admis- 
sions were similartothat  in  Fig3. 

In  December  1971  the  patient  was  hos- 
pitalized at  the  John  Sealy  Hospital  for 
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vague  chest  pain  and  dyspnea  thought  to 
be  the  result  of  hyperventilation.  There 
was  no  family  history  of  diabetes  mellitus, 
hypertension,  or  coronary  atherosclerotic 
heart  disease.  Physical  examination  was 
normal.  Blood  pressure  was  1 10/70  mm 
Hg;  the  serum  cholesterol  level  was  < 200 
mg/100  ml  on  several  determinations; 
serum  triglyceride  levels  were  not  deter- 


mined. Fasting  and  postprandial  blood  glu- 
cose values  were  normal.  The  electrocar- 
diogram is  shown  in  Fig  3.  A stress  exercise 
test  was  performed  in  the  erect  position  on 
a bicycle  ergometer.  The  work  load  was  in- 
creased by  25  watt  increments  every  two 
minutes.  The  test  was  terminated  due  to 
leg  fatigue  after  the  patient  exercised  to 
150  watts;  maximum  heart  rate  was  160 


1.  Electrocardiogram  taken  on  March  15,  1971,  shortly  after  admission  to  the  hospital. 
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beats/minute.  There  were  no  significant 
electrocardiographic  changes  during  or 
after  exercise  and  the  patient  experienced 
no  chest  pain. 

A left  ventricular  angiogram  performed 
in  the  right  anterior  oblique  position  re- 


vealed an  akinetic  area  in  the  anteriorwall 
of  the  left  ventricle.  The  left  ventricular 
end-diastolic  pressure  was  5 mm  Hg  before 
contrast  injection  and  rose  to  20  mm  Hg 
after  injection.  Selective  right  and  left 
coronary  arteriograms  were  obtained  in 


2.  Electrocardiogram  taken  on  March  16,  1971. 


TEXAS  MEDICINE 


3.  Electrocardiogram  taken  on  admission  to  the  John  Sealy  Hospital,  Dec  24,  1971. 
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both  oblique  positions.  These  revealed  a 
discrete  area  of  obstruction  (approximate- 
ly 75%)  in  the  proximal  portion  of  the  an- 
terior descending  coronary  artery  (Fig  4). 
No  collateral  vessels  were  observed.  The 
remainder  of  the  coronary  vessels  were 
normal. 

Discussion 

The  occurrence  of  myocardial  infarction 
and  its  precipitation  by  nonpenetrating 
chest  trauma  appears  to  be  established  in 
this  case.  The  patient  had  been  in  excellent 
health  before  his  beating;  he  suffered 


severe  anterior  chest  pain  associated  with 
electrocardiographic  changes  compatible 
with  myocardial  infarction  immediately  af- 
ter the  trauma,  and  subsequent  electro- 
cardiographic and  ventriculographic 
studies  are  compatible  with  an  anterior 
myocardial  scar.  Also,  the  elevation  in  LDH 
isoenzymes  1 and  2 is  more  compatible 
with  myocardial  injury  than  with  skeletal 
muscle  injury  although  the  increase  in 
creatinine  phosphokinase  could  have  been 
the  result  of  the  latter. 

The  relation  of  the  coronary  artery  lesion 
to  the  trauma  is  less  certain  since  the  ob- 
struction was  not  demonstrated  until  sev- 


4.  Lejt  coronary  arteriogram  in  the  left  anterior  oblique  position.  Arrow  points  to  the 
obstructive  lesion  in  the  anterior  descending  branch. 
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eral  months  later.  However,  in  view  of  the 
known  relationship  between  coronary  artery 
lesions  and  myocardial  infarction  and  the 
occurrence  of  the  lesion  in  the  coronary 
artery  supplyingthe  area  of  infarction,  it 
appears  to  be  most  probable  that  the  ob- 
struction and  trauma  were  also  temporari- 
ly related. 

Of  course  it  is  not  possible  to  be  certain 
that  the  patient  did  not  have  atheroscle- 
rosis at  the  site  of  the  occlusive  lesion. 
However,  this  is  unlikely  since  he  was  26 
years  old  at  the  time  of  his  infarction,  he 
has  no  known  risk  factors  favoring  the  early 
development  of  coronary  atherosclerosis, 
and  angiographically  his  coronary  arteries 
otherwise  appearto  be  perfectly  normal. 

Whether  the  obstruction  resulted  from 
an  intrinsic  lesion  orfrom  extrinsic  com- 
pression cannot  be  determined.  However, 
we  favor  the  former  possibility  since 
severe  injury  to  adjacent  tissue  with  hemor- 
rhage completely  surrounding  coronary 
arteries  can  occur  without  significant  nar- 
rowing of  the  vessel.^  In  any  event,  we  be- 
lieve that  this  patient  represents  the  first 
reported  case  of  acute  myocardial  infarc- 
tion as  a result  of  obstruction  of  a coronary 
artery  from  nonpenetrating  chest  trauma 
in  whom  the  diagnosis  was  made  during 
life.  Although  a rarity,  recognition  of  such 
an  occurrence  is  of  obvious  importance  in 
the  overall  management  of  patients  with 
traumatic  chest  injuries. 
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Triangulation  for  removal  of 
foreign  bodies: 

Two  illustrative  cases 


Glenn  R.  Hunt,  MD 

Not  all  foreign  bodies  need  to  be  removed. 
If  the  foreign  body  is  small  enough,  is  in  a 
position  where  it  will  cause  little  or  no  dis- 
comfort, and  is  of  an  inert  or  nontoxic  com- 
position, it  probably  would  be  prudent  to 
leave  it  alone.  This  is  particularly  true  if  re- 
moval of  the  object  would  subject  the  pa- 
tient to  a procedure  requiring  moderate 
tissue  damage. 

However,  in  some  cases,  removal  of  a 
small  foreign  body  is  the  treatment  of 
choice,  forvarious  reasons.  Triangulation 
is  a method  of  removal  designed  to  cope 
with  small  foreign  bodies  that  are  radio- 
paque and  are  buried  beyond  easy  retrieval 
by  conventional  methods.  The  method  is 
illustrated  well  by  the  following  cases. 


Illustrative  Cases 

Case  1:  Ayoungwoman  came  to  the  emer- 
gency room  because  she  thought  she  had  a 
piece  of  a needle  in  her  foot.  She  had 
stepped  on  a sewing  needle  when  she  was 
walking  barefoot  on  a shag  rug.  She  had 
removed  the  needle  but  noted  that  the  tip 
was  broken  off. 

Examination  revealed  a puncture  wound 
on  the  medial  side  of  the  right  great  toe, 
adjacent  to  the  metatarsophalangeal  joint 
near  the  sole  of  the  foot  (Fig  1,  upper  left). 
A roentgenogram  revealed  the  tip  of  the 
needle  still  in  place  (Fig  2,  left). 

The  wound  area  was  prepared  with 
povidone-iodine  (Betadine)  and  anesthetiz- 


1.  Case  1 . Opel  alive  procedures.  Upper  left,  initial  appearance  of  wound.  Upper  right, 
placement  of  triangulation  needles.  Lower  left,  incision.  First  triangulation  needle  is  still 
in  place.  Lower  right,  removal  of  foreign  body  ( tip  of  sewing  needle). 
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ed  with  2%  lidocaine  in  a digital  block.  The 
triangulation  needles  then  were  positioned 
as  follows.  The  first  needle  was  inserted  at 
the  original  point  of  entry,  followingthe 
supposed  angle  of  the  sewing  needle  as 
shown  on  the  preoperative  roentgenogram. 
The  second  needle  was  placed  at  right 
angle  to  the  first  needle,  in  a horizontal 
plane,  approximately  2 cm  anteriorto  the 
point  of  entry.  The  third  needle  was  placed 
at  right  angle  to  the  first  needle,  in  a ver- 
tical plane,  also  about  2 cm  from  the  orig- 
inal point  of  entry  (Fig  1,  upper  right). 

With  the  needles  in  place,  two  roent- 
genograms were  taken,  one  in  the  horizon- 
tal plane  from  directly  above  the  foot  and 
the  second  in  the  vertical  plane  as  a lateral 


view  of  the  foot  (Fig  2,  left).  These  showed 
the  foreign  body  to  be  almost  parallel  to  the 
first  triangulation  needle  and  very  close  to 
it. 

Because  of  the  excellent  position  of  the 
first  needle,  the  two  others  were  removed. 
An  opening  was  made  in  the  horizontal 
plane  distal  to  the  entrance  wound  for 
about  1 cm  (Fig  1,  lower  left).  The  wound 
edges  were  retracted  with  skin  hooks  and 
the  incision  was  carefully  deepened,  using 
the  needle  as  a guide  forthe  approach  to 
the  tip  of  the  foreign  body.  With  minimal 
probing,  the  end  of  the  sewing  needle  was 
found  and  removed  (Fig  1,  lower  right). 

The  wound  was  closed  with  nylon  sutures. 

Case  2:  A construction  worker  came  to 


2.  Cube  1.  Roentgenograms.  Left,  preoperatively . Right,  horizontal  (upper)  and  lateral 
(lower)  views  with  triangulation  needles  in  place. 
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the  emergency  room  because  of  discomfort 
of  the  abdomen.  Several  months  previous- 
ly, he  had  been  hit  in  the  abdomen  by  a 
fleck  of  metal  that  flew  off  a chisel  point 
while  he  had  been  hittingthe  chisel  with  a 
hammer.  He  had  felt  pain  in  the  abdominal 
wall  and  had  noted  a small  puncture 
wound.  He  had  paid  little  attention  to  the 
incident  until  he  began  to  experience 
discomfort. 

When  examined  in  the  emergency  room, 
he  stated  that  he  was  sure  that  the  metal 
was  “poisoning  him”  and  he  wished  it  re- 
moved. It  was  explained  to  him  that  the 
metal  would  not  poison  him  and  probably 
was  notthe  cause  of  his  pain,  but  he  want- 
ed the  fragment  removed  in  any  case.  A 


roentgenogram  of  the  abdomen  showed 
that  a metal  fragment  was  present. 

The  entrance  wound  was  marked  by  a 
hyperpigmented  spot  on  the  abdomen  (Fig 
3,  upper  left),  and  this  region  was  anes- 
thetized by  an  enclosing  block  with  1 % 
lidocaine  (Fig3,  upper  center),  to  avoid 
distortion  of  the  entrance  area.  The  first 
needle  was  inserted  into  the  entrance  area 
perpendicularly  to  the  skin  forabout  1 cm. 
The  two  other  needles  were  inserted  at  45° 
angles  to  the  first  and  right  angles  to  one 
another  (Fig  3,  upper  right).  A roentgeno- 
gram of  the  abdomen  (Fig  4,  left)  showed 
the  needles  to  be  not  quite  in  good  posi- 
tions, so  they  were  repositioned.  Another 
film  (Fig4,  right)  shov^/ed  the  new  positions 
to  be  satisfactory. 

The  skin  was  opened  along  the  first 
needle  into  the  abdomen.  When  contact 
was  made  with  the  other  needles,  the  first 
needle  was  removed  to  give  a better  field  of 
vision.  The  intersection  of  the  second  and 
third  needles  served  as  a reference  point 


3.  Case  2.  Operative  procedures.  Upper  left,  initial  appearance  of  wound.  Upper  center, 
enclosing  block.  Upper  right,  needles  in  place.  Lower  left,  incision.  Lower  center,  foreign 
body.  Lower  right,  appearance  at  closure. 
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for  both  position  and  depth  (Fig  3,  lower 
left). 

After  some  probing,  the  foreign  body 
(Fig  3,  lower  center)  was  located  and  re- 
moved. The  skin  was  then  closed  with  nylon 
sutures  (Fig  3,  lower  right). 

Discussion 

Accurate  placement  of  the  triangulation 
needles  is  the  key  to  successful  explora- 
tion. They  must  be  repositioned,  with  re- 
peat roentgenograms,  as  often  as  is  neces- 
sary until  the  best  possible  position  is 
achieved.  In  the  first  case,  one  needle  was 
sufficient  to  guide  the  removal.  The  second 
case  was  more  complex  in  that  the  object 
was  small  and  deeply  buried.  This  necessi- 
tated the  use  of  at  least  two  needles  to  as- 
certain location  and  also  depth,  which 
required  placing  of  the  junction  of  the  two 
needles  as  close  to  the  foreign  body  as 
possible. 

The  decision  as  to  whether  or  not  a small 
foreign  body  should  be  removed  is  based 
on  consideration  of  several  factors.  One  is 
the  possible  toxicity  of  the  foreign  body  as 
a result  of  its  composition  (for  example, 
iron  released  from  a small  foreign  body  in 
contact  with  the  cornea  will  stain  the 
cornea  and,  more  importantly,  may  inter- 
fere with  local  metabolism,  producing  a 
chronic  ulcer  and  possibly  severe  impair- 
ment of  vision)  or  of  contaminants  that  it 
may  carry.  Another  factor  is  the  chronic 


mechanical  trauma  or  irritation  that  the 
foreign  body  may  cause,  especially  if  it  is 
glass  or  metal  with  a sharp  point  or  edge  or 
is  embedded  in  a pressure-bearing  region. 

Summary 

The  technique  of  triangulation  is  used  pri- 
marily to  provide  landmarks  to  simplify  the 
removal  of  foreign  bodies.  Without  these 
landmarks,  the  removal  can  be  difficult  and 
time-consuming  and  can  lead  to  more  ex- 
tensive tissue  damage  than  is  necessary. 
With  the  use  of  this  technique,  the  author 
has  found  that  operating  time  is  decreased 
and  the  removal  is  much  simplified. 

Dr.  White,  Scott  and  White  Clinic,  Temple,  Texas 
76501. 


4.  Case  2.  Roentgenograms  with  triangnlation  needles  in  place.  Left,  first  positioning. 
Right,  second  positioning. 
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When 
sequential 
contraception 
is  preferred... 
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Ortho-Novum  SQ  provides 
good  cycle  control 

provides  a low 
sequential  dosage 

effective  in  clinical  trials, 
with  a pregnancy  rate 
of  0.43  per  100  woman  years 

generally  well  tolerated^ 

available  in  the  unique 
DIALPAK*  Tablet  Dispenser 


Ortho-Novum  SQ 

trademark 

Each  white  tablet  contains  0.08  mg  mestronol.  Each  blue  tablet  contains  2.0  mg  norethindrone  and  0.08  mg  mestranol. 


tSerious  as  well  as  minor  conditions  hove  been  reported 
following  the  use  of  oral  confraceptives.  These 
conditions  include  thromboembolic  disease.  The  physician 
should  remain  alert  to  the  earliest  manifestotions 
of  any  symptoms  of  serious  disease  and  disoontinue  oral 
contraceptive  therapy  when  appropriate.  The  physician 
should  be  fully  oware  of  the  complete  Prescribing  Informa- 
tion for  this  produot. 

♦TRADEMARK  See  prescribing  information  On  following  page.  oj  422-5 
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In  sequence... 


Ortho-NovurnJQ  Tablets 

TRADEMARK 


Description:  ORTHO-NOVUM  SO  Tablets  provide  a sequential  oral  contraceptive  regimen  consist- 
ing ot  virhite  tablets  containing  only  meslranol  0 00  mg,  and  blue  tablets  containing  both  mestranol 
0 08  mg  and  norethindrone  2 0 mg 
Action:  Gonadotrophin  suppression 

Special  note:  Oral  contraceptives  have  been  marketed  m the  United  States  since  i960  Reported 
pregnancy  rates  vary  from  product  to  product  The  effectiveness  of  the  sequential  products  appears 
to  be  somewhat  lower  than  that  of  the  combination  products  Both  types  provide  almost  completely 
effective  contraception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hormonal  contraceptives 
has  now  been  shown  in  studies  conducted  m both  Great  Britain  and  the  United  States  Other  risks 
such  as  those  of  elevated  blood  pressure  and  reduced  tolerance  to  carbohydrates,  have  been 
reported  and  appropriate  tests  should  be  conducted  to  monitor  these  during  oral  contraceptive  ther- 
apy Liver  disease  has  also  been  reported,  and  the  physician  should  be  alert  to  its  earliest  manifesta- 
tions 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subprimate  animal  species  in 
multiples  of  the  human  dose  increases  the  frequency  for  some  animal  carcinomas  These  data  can- 
not be  transposed  directly  to  man  The  possible  carcinogenicity  due  to  the  estrogens  can  neither  be 
affirmed  nor  refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contraceptives 
must  be  continued 
Indication:  Contraception 

Contraindications:  1 Thrombophlebitis,  thromboembolic  disorders,  cerebral  vascular  disease,  or  a 
past  history  of  these  conditions  2 Markedly  impaired  liver  function  3 Known  or  suspected  car- 
cinoma of  the  breast  4 Known  or  suspected  estrogen-dependent  neoplasia  5 Undiagnosed  abnor- 
mal genital  bleeding  6 Known  or  suspected  pregnancy 

Warninas:  1 The  physician  should  be  alert  to  the  earliest  manifestations  of  thrombotic  and  throm- 
boembolic  disorders,  thrombophlebitis,  cerebrovascular  disorders  including  hemorrhage,  pulmonary 
embolism  and  retinal  thrombosis  Should  any  of  these  occur  or  be  suspected  the  drug  should  be  dis- 
continued immediately 

Retrc^pective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies  of  morbidity  in  the 
United  States  have  shown  a statistically  significant  association  between  thrombophlebitis,  pulmonary 
embolism  and  cerebral  vascular  disease,  occlusive  or  hemorrhagic,  and  the  use  of  oral  contracep- 
tives There  have  been  three  principal  studies  in  Great  Britain'*^  leading  to  these  conclusions  and 
three  in  this  country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by  Vessey 
and  Doll  was  about  sevenfold,  while  the  United  Slates  studies  found  relative  risks  of  4 4 to  11.  mean- 
ing that  the  users  are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  non-users 

In  May,  1974,  the  Royal  College  of  General  Practitioners  in  England®  issued  an  interim  report  of  its 
continuing  large-scale  prospective  study  comparing  a user  group  to  a non-user  group  This  study  in 
Its  interim  analysis  states,  A statistically  significant  higher  rate  of  reporting  of  cerebrovascular 
accidents  m Takers  is  evident,  but  the  numbers  are  too  small  to  justify  an  estimation  of  the  degree  of 
risk  The  study  also  reported  a higher  incidence  of  superficial  and  deep  vein  thrombosis  m users  as 
compared  to  non-users  The  risk  of  superficial  and  deep  vein  thrombosis  was  reported  to  be  lower  in 
women  using  50  meg  estrogen  preparations 

D study*  indicated  that  the  risk  did  not  persist  after  discontinuation  of  administration 

both  the  Sartwell  and  the  Royal  College  studies  indicated  that  the  degree  of  risk  was  not  associated 
with  duration  of  treatment 

In  a collaborative  American  study^>®  of  cerebrovascular  disorders  m women  with  and  without 
predisposing  causes,  it  was  estimated  that  the  relative  risk  of  thrombotic  stroke  was  4 1 to  9 5 times 
greater  in  users  than  m non-users  A comparable  estimate  for  hemorrhagic  stroke  was  2 0 

None  of  the  American  studies  was  designed  to  evaluate  a difference  between  products  However, 
the  Sariwell  study*  suggested  that  there  might  be  an  increased  risk  of  thromboembolic  disease  in 
users  of  sequential  products 

Other  retrospective  studies’-'f  have  reported  an  increased  risk  ot  post-surgery  thromboembolic 
complications  in  oral  contraceptive  users  It  has  been  recommended  that  therapy  be  discontinued  at 
least  one  month  prior  to  elective  surgery 

2  Discontinue  oral  contraceptive  medication  if  there  is  gradual  or  sudden  partial  or  complete  loss  of 
vision,  proptosis  or  diplopia,  onset  or  aggravation  of  migraine  or  development  of  headache  ot  a new 
pattern  which  is  recurrent,  persistent  or  severe,  papilledema,  or  any  evidence  of  retinal  vascular 


3 Fetal  abnormalities  have  been  reported  to  occur  in  the  offspring  of  women  who  have  taken  proges- 
togens  and/or  estrogens  during  pregnancy  ”’’2  The  safety  of  ORTHO-NOVUM  SO  in  pregnancy  has 
not  been  demonstrated.  Pregnancy  should  be  ruled  out  before  initiating  or  continuing  the  contracep- 
tive regimen  Pregnancy  should  always  be  considered  if  withdrawal  bleeding  does  not  occur 

4 A small  traction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of 
r^others  receiving  these  drugs.  The  long-range  effect  to  the  nursing  infant  cannot  be  determined  at 
this  time 

? lesions  (adenomas,  hepatomas,  hamartomas,  regenerating  nodules,  etc  ) occasionally 

reported  in  women  on  oral  contraceptives  Such  lesions  may  present  as  an 
aMornin^l  mass  or  with  the  signs  and  symptoms  of  an  acute  abdomen  These  lesions  should  be  con- 
sidered  If  the  patient  has  abdominal  pain  or  evidence  of  mtra-abdominal  bleeding.  This  has  been 
reported  in  short-term  as  well  as  long-term  users  of  oral  contraceptives. 


Precautions:  1 A thorough  history  and  physical  examination  should  be  performed  before  prescrib- 
ing oral  contraceptives  and  periodically  during  their  administration  and  should  include  special  refer- 
ence to  breasts  and  pelvic  organs,  including  Papanicolaou  smear  since  estrogens  have  been  known 
to  prepuce  turnors.  some  of  them  malignant,  in  five  species  of  subprimate  animals.  2 Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  ORTHO-NOVUM  SO  Therefore  if 
such  tests  are  abnormal  in  a patient  taking  ORTHO-NOVUM  SO.  it  is  recommended  that  they  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months  3 Under  the  influence  of  estrogen- 
progestogen  preparations,  pre-existing  uterine  fibromyomata  may  increase  in  size  4 Because  these 
agents  may  cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this  factor 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  observation  5,  In 
breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind  In  undiagnosed  bleeding  per  vaginam,  adequate  diagnostic  measures  are 
indicated  6 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
depression  recurs  to  a serious  degree  7 Any  possible  influence  of  prolonged 
ORTHO-NOVUM  SO  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
study  8 A decrease  in  glucose  tolerance  has  been  observed  in  a significant  percentage  of  patients 
on  oral  contraceptives  The  mechanism  of  this  decrease  is  obscure  For  this  reason  diabetic  patients 
should  be  carefully  observed  white  receiving  ORTHO-NOVUM  SO  therapy  9 The  age  of  the  patient 
constitutes  no  absolute  limiting  factor,  although  treatment  with  ORTHO-NOVUM  SO  may  mask  the 
onset  of  the  climacteric  1 0 The  pathologist  should  be  advised  of  ORTHO-NOVUM  SO  therapy  when 
relevant  specimens  are  submitted  1 1 Susceptible  women  may  experience  an  increase  in  blood 
pressure  following  administration  of  contraceptive  steroids  12  Cholestatic  jaundice  has  been 
reported  in  users  of  oral  contraceptives  If  this  occurs.  ORTHO-NOVUM  SO  should  be  discontinued 
This  condition  is  more  likely  to  occur  m patients  who  have  experienced  cholestatic  jaundice  of  preg- 
nancy Patients  with  a history  of  cholestatic  jaundice  of  pregnancy  should  be  carefully  observed  dur- 
ing ORTHO-NOVUM  SO  therapy 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives:  A statistically  significant 
association  has  been  demonstrated  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions  thrombophlebitis,  pulmonary  embolism,  cerebral  thrombosis  and  hemorrhaae 
gallbladder  disease  ‘ 

Although  available  evidence  is  suggestive  of  an  association,  such  a relationship  has  been  neither 
confirmed  nor  refuted  for  the  following  serious  adverse  reactions  neuro-ocular  lesions  e g retinal 
thrombosis  and  optic  neuritis,  hepatic  lesions  with  or  without  intra-ab'dommal  bleeding 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral  contraceptives 
nausea,  vomiting,  gastrointestinal  symptoms  {such  as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  which  may  persist,  cholestatic  jaundice,  migraine,  rash  (allergic), 
mental  depression,  change  in  weight  (increase  or  decrease),  breast  changes  (tenderness,  enlarge- 
ment and  secretion),  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post-partum.  rise  in  blood  pressure  in  susceptible  individuals 
Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral  contraceptives,  an 
association  has  been  neither  confirmed  nor  refuted  anovulation  post-treatment,  which  tends  to  occur 
more  frequently  in  women  with  a history  ot  menstrual  disorders,  premenstrual-like  syndrome; 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  headache,  intolerance  to  contact  len- 
ses, nervousness,  dizziness,  fatigue,  backache,  hirsutism;  loss  of  scalp  hair,  erythema  multiforme 
erythema  nodosum,  hemorrhagic  eruptions;  itching,  vaginitis 
The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contraceptives  hepatic  function— 
^creased  sutfobromophthalein  retention  and  other  tests,  coagulation  tests- increase  in  prothrombin. 
Factors  VII,  VIII.  IX  and  X,  decrease  in  anti-thrombin  III,  increase  in  platelet  aggregabilily.  thyroid 
function— increase  in  PBI,  and  butanol-extractable  protein-bound  iodine  and  decrease  in  T^  uptake 
values,  metyrapone  test;  pregnanediol  determination 

References:  1.  Royal  College  of  General  Practitioners  Oral  Contraception  and  Thrombo-Embolic 
Disease  J Coll  Gen  Pract  13  267-279.  May  1967  2.  Inman,  W H W . Vessey,  M P Investigation  of 
Deaths  »om  Pulmonary,  Coronary  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bear- 
ing Age,  Br  Med  J 2 193-199.  April  27.  1968  3.  Vessey,  M P . Doll.  R Investigation  of  Relation 
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2^51-657.  June  14.  1969  4.  Sartwell.  P E.;  Masi.  A T . Arthes.  F G : Greene.  G R ; Smith.  H E ; 
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Woodcarving  satisfies 
individualistic  hobbyist 


Once  necessary  to  the  economy  and  survi- 
val of  both  ancient  societies  and  the  early 
American  colonies,  woodcarving  has  been 
revived  in  the  20th  century’s  search  for 
unique  art  forms. 

The  sensuous  qualities  of  wood's  color, 
finish,  and  texture,  as  well  as  its  workabil- 
ity, have  popularized  wood  sculpturing 
with  those  seeking  both  a competitive  and 
individualistic  hobby. 

One  devotee  of  woodcarving  is  Dr.  Ewell 
L.  Hunt  of  Lubbock,  whose  skilled  sur- 
geon’s hands  shape,  mold,  and  file  wooden 
figures  with  operating-room  precision.  His 
eye  for  detail  has  not  only  produced  many 
beautiful  works  of  art  but  has  drawn  him 
into  interesting  and  diversified  research. 
For  instance,  there  was  his  quest  for  the 


truth  about  Abraham  Lincoln’s  hair  part. 

Dr.  Hunt  had  put  much  care  into  copying 
a bust  of  the  Civil  War  president.  Some 
time  after  its  completion,  while  traveling 
in  Mississippi,  he  noticed  a picture  of  Lin- 
coln on  television.  Lincoln’s  hairwas  part- 
ed on  the  opposite  side  of  the  head  than 
depicted  on  the  bust.  Upon  his  return 
home,  he  looked  up  other  photos  of  Lin- 
coln. Still,  the  part  appeared  on  the  left 
side.  Troubled  by  the  inconsistency.  Dr. 
Hunt  made  an  effort  on  a trip  to  Washing- 
ton, D Cto  visit  the  Smithsonian  Institu- 
tion. There,  to  his  gratification,  he  found 
a statue  of  Lincoln  with  the  hair  parted  on 
the  right  side.  Feeling  vindicated.  Dr.  Hunt 
decided  not  to  look  any  further. 

When  possible.  Dr.  Hunt  conducts  research 


Dr.  Hunt  displays  some  of  his  woodcarvings.  Among  the  items,  one  can  pick  out  an  American  bison,  an  Indian 
elephant,  a basset  hound,  a winged  horse,  Abraham  Lincoln,  African  natives,  a cowboy,  a climbing  child,  owls,  a 
madonna,  and  other  various  figures.  Dr.  Hunt  is  holding  his  carving  of  the  "Last  Supper.”  (Photo  courtesy  of  the 

Lubbock  Avalanche- J ournal.) 
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to  find  the  actual  signature  of  his  subject 
so  that  he  can  carve  it  into  the  bust  or 
figure. 

Long-time  interest 

Dr.  Hunt  has  been  interested  in  art  since 
high  school,  when,  as  yearbook  editor,  he 
did  some  of  the  art  for  the  annual.  He  has 
also  done  some  paintings  and  charcoals 
in  years  past.  He  now  enjoys  these  art 
forms  through  the  works  of  others  as  evi- 
denced by  the  many  paintings  in  his  home. 
Asan  intern.  Dr.  Hunt  took  up  soap  carv- 
ingto  fill  the  long  hours  duringthe  24-hour 
hospital  shifts. 

In  1968,  prompted  by  an  ad  in  the  news- 
paper, he  attended  a demonstration  of 
woodcarving  by  Mexican  artisans.  He  was 
so  entranced  by  their  creativity  that  he’s 
been  carving  ever  since.  Today,  he  spreads 
the  word  to  others  through  frequent  talks 
and  exhibits  at  local  civic  clubs. 

He  approaches  his  avocation  with  spon- 
taneity. If  an  object  stimulates  the  desire 
to  carve,  he  tackles  the  project.  His  works 
cover  a broad  range  of  forms  including 
busts  and  full  figures  of  famous  personali- 
ties, and  a variety  of  animals  from  African 
elephants  to  owls.  He’s  even  carved  Hip- 
pocrates. 

When  he  copied  Leonardo  Da  Vinci’s  “Last 
Supper’’  in  cherry  wood,  he  was  compli- 
mented by  a local  preacherwhothought 
the  Hunt  version  betterthan  the  15th  cen- 
tury original. 

But  diligence  doesn’t  always  lead  to  suc- 
cess. Once,  Dr.  Hunt  became  interested  in 


copying  an  eagle  which  was  displayed  at  a 
local  bank.  After  much  work,  the  head  of 
the  figured  appeared.  With  puzzlement,  he 
finally  realized  that  it  was  the  head  of  a 
parrot,  not  an  eagle  at  all. 

Start  with  simple  forms 

To  beginners,  he  says,  “Just  try.’’  He  rec- 
ommends startingwith  simple  forms  such 
as  a rabbit  oran  owl.  He  said  that  the  hu- 
man hand  is  one  of  the  hardest  forms  for 
him  to  carve. 

Dr.  Hunt  conservatively  estimates  that  he 
uses  30  to  40  distinct  kinds  of  tools.  But 
as  he  has  several  types  of  many  of  these, 
this  number  easily  doubles.  Some  of  the 
most  often  used  tools  include  an  electric 
Dremel  tool  with  about  10  chisels  and 
gouges,  a variety  of  files,  rasps,  many 
types  of  Sanders,  saws  and  emory  boards. 
The  majority  of  his  work  is  done  in  top 
grade  walnut,  but  he  also  enjoys  using 
other  hard  woods  such  as  cherry,  birch, 
and  maple.  He  said  the  wood  is  easily 
availablefrom  local  lumberyards. 

Dr.  Hunt  estimates  that  most  small  carv- 
ings take  about  36  to  40  hours  to  complete. 
His  wood  creations  are  not  for  sale  as  he 
pursues  the  hobby  strictly  for  art’s  sake 
and  gift  giving.  Recently,  he  donated  a 
bust  of  Hippocrates  as  the  main  door  prize 
at  the  Panhandle  District  Medical  Society 
Annual  Meeting. 

His  current  project  is  a figure  of  two  kissing 
angels.  Next,  his  plans  call  fora  carving  of 
a longhorn.  And  with  his  imagination  and 
skill,  who  knows  what  after  that. 
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The  Guess  Ranch  ,Smithwick,  Texas 

Location:  On  Lake  Travis  thirty-five  miles  northwest  of  Austin  and  six  miles  east  of  Marble 
Falls  in  Burnet  County.  Size:  542  Acres,  mile  frontage  on  RM  1431, 1800'  frontage  on  Lake 
Travis,  2 miles  of  Sycamore  Creek  through  property.  Utilities:  Electricity,  well,  and  riparian 
rights  from  Lake  Travis.  Minerals:  All  available  except  1/16  non-participating  royalty. 
Terrain:  Rolling  hills  covered  with  grasslands  and  native  trees,  as  well  as  beautiful  pecan 
groves  on  creek  bottom.  Improvements:  Ranch  house  with  small  storage  barn. 

Hunting:  White  tail  deer,  dove,  quail. 

Special:  First  ranch  in  Burnet 
County  to  qualify  for  the 
Great  Plains  Program. 
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Hematology 

Profiles 

• IN  YOUR  OFFICE, 

• WITH  YOUR  STAFF, 

• MICROSAMPLING, 

• QUICKER  THAN  A COMPLETE  URINALYSIS, 

• FOR  LESS  THAN  $5.00  A DAY. 

ASK  ME  TO  PROVE  IT! 

TOLL  FREE:  800-327-5833 


Richard  Carsillo 

COULTER  ELECTRONICS,  INC. 
601  West  20  Street 
H iaieah,  F L 33010 
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can 

ALCOHOUSM 

be  treated 
in  2 weeks? 

The  Dallas-Fort  Worth  area  offers  one  of  the  most  unique  treatment 
programs  for  alcoholism  that  is  available  in  the  world  today. 

It  is  a medical  program  100%  controlled  by  physicians  who  daily 
deal  with  a variety  of  psychosomatic  and  psychiatric  problems. 

It  includes— 

• Detoxification  and  Withdrawal 

• Conditioned  Avoidance  Therapy  . . . habituation  to 
alcoholic  beverages  is  rapidly  intervened. 

• Cognitive-Emotive  Feedback  Pentothal  Interview 

...  a newly  devised  procedure  that  lets  the  patient 
recognize  cues  to  drink,  reasons  for  thinking  and 
feeling  the  way  he  does,  and  breaks  down  denial  and 
other  aberrant  defense  mechanisms. 

• New-Life  Management . . . teaches  alternative 
behaviors;  teaches  patients  how  to  become 
non-drinkers;  teaches  ways  of  dealing  with  stress, 
anxiety,  depression  and  the  desire  for  an  alcoholic 
“high”;  introduces  patients  to  follow-up  and  support 
facilities  and  therapists  in  their  own  communities. 

• Evaluation  and  Treatment  of  Concurrent  Physiologic 
and  Emotional  Problems 

• Family,  Marital  and  Vocational  Counseling 

The  program  is  a common  sense  one  based  on  what  we  know  about 
the  biochemistry,  physiology,  sociology,  and  psychology  of  alcohol 
addiction.  There  is  no  mystique  involved  and  unproven  modalities  are 
not  utilized. 

RESULTS:  In  a study  of  1000  patients  treated  from  October  1970  to  October  1974, 
48%  have  achieved  4 year  abstinence  and  55%  total  sobriety  for  at  least  one  year.  ’ 

SCHICK  HOSPITAL 

4101  Frawley  Drive  Fort  Worth,  Texas  76118 

Call  collect  (817)  284-9217  for  admission  information 

• Member  American  Hospital  Association  & Texas  Hospital  Association 
• J.C.A.H.  Accredited  as  a full-service  psychiatric  facility 
• Covered  by  Health  and  Hospitalization  Insurance  • Blue  Cross  Member  Hospital 
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Medical  Newsmakers 


( DR.  SALLY  ABSTON  has  been  named  direc- 
;torof  Emergency  Services,  with  responsi- 
j bility  for  the  total  operation  of  theemer- 
; gency  room  at  The  University  of  Texas 
Medical  Branch,  Galveston.  Dr.  Abston, 
j UTMB  associate  professor  in  the  depart- 
1 ment  of  surgery,  has  been  serving  as  in- 
terim director  of  the  emergency  room  since 
I last  December.  In  assumingthe  appoint- 
I ment  as  full  director.  Dr.  Abston  will  have 
I a dual  responsibility  for  both  the  academic 
j and  administrative  functions  relatingto 
j emergency  services. 

DR.  RUTH  HARTGRAVES  of  Houston  was 
awarded  the  Elizabeth  Blackwell  Medal  for 
“dedicated  service  to  the  young  physician” 
by  the  American  Medical  Women’s  Associa- 
tion duringthe  group’s  annual  meeting  in 
November  in  Tucson.  An  assistant  profes- 
sor of  obstetrics  and  gynecology  at  Baylor 
I Medical  College  from  1943  to  1970,  Dr. 
Hartgraves  was  appointed  by  the  dean  of 
the  college  to  sponsor  the  women  medical 
students  at  the  school.  With  the  support 
of  the  M.D.  Anderson  Foundation,  she  pur- 
chased a house  to  be  used  as  a residence 
for  the  women  attending  Baylor.  Dr.  Hart- 
graves is  a past  president  of  the  AMWA  and 
founder  of  the  Houston  branch. 

The  American  Society  of  Anesthesiologists 
has  re-elected  DR.  GERALD  G.  MULLIKIN 
of  Longview  as  assistant  secretary  of  the 
13,500  member  organization.  Dr.  Mullikin 
is  director  of  the  Department  of  Anesthesi- 
ology at  Good  Shepherd  Hospital  in  Long- 
view and  a former  president  of  theTexas 
Society  of  Anesthesiologists. 

DR.  JOHN  J.  ANDUJAR,  a Fort  Worth  path- 
ologist, has  been  awarded  the  Gold  Headed 
Cane  of  the  World  Association  of  Societies 
of  Pathology.  The  presentation  took  place 
duringthe  organization’s  world  congress 
in  Sydney,  Australia  in  October.  Dr.  Andu- 
jar  is  the  second  member  of  the  organiza- 
tion to  receive  the  award. 


A weekend  of  activities  honoring  the  1975 
recipients  of  Distinguished  Alumnus 
Awards  of  The  University  of  Texas  Ex-Stu- 
dents’  Association  was  recently  conducted 
in  Austin.  Amongthe  award  recipients  was 
DR.  MARIO  RAMIREZ  of  Rio  Grande  City. 

WILLIAM  L.  LYONS  has  been  named  as- 
sistant to  the  president  of  The  University 
of  Texas  Health  Science  Center  at  Houston. 
In  addition  to  performingthe  usual  admin- 
istrative duties,  he  will  serve  on  the  Com- 
mittee for  the  Protection  of  Human  Sub- 
jects and  as  equal  opportunity  officer  for 
the  health  science  center.  He  will  also  par- 
ticipate in  teaching,  planning,  and  develop- 
ingforensic  medicine  programs  forthe 
center. 


JEAN  MOBLEY,  a certified  medical  assis- 
tant (administrative  & clinical)  from  Lub- 
bock, has  been  re-elected  a trustee  of 
the  American  Association  of  Medical 
Assistants.  The  action  was  taken  by  mem- 
bers of  the  association’s  House  of  Dele- 
gates during  its  19th  annual  convention 
in  Louisville.  In  addition,  the  second  place 
publication  award  was  presented  to  Texas 
for  its  publication,  Texas  Beam. 

In  a recently  published  interview  with  Fort 
Worth  magazine,  DR.  JAMES  SHORT,  exec- 
utive officer  of  the  Tarrant  County  Medical 
Society,  emphasized  that  the  public  is  in- 
volved in  the  malpractice  insurance  crisis 
as  well  as  lawyers  and  physicians.  In  dis- 
cussing the  problem  of  professional  liabil- 
ity with  the  magazine,  Dr.  Short  said,  “I 
would  guess  that  each  patient  who  goes 
into  the  hospital  will  havea  minimum  of 
$50  added  to  their  bill  because  a doctor 
must  check  every  remotely  questionable 
area  to  protect  himself  in  court  should  the 
patient  sue.”  Dr.  Short  predicted  that  the 
situation  would  “get  worse  before  it  gets 
better”  and  stresses  the  need  for  a per- 
manent solution. 


Dr.  Ramirez 
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LEGAL  PROTECTION:  FACTS  YOU  SHOULD  KNOW 

Sam  V.  Stone,  Jr. 

TMA  Office  of  General  Counsel 


TREATMENT  OF  MINORS  FOR  VENEREAL  DISEASE 


The  epidemic  rise  in  the  incidence  of  ve- 
nereal disease  (VD)  has  received  a great 
deal  of  publicity.  This  problem  has  been  re- 
flected in  the  number  of  inquiries  to  the 
TMA  Office  of  the  General  Counsel  concern- 
ing examination  and  treatment  of  minors 
for  VD  without  parental  consent  or  parental 
knowledge  of  the  examination  findings  and 
treatment,  if  any.  While  the  law  Is  clear 
with  regard  to  the  authority  of  the  physician 
to  examine  and  treat  the  minor  for  VD,  the 
physician  is  placed  in  more  of  a quandary 
with  regard  to  the  reporting  of  the  treat- 
ment to  parents  of  the  minor  when  the  child 
has  requested  the  physician  not  to  disclose 
the  finding  of  positive  serology. 

In  1973,  the  Texas  Legislature  adopted 
the  new  Family  Code.  Under  Article  35.03 
of  the  law,  a minor  may  consent  to  the  fur- 
nishing of  hospital,  medical,  surgical,  and 
dental  care  by  a licensed  physician  or  den- 
tist if  the  minor  “consents  to  the  diagnosis 
and  treatment  of  any  infectious,  contagi- 
ous, or  communicable  disease  which  is  re- 
quired by  law  or  regulation  adopted  pur- 
suant to  law  to  be  reported  by  the  licensed 
physician  or  dentist  to  a health  officer.” 

At  the  same  time.  Article  4445  (the  law 
regarding  the  reporting  of  VD)  provides  in 
part  that  a “physician  or  other  person  who 
makes  a diagnosis  in,  or  treats,  a case  of 
syphilis,  gonorrhea  or  chancroid . . . shall 
report  such  case  immediately,  in  writing, 
to  a local  health  officer,  stating  the  name, 
address,  age,  sex,  race,  and  occupation  of 
the  diseased  person.”  Therefore,  a physi- 
cian may  treat  a minor  for  these  venereal 
diseases  without  parental  consent.  The 
language  of  the  Family  Code  provision  re- 


iterates the  necessity  of  physician’s  report- 
ing such  treatment  to  health  officials. 

There  is  no  statutory  provision  or  appel- 
late court  opinion  which  holds  that  the 
minor’s  consent  for  treatment  of  VD  is  in- 
valid if  the  physician  fails  to  make  the  prop- 
er report  to  health  officials. 

Section  9 of  Article  4445,  however,  spe- 
cifically states  that  a physician  who  willfully 
fails  to  abide  by  the  article’s  provisions  is 
subject  to  both  fines  and  forfeiture  of  his 
license  to  practice  medicine  in  the  state. 

The  Family  Code  provides  that  a physi- 
cian does  have  the  authority  to  disclose  the 
diagnosis  and  treatment  of  VD  to  a parent 
either  with  or  without  the  consent  of  the 
minor  patient.  Since  the  physician  will  have 
established  a physician-patient  relation- 
ship with  the  minor,  it  might  be  argued  that 
the  request  for  confidentiality  should  be 
observed  by  the  physician.  However,  if  the 
physician  has  reason  to  believe  that  the 
minor  patient  will  not  follow  his  instruc- 
tions, refuse  treatment,  or  have  unusually 
severe  complications,  it  is  possible  that  a 
court  would  hold  that  under  the  particular 
set  of  circumstances  of  an  individual  case 
the  physician  should  have  notified  the  par- 
ents of  the  minor’s  infection. 

While  the  legislative  intent  clearly  leaves 
the  matter  of  informing  the  parent  to  the 
decision  of  the  physician,  the  legislative 
enactment  does  not  address  itself  to  wheth- 
er this  decision  is  totally  within  the  individ- 
ual physician’s  authority  to  decide  or 
whether  the  physician  must  act  as  a rea- 
sonably prudent  physician  under  the  same 
or  similar  circumstances. 

Once  the  physician-patient  relationship 
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MEDICINE  AND  THE  LAW 


is  established,  the  physician  must  perform 
whatever  tests  he  thinks  are  proper  for  the 
diagnosis  in  order  to  properly  fullfill  the 
duties  owed  the  patient.  It  would  appear 
that  the  physician  has  exactly  the  same  re- 
sponsibilities toward  a minor  patient  in- 
fected with  VD  as  he  does  any  other  pa- 
tient, regardless  of  age.  Thus,  if  the  patient 
does  not  return  for  needed  treatment  or 
tests,  the  physician  must  take  reasonable 
and  appropriate  action  to  inform  the  pa- 
tient of  the  risk.  It  is  possible  that  this  ac- 
tion could  involve  the  disclosure  of  the  in- 
fection to  the  minor's  parents  even  though 
the  patient  has  requested  the  diagnosis 
remain  confidential. 

In  summary,  the  Legislature  has  autho- 
rized physicians  to  test  and  treat  minors 
for  VD  without  parental  consent  and  has 
authorized  the  physician  to  disclose  the 
diagnosis  and  treatment  to  the  parents 
without  the  patient’s  permission.  Whether 
this  option  to  disclose  should  be  exercised 
by  the  physician  is  a determination  that 
each  individual  doctor  must  make,  con- 
scientiously evaluating  the  individual  case. 


In  a recent  case  the  Texas  Court  of  Civil 
Appeals  upheld  a $200,000  claim  against 
a physician^  The  suit  v\/as  brought  by  the 
deceased  patient’s  husband.  Negligence 
on  the  part  of  the  physician  was  found  by  a 
jury  for  1)  failure  to  refer  the  patient  to  a 
specialist,  2)  failure  to  obtain  consultation 
with  a specialist  in  the  field  of  diagnosing 
and  healing  abdominal  conditions,  3)  fail- 
ure to  take  x-rays,  and  4)  failure  to  obtain 
informed  consent.  Under  the  court’s  inter- 
pretation of  the  “collateral  source  rule,’’ 
the  jury  was  not  allowed  to  considerthe 
effects  of  the  plaintiff’s  remarriage  in  miti- 
gation of  damages.  The  Supreme  Court  of 
Texas  subsequently  upheld  the  judgment 
without  written  opinion. 

Facts 

The  defendant  physician  had  admitted  the 
wife  of  the  plaintiff  to  the  hospital  and  per- 
formed a hysterectomy.  Complications  de- 
veloping in  the  two  days  following  surgery 
included  discolored  vomiting,  fever,  and  a 
distended  stomach-  On  the  third  day,  the 
patient  was  x-rayed,  and  the  radiologist 
diagnosed  the  patient’s  condition  as  show- 
ing paralytic  ileus.  The  vomiting  and  pain 
continued.  On  the  sixth  day,  the  defendant 
doctor’s  diagnosis  remained  paralytic  ileus 
Blood  work  and  temperature  indicated  in- 
fection such  as  peritonitis.  The  same  day 
the  patient’s  temperature  was  102. 4F.  She 
appeared  jaundiced  and  took  no  nutrition. 
The  vomiting  had  reached  15-minute  inter- 
vals. By  the  seventh  day  the  diagnosis  was 
still  peritonitis.  By  this  time,  the  patient 
had  large  amounts  of  serous  drainage  on 
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the  dressings.  X-rays  were  ordered  again 
on  the  eighth  day. 

Nine  days  afterthe  operation,  the  patient 
was  transferred  to  another  city.  A surgeon 
admitted  the  patient  to  the  hospital  for 
diagnosis  and  treatment  of  abscess  and 
probable  bowel  obstructions.  After  seeing 
her,  he  ordered  an  enema,  and  results  in- 
dicated that  she  did  not  have  a complete 
obstruction.  He  operated  within  three  or 
four  hours  afterthe  initial  examination.  The 
surgeon  said  the  patient  was  alert  and  co- 
operative. He  did  not  think  she  appeared 
critical  until  he  opened  the  wound  in  the 
abdomen.  It  was  apparent  that  there  was 
some  bowel  interposed  between  the  layers 
of  the  abdominal  wall  because  sutures  had 
given  way,  and  the  bowel  was  black  and 
gangrenous. 

The  surgeon  removed  approximately  80% 
of  the  patient’s  bowel,  with  the  final  diag- 
nosis of  mesenteric  thrombosis.  He  indi- 
cated that  she  did  fairly  well  afterthe  sur- 
gery and  probably  would  have  lived  had  she 
not  developed  renal  failure. 

Expert  testimony 

A general  and  thoracic  surgeon  who  had 
reviewed  the  hospital  and  autopsy  records 
concluded  thatthe  deceased  defendant’s 
wife  had  paralytic  ileus  followingthe  sur- 
gery and  testified  that  a specialist  should 
have  given  an  opinion  on  the  patient.  He 
said  this  would  have  been  appropriate  in 
the  exercise  of  proper  standards  of  medi- 
cine sometime  prior  to  the  seventh  day 
after  the  operation. 

He  stated  that  he  thought  the  defendant 
doctor  recognized  and  adequately  treated 
the  paralytic  ileus.  In  his  opinion,  however, 
an  astute  physician  would  look  for  other 
hidden  factors  on  the  fifth  or  sixth  day  of 
an  unresponding  paralytic  ileus.  It  was  ac- 


ceptable medical  practice  forthe  physician 
who  occasionally  performs  abdominal  sur- 
gery to  handle  his  own  paralytic  ileus 
through  the  fourth  day.  He  further  testified 
that  if  the  patient  had  been  seen  by  a sur- 
geon on  the  seventh  day,  she  would  have 
had  surgery  on  that  day.  He  said  that  from 
a medical  standpoint  it  is  a judgment  call 
when  a paralytic  ileus  converts  itself  into 
a mechanical  obstruction. 

Another  expert  witness,  an  attorney  and 
pathologist,  said  the  autopsy  showed  ex- 
tensive brain  changes,  inflammatory 
changes,  bronchial  pneumonia,  pulmonary 
abscesses,  multiple  thrombi  in  mesenteric 
and  retroperitoneal  veins  and  evidence  of 
vascular  disease.  The  expert  concluded 
from  the  records  that  the  delay  in  institut- 
ing appropriate  treatment,  especially  sur- 
gery, resulted  in  the  serious  complications 
which  eventually  caused  the  death  of  the 
patient. 

Jury  findings 

The  jury  found  that  1)  the  defendant  physi- 
cian delayed  transferringthe  patient toan- 
other  physician  longer  than  a doctor  of  or- 
dinary prudence;  2)  the  defendant  physi- 
cian failed  to  obtain  such  consultations 
with  specialists  in  the  field  of  diagnosing 
and  healing  abdominal  conditions  and  com- 
plications as  would  have  been  obtained  by 
a physician  of  ordinary  prudence;  3)  the 
defendant  physician  failed  to  obtain  x-rays 
from  the  third  through  the  ninth  day  after 
the  original  surgery;  4)  the  physician  failed 
to  obtain  the  informed  consent  of  the  de- 
ceased patient  to  perform  a hysterectomy; 
5)  the  hysterectomy  resulted  in  abdominal 
complications  including  gangrenous  bowel, 
thus,  the  proximate  cause  of  her  death.  The 
jury  found  damages  in  the  amount  of 
$222,446,  which  was  stated  to  be  the 
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amount  of  the  deceased  patient’s  lost 
earnings.  An  economist  testifed  that  the 
“economic  loss’’  of  the  deceased  patient 
was  $249,1 19  based  upon  such  informa- 
tion as  her  age,  health,  earnings,  and  work 
about  the  homeand  farm. 

Discussion 

The  court  stated  that  the  general  practi- 
tioner is  not  required  to  consult  with  a spe- 
cialist on  every  conceivable  complication 
that  may  arise  in  his  practice.  If  he  exer- 
cises the  care  and  skill  of  other  physicians 
similarly  situated,  he  is  not  responsible  for 
an  error  in  judgment,  even  though  a spe- 
cialist would  not  have  made  the  same  mis- 
take. But  there  is  a duty  to  seek  consulta- 
tion with,  or  referthe  patientto,  a special- 
ist when  the  physician  knows,  or  in  the 
exercise  of  reasonable  care  should  know, 
that  the  services  of  a specialist  are  indicat- 
ed. As  in  the  case  of  other  medical  mal- 
practice suits,  the  defendant  is  to  be  judged 
on  the  basis  of  the  standards  of  practices 
of  his  profession. 

The  court  concluded  that  there  was  suffi- 
cient testimony  for  the  jury  to  believe  that 
the  evidence  supported  the  finding  that  the 
delay  in  transferringthe  patientto  another 
physician  was  the  proximate  cause  of  her 
death. 

One  interesting  point  of  error  was  that  the 
trial  court  refused  to  permit  the  defendant 
to  discuss  the  plaintiff’s  remarriage  before 
the  jury.  Neither  was  the  defendant  allowed 
to  prove  the  plaintiff’s  present  wife’s  earn- 
ings or  the  fact  that  she  was  doing  house- 
hold chores  in  mitigation  of  damages. 

This  fact  was  made  known  to  the  jury,  but 
the  defendant  was  not  permitted  to  show 
her  earnings  or  contributions  in  mitigation 
of  plaintiff’s  damages.  The  court  said  it  is 
the  rule  in  Texas,  as  most  jurisdictions,  that 


a tortfeasor’s  obligation  to  make  restitu- 
tion forthe  injury  he  has  caused  is  un- 
diminished by  any  compensation  received 
by  the  injured  party  from  any  collateral 
source.  The  court  concluded  that  to  al- 
low evidence  of  the  effects  of  remarriage 
would  clearly  violate  this  rule-  Therefore, 
the  court  ruled  that  the  fact  of  remarriage 
is  admissible,  but  such  evidence  will  not 
operate  to  diminish  the  damages  which 
are  recoverable. 

The  court  did  reduce  the  award  by  $17,351 
for  items  covering  “fringe  benefits’’  but 
held  the  balance  of  the  jury  award  as  not 
being  excessive. 

Conclusions 

This  case  points  out  one  fact  that  has  had 
considerable  discussion  relating  to  the 
“collateral  source  rule.’’  In  this  case,  re- 
gardless of  the  negligence,  had  the  jury 
been  permitted  to  receive  evidence  of  the 
remarriage  of  the  plaintiff  and  had  they 
been  permitted  to  draw  reasonable  in- 
ferences to  reduce  the  damages  in  mitiga- 
tion of  the  plaintiff’s  damage,  the  award 
would  have  been  drastically  reduced. 

This  is  one  of  the  recommendations  of  the 
Texas  Medical  Association  relatingto  im- 
provements in  the  malpractice  situation. 

TMA  Office  of  General  Counsel 

Ace  Pickens 

^Richardson  vs  Holmes,  525  SW2d  293  (Tex 
Civ  App — Beaumont  1975,  writ  ref’d  n.r.e.). 
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Physician  Equipment  Floaters 

20 — 30%  Savings  on  Fire  Insurance 


CALL  US  PERSON-TO-PERSON 
COLLECT  OR  HAVE  YOUR  AGENT  CALL 


One  of  the  largest  writers  of 

Malpractice  Liability  in  Texas! 

One  Million  Dollar  Umbrella  Limits 

Russell  Grace,  C.P.C.U.  2304  West  Seventh  Street 

Ft.  Worth:  817/332-9268  Fort  Worth,  Texas  76107 

Dallas:  214/429-1500  Telex:  758258 


have  your  best  interest  at  heart. 

Give  Heart  Fund 

American  Heart  Association  \jy 


ANNOUNCING... 


A new  halfway  house  has  opened  in  Austin.  This  transitional  living  center,  which 
will  accommodate  10  to  14  residents  and  staff,  is  adjacent  to  ail  community  services. 

The  facilities  and  programs  of  The  Schools  have  been  awarded  certificates  of  ac- 
creditation by  tbe  appropriate  councils  of  the  JCAH. 

The  Brown  Schools  now  offer  out-patient,  in-patient,  and  after-care  services  for 
emotional  disturbance,  developmental  and  learning  disability,  neurological  impair- 
ment, and  mental  retardation.  Further  information  is  available  tbrougb  tbe  admis- 
sions office.  Tbe  toll-free  numbers  are  800-292-5404  for  Texas  and  800-531-5305  for 
out  of  state. 

P.O.  Box  4008  / Austin,  Texas  78765 


THE 

BROWN 

SCHOOLS 

San  Marcos 
Austin 

Established 

1940 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


E.  W.  DENNIS 
Houstan,  1923-1975 

W.  L GREENE 
Beaumont,  1912-1975 

P.  E.  HARRISON 
Big  Spring,  1911-1975 

E.  A.  JOHNSON 
Missouri  City,  1936-1975 

A.  L McMURREY 
Houston,  1892-1975 


LauI!lOTt”f9oVl975  I ^ |\/|  £ |\/|  O R I A IVI 


B.  W.  MULLEN 

San  Antonio,  1923-1975 

S.  R.  SNODGRASS 
Nashville,  Ind,  1906-1975 

C.  A.SHOULTZ 

Bay  City,  1909-1975 

J.E.  TROTT 
Yoakum,  1917-1975 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  ^ Given  in  Memory  of 


Please  send  remembrance  card  to: 

Name  

Address  

City  and  State 


Donor  Information: 

Name  

Address  

City  and  State 
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Dr.  Greene 


Dr.  Harrison 


Dr.  E.  W,  Dennis 

Dr.  Edward  Wimberly  Dennis,  52,  Houston 
heart  specialist  and  professor  of  medicine, 
died  Aug  11,  1975,  while  vacationing  in 
Portland,  Me.  Cause  of  death  was  a cere- 
bral hemorrhage. 

Dr.  Dennis  was  professor  of  cardiology- 
internal  medicine  at  Baylor  College  of  Medi- 
cine and  senior  attending  cardiologist, 
chief  of  section  of  cardiology,  at  Methodist 
Hospital. 

He  also  was  director  of  the  electrocardio- 
gram department  and  the  cardiac  catheter- 
ization laboratory  at  Methodist. 

The  doctor  came  to  Baylor  College  of 
Medicine  and  Methodist  Hospital  in  1953 
after  residency  training  at  the  University  of 
Michigan  in  Ann  Arbor. 

Hedid  his  internship  at  the  University  in 
1949  and  1950,  was  in  residency  in  in- 
ternal medicine  there  from  1950  to  1952 
and  was  chief  medical  resident  from  1951 
to  1953. 

He  was  born  in  Macon,  Ga,  and  attended 
Virginia  Military  Institute  in  Lexington,  Va, 
from  1941  to  1943.  He  received  his  bache- 
lor of  science  degree  from  Emory  Univer- 
sity in  Atlanta  in  1944.  In  1949,  he  receiv- 
ed his  MDfrom  Emory  University  School 
of  Medicine. 

Dr.  Dennis’  professional  memberships  in- 
cluded the  American  Board  of  Internal 
Medicine  (Diplomate),  American  College  of 
Cardiology  (Fellow),  Central  Society  for 
Clinical  Research,  and  the  American  Col- 
lege of  Angiology  (Fellow). 

Survivors  include  his  wife.  Dr.  Beatrice 
Dennis;  two  sons,  Edward  Forrest  Dennis, 
Houston,  and  Kenrick  Johnson  Dennis, 
Houston;  and  two  daughters,  Sara  Mar- 
garet Dennis,  Burlington,  Vt,  and  Kathleen 
Laurie  Dennis,  Boston. 


Dr.  W.  L.  Greene 


Dr.  William  Leonard  Greene,  62,  Beaumont 
obstetrician-gynecologist,  died  Aug  25, 
1975. 


Dr.  Greene,  a resident  of  Beaumont  24 
years,  was  a native  of  Danvers,  Mass.  He 
was  a graduate  of  Cornell  University  and 
Medical  College. 

His  internship  was  served  in  New  York.  He 
also  did  postgraduate  work  at  St.  Joseph 
Infirmary,  Houston.  He  wasthe  recipient 
of  fellowships  at  Cornell  University  and 
M.D.  Anderson  Hospital  and  Tumor  Insti- 
tute, Houston. 

Dr.  Greene’s  professional  memberships  in- 
cluded the  Jefferson  County  Medical  So- 
ciety, the  Beaumont  Academy  of  Medicine, 
and  the  American  College  of  Emergency 
Physicians,  Texas  Chapter.  He  was  on  the 
staffs  of  the  Baptist  Hospital  of  Southeast 
Texas  and  St.  Elizabeth  Hospital 
(Beaumont). 

Having  served  in  the  US  Air  Force  during 
World  War  II,  Dr.  Greene  achieved  the  rank 
of  captain.  He  was  a member  of  the  Civil  Air 
Patrol. 

Surviving  are  his  wife,  Frances  Scott 
Greene,  Beaumont;  five  sons,  Donald 
Greene  of  Massachusetts;  W.  Leonard 
Greene,  Jr,  and  John  Thomas  Greene,  both 
of  Jasper,  Tex;  and  Dennis  Edward  Greene 
and  Daniel  Alan  Greene,  both  of  Beaumont; 
two  daughters,  Patricia  Elizabeth  Greene, 
of  Hurst,  Tex,  and  Sheila  Greene  Hender- 
son, of  Arlington. 


Dr.  P.  E.  Harrison 

Dr.  Preston  Ershell  Harrison,  63,  superin- 
tendent of  Big  Spring  State  Hospital  for 
20  years,  died  Aug  7,  1975,  following  hos- 
pitalization for  a heart  condition. 

At  the  time  of  his  death.  Dr.  Harrison  also 
was  an  associate  clinical  professor  of 
psychiatry  at  Baylor  College  of  Medicine 
and  at  Texas  Tech  University  School  of 
Medicine. 

A native  of  Bryans  Mill,  Tex,  Dr.  Harrison 
earned  his  BS  degree  at  East  Texas  State 
University  in  1932.  Four  years  later  he  re- 
ceived his  MA  degree  from  The  University 
of  Texas.  An  assistantshipat  Baylor  College 
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of  Medicine  led  to  his  receiving  his  MD  de- 
gree in  1941  and  it  was  there  he  served 
his  internship. 

During  World  War  II,  Dr.  Harrison  did  re- 
search in  vaccines  while  assigned  to  the 
University  of  Chicago.  Earning  his  PhD 
there  in  1946,  he  returned  to  Baylor  as  a 
professor  in  the  Department  of  Bacteri- 
ology. In  1953,  he  joined  the  staff  of  Big 
Spring  State  Hospital,  and  in  1959,  he  was 
certified  as  a psychiatric  hospital  adminis- 
trator by  The  Menninger  Foundation  School 
of  Psychiatry. 

For  several  years  Dr.  Harrison  was  in  pri- 
vate practice  at  Clovis,  NM;  Dallas;  Hous- 
ton; and  Maud,  Tex. 

Dr.  Harrison  was  the  recipient  of  numerous 
honors,  includingthe  Sigma  Xi  (scientific) 
Award,  1946;  Ricketts  Award,  University 
of  Chicago,  1945-1946;  Fellow,  American 
Association  for  the  Advancement  of  Sci- 
ence, 1946;  Mary  Strong  Sheldon  Fellow, 
University  of  Chicago,  1945;  Alpha  Omega 
Alpha  (medical),  1940;  Fellow,  American 
Psychiatric  Association,  1964;  Who’s  Who 
in  America,  1967;  Community  Leader  of 
America  Award,  1969;  Physician  of  the 
Year  Award  presented  in  1972  by  the  Texas 
Rehabilitation  Association. 

His  professional  memberships  included 
the  American  Psychiatric  Association, 
where  he  served  on  the  National  Awards 
Committee  from  1971  through  1974,  as 
chairman  the  last  two  years;  the  American 
Association  for  the  Advancement  of  Sci- 
ence; American  Medical  Association;  So- 
ciety of  Clinical  and  Experimental  Hyp- 
nosis; New  York  Academy  of  Science;  and 
American  Association  of  University  Pro- 
fessors. He  was  named  to  the  Texas  State 
Advisory  Committee  on  Alcoholism  and  was 
a past  president  of  both  the  Howard-Martin- 
Glasscock  County  Medical  Society  and  the 
Texas  District,  West  Texas  Chapter  of  the 
American  Psychiatric  Association. 
Healsowasa  member  of  Alpha  Pi  Alpha 
(medical  honorary);  Phi  Beta  Pi;  and  Gam- 
ma Alpha  Graduate  Scientific  Fraternity, 
Chicago,  1946. 


Dr.  Harrison  served  as  an  elder  in  the 
Presbyterian  Church,  and  from  1969 
through  1971,  served  as  psychiatric  con- 
sultant to  the  Texas  Commission  on  the 
Ministry  and  His  Work  in  the  Presbyterian 
church.  His  civic  endeavors  included  par- 
ticipation in  the  Rotary  Club  and  Big  Spring 
Chamber  of  Commerce. 

Surviving  are  his  wife,  Elizabeth  Badgett 
Harrison,  Big  Spring;  two  sons,  Dr.  Preston 
E.  Harrison,  Jr,  Dallas,  and  Robert  L.  Har- 
rison, Galveston;  his  mother,  Mrs.  Alonzo 
L.  Harrison,  Naples,  Tex;  and  a brother, 

W.  H.  (Dub)  Harrison,  Lubbock. 


Dr.  E.  A.  Johnson 

Dr.  Earl  Albert  Johnson,  anesthesiologist, 
died  May  30,  1975,  at  the  age  of  38.  He 
was  a resident  of  Missouri  City,  Tex. 

Dr.  Johnson  was  a native  of  Beatrice,  Neb. 
He  was  a graduate  of  Walla  Walla  College, 
College  Place,  Wash  (1961),  and  the  Uni- 
versidad  Autonoma  de  Guadalajara  (1970). 
Upon  completion  of  his  MD  degree.  Dr. 
Johnson  served  an  internship  at  St.  Mary’s 
Hospital,  Montreal,  and  a residency  at  Her- 
mann Hospital,  Houston. 

He  was  a member  of  the  Harris  County 
Medical  Society  and  the  American  Society 
of  Anesthesiologists.  He  also  was  a Fellow 
of  the  American  College  of  Anesthesiolo- 
gists. 

Surviving  Dr.  Johnson  are  his  wife  Ana  F. 
Araujo  Johnson  and  two  sons,  Gary  A.  John- 
son and  Ted  H.  Johnson,  all  of  Missouri 
City. 


Dr.  A.  L.  McMurrey 

Dr.  Allen  Lamar  McMurrey,  a past  presi- 
dent of  the  Texas  Obstetrical  and  Gyne- 
cological Society,  died  Aug  7,  1975,  at  The 
University  of  Texas  M.D.  Anderson  Hospi- 
tal and  Tumor  Institute  aftera  long 
illness. 

Dr.  McMurrey,  80,  was  born  in  Sweethome, 
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Tex.  He  graduated  from  Cuero  High  School 
and  received  his  BS  degree  from  The  Uni- 
versity of  Texas,  where  he  excelled  in  ath- 
letics, particularly  football.  In  1921,  he  re- 
ceived his  medical  degree  from  Harvard 
University  Medical  School, 

Boston. 

After  internship  and  residency  training  at 
Boston  City  Hospital,  Dr.  McMurrey  return- 
ed to  Houston,  where  he  established  a gen- 
eral medical  practice.  In  1932,  after  an  ex- 
tensive tourof  training  in  Scotland,  Aus- 
tria, and  England,  he  restricted  his  practice 
to  gynecology. 

He  was  a special  consultant  in  gynecology 
at  Hermann  Hospital  and  St.  Joseph  Hos- 
pital, as  well  as  clinical  associate  professor 
of  medicine  at  Baylor  College  of 
Medicine. 

During  World  War  I,  Dr.  McMurrey  served 
as  a hospital  apprentice  first  class  and  lat- 
er an  officer  in  the  US  Naval  Reserve.  In 
World  War  II,  he  was  a member  of  the 
Board  of  Examining  Physicians.  He  was 
awarded  the  Legion  of  Merit  medal  by  the 
national,  state  and  local  Boards  of  Medical 
Examiners. 

In  addition  to  being  an  honorary  member 
of  TMA,  the  physician  was  a former  vice- 
president  of  the  Harris  County  Medical 
Society.  He  was  a life  member  of  the  Inter- 
national College  of  Surgeons,  American 
College  of  Surgeons,  Southwest  Surgical 
Society  and  Texas  Surgical  Society.  He  also 
was  a member  of  the  Texas  Association  of 
Obstetricians  and  Gynecologists,  the  Hous- 
ton Surgical  Society,  the  American  Medical 
Association,  and  the  Southern  Medical 
Association. 

His  nonmedical  activities  included  an  ac- 
tive interest  in  cattle  raising  and  fox  hunt- 
ing, and  he  was  a member  of  the  Texas  and 
Southwest  Cattle  Raisers  Association  and 
Texas  Fox  and  Wolf  Hunters  Association  at 
the  time  of  his  death. 

Dr.  McMurrey  is  survived  by  his  wife,  Mar- 
garet Strunk  McMurrey;  two  sons  and 
daughters,  Allen  and  Mary  McMurrey, 
Bastrop,  Tex,  and  Robert  and  Candace 
McMurrey,  Houston;  a sister,  Mrs.  Elon 
Wilkins,  Westhoff,  Tex;  a brother,  L.  L. 
McMurrey,  West  Columbia,  Tex;  and  six 
grandchildren. 


Dr.  E.  C.  McRee 

Dr.  Edgar  Cornelius  McRee,  62,  health  of- 
ficer for  south  Jefferson  County,  died  of  an 
apparent  heart  attack  Aug  4,  1975,  while 
on  a tourof  Istanbul,  Turkey. 

Dr.  McRee  had  been  employed  by  the  coun- 
ty since  1963  and  shared  coroner  duties 
with  another  county  health  officer.  He  was 
in  private  practice  from  1943  until  the  time 
of  his  death.  He  taught  surgery  at  St. 

Mary’s  Hospital  in  Port  Arthur  in 
1943. 

A native  of  Georgiana,  Ala,  Dr.  McRee  at- 
tended Lamar  State  College  of  Technology, 
Beaumont,  from  1933  to  1935.  He  later 
graduated  from  The  University  of  Texas  at 
Austin  (1937)  and  The  University  of  Texas 
Medical  Branch,  Galveston  (1941).  He 
served  his  internship  at  St.  Paul  Hospital, 
Dallas  (1942),  and  his  residency  at  Meth- 
odist Hospital  of  Dallas  (1942-43). 

The  general  practitioner’s  professional 
memberships  included  Jefferson  County 
Medical  Society  and  the  American  Medical 
Association.  He  also  was  a senior  Fellow  of 
the  Southwestern  Surgical  Congress  and 
a member  of  Phi  Chi  medical 
fraternity. 

Dr.  McRee  was  an  avid  gardener  and  the 
authorof  various  articles  on  camellias.  He 
was  a former  president  of  the  Men’s  Gar- 
den Club  of  Port  Arthur;  a Mason;  a mem- 
ber of  the  Kiwanis  Club;  and  had  served  as 
representative  of  the  Second  Congression- 
al District  for  The  University  of  Texas  Ex- 
Students  Executive  Council. 

Survivors  include  his  wife,  Frances  Taylor 
McRee,  Beaumont;  two  daughters,  Marcia 
Mullen,  LaMarque,  and  Annis  Jones,  Na- 
cogdoches; two  brothers,  Louis  McRee, 
Lafayette,  La,  and  John  S.  McRee,  Fort 
Myers,  Fla;  and  four  grandchildren. 

Dr.  T.  C.  Mitchell 

Dr.  Theo  Curtis  Mitchell,  72,  of  Beaumont, 
died  Aug  1,  1975. 

Dr.  Mitchell,  a native  of  Mississippi,  had 
resided  in  Beaumont  45  years.  He  received 
his  BS  degree  from  the  University  of  Mis- 
sissippi in  1923,  and,  his  MD  degree  from 
the  University  of  Pennsylvania  School  of 


TEXAS  MEDICINE 


[ 


: Medicine  in  1925.  From  1925  to  1927,  Dr. 
i Mitchell  was  an  intern  at  TCI  Hospital  in 
I Fairfield,  Ala. 

r He  practiced  in  Clarksdale,  Miss,  from 
j 1927  to  1929,  and  in  1930,  moved  to 
F Beaumont,  where  he  was  practicing  at  the 
i time  of  his  death. 

I Dr.  Mitchell  was  a member  of  the  Jefferson 
County  Medical  Society  and  the  American 
Medical  Association.  In  addition  to  being  a 
^ past  president  of  the  Hotel  Dieu  Hospital 
(Beaumont)  medical  staff,  he  was  a mem- 
' ber  of  Phi  Chi  Medical  fraternity,  the  John 
B.  Devers  Surgical  Society,  and  the 
- American  Academy  of  Family 
Physicians. 

In  addition  to  his  wife,  Bennette  Lee  Mit- 
chell, of  Beaumont,  the  general  practition- 
er is  survived  by  his  mother,  Ella  Mitchell, 
also  of  Beaumont:  sister,  Lily  Mitchell,  of 
Dallas;  and  a niece  and  a nephew. 


Dr.  B.  W.  Mullen 

Dr.  Brooks  William  Mullen,  retired  San  An- 
tonio neuropsychiatrist,  died  June  8,  1975. 
He  was  52  years  of  age. 

Dr.  Mullen  was  a graduate  of  The  University 
of  Texas  at  Austin  and  The  University  of 
Texas  Medical  Branch.  His  internship  was 
at  St.  Paul  Hospital,  Dallas,  and  his  resi- 
dency was  at  John  Sealy  Hospital,  Galves- 
ton. 

He  practiced  in  Galveston,  his  native  city, 
during  1948-51  and  1954-55.  In  1955,  he 
opened  his  practice  in  San  Antonio,  and 
continued  to  practice  there  until  his  retire- 
ment due  to  ill  health. 

Dr.  Mullen  was  instrumental  in  the  planning 
of  the  Adolescent  T reatment  Center  at  The 
University  of  Texas  Medical  Branch,  Gal- 
veston. He  helped  plan  and  form  the  Com- 
munity Guidance  Center  in  San  Antonio, 
as  well  as  serving  as  medical  education 
director  of  the  Department  of  Psychiatry 
at  Santa  Rosa  Hospital,  also  in  San 
Antonio. 

He  was  an  inactive  member  of  the  Bexar 
County  Medical  Society  and  American 
Medical  Association.  His  other  member- 
ships had  included  the  American  Psychia- 


tric Association,  the  American  Academy  of 
Neurology,  the  Mental  Health  Association, 
the  American  Association  of  Electroen- 
cephalography, and  the  Central 
Neuropsychiatric  Association. 

Surviving  Dr.  Mullen  are  his  wife  Frances 
White  Mullen,  San  Antonio;  daughters.  Col 
leen  Mullen  of  Austin,  and  Kitty  Mullen  of 
Houston;  sons,  Patrick  Mullen  of  San  An- 
tonio, and  Brooks  Mullen  and  wife  Lynne 
of  San  Antonio;  his  mother,  Mrs.  J.  C.  Mul- 
len of  La  Marque,  Tex;  his  brother  Robert 
Mullen  of  Natchez,  Miss;  and  his  mother- 
in-law,  Mrs.  R.  C.  White  of  San  Antonio. 


Dr.  S.  R.  Snodgrass 

Dr.  Samuel  Robert  Snodgrass,  69,  former 
chief  of  the  Division  of  Neurosurgery  and 
former  chairman  of  the  Department  of 
Surgery,  The  University  of  Texas  Medical 
Branch,  Galveston,  died  Aug  8,  1975,  in 
Indianapolis. 

Dr.  Snodgrass  served  The  University  of 
Texas  Medical  Branch  for  35  years  prior  to 
his  retirement  in  1972. 

In  1970  he  was  named  Ashbel  Smith  Pro- 
fessor of  Surgery.  His  former  residents 
endowed  the  Samuel  Robert  Snodgrass 
Lectureship  at  UTMB  in  1974  in  his 
honor. 

A native  of  Steubenville,  Ohio,  he  spent 
most  of  his  early  life  in  Indiana  and  retired 
to  Nashville,  Ind. 

Dr.  Snodgrass  was  a graduate  of  Indiana 
University  and  Indiana  University  School 
of  Medicine,  where  he  was  elected  to  Alpha 
Omega  Alpha.  He  interned  at  Indianapolis 
City  Hospital  and  Lakeside  Hospital,  Cleve- 
land, Ohio;  was  a pathology  resident  at 
Indiana  University  Hospitals,  Indianapolis; 
and  a surgical  resident  at  Peter  Bent  Brig- 
ham Hospital,  Boston. 

He  was  also  a Harvey  Cushing  Fellow; 

Peter  Bent  Brigham  Hospital;  a traveling 
Fellow  in  clinical  neurology.  National  Hos- 
pital in  Queen’s  Square,  London,  England; 
and  a Fellow  in  neurological  surgery,  Wash- 
ington University,  St.  Louis. 


Dr.  Mullen 


Dr.  Snodgrass 
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Dr.  Shoultz 


Dr.  Trott 


He  served  as  president  of  the  American 
Academy  of  Neurological  Surgery,  the 
Southern  Neurosurgical  Society,  and  the 
Texas  Neuropsychiatric  Association,  and 
vice-president  of  the  Society  of  Neurologi- 
cal Surgeons.  He  was  certified  by  the 
American  Board  of  Neurological  Surgery 
in  1940,  the  first  year  that  examinations 
for  this  specialty  were  given. 

Dr.  Snodgrass  was  an  honorary  member  of 
the  Galveston  County  Medical  Society.  He 
also  was  a member  of  Texas  Surgical  So- 
ciety, American  Medical  Association, 
American  College  of  Surgeons  (Fellow), 
Harvey  Cushing  Society  (now  American  As- 
sociation of  Neurological  Surgeons),  Hous- 
ton Neurological  Society,  Singleton  Surgi- 
cal Society,  American  Academy  of  Neuro- 
logy, American  Association  for  the  Ad- 
vancement of  Science,  New  York  Academy 
of  Science,  and  Society  of  Surgical 
Chairmen. 

He  attended  the  Trinity  Episcopal  Church 
and  was  a memberof  the  Artillery  Club  in 
Galveston. 

Survivors  include  his  wife,  Margaret  Kinney 
Snodgrass,  Nashville,  Ind;  three  sons.  Dr. 
Robert  Snodgrass,  Boston;  James  Snod- 
grass, Palo  Alto,  Calif;  Donald  Snodgrass, 
Galveton;  and  five  grandchildren. 


Dr.  C.  A.  Shoultz 

Dr.  Charles  Albert  Schoultz,  66,  died  Aug 
12,  1975,  following  heart  bypass  surgery. 
He  had  practiced  in  Bay  City  since  1937. 
Dr.  Shoultz  was  a native  of  Bay  City  and 
graduated  from  high  school  there.  He  re- 
ceived his  BA  degree  from  Austin  College, 
Sherman,  and  his  MD  degree  from  The 
University  of  Texas  Medical  Branch,  Gal- 
veston. His  internship  was  served  at  St. 
Paul  Hospital,  Dallas. 

Dr  Shoultz  was  a past  president  of  both 
the  Matagorda  County  Medical  Society  and 
the  Bay  Area  Heart  Association.  His  other 
professional  memberships  included  the 
American  Medical  Association,  Texas 
Thoracic  Society,  American  Heart  Associa- 
tion and  the  Texas  and  American  Societies 
of  Internal  Medicine. 


In  addition  to  his  professional  activities. 

Dr.  Shoultz  was  a past  trustee  of  the  Bay 
City  independent  School  District,  and  a 
member  and  past  director  of  the  Chamber 
of  Commerce.  He  was  awarded  a Certificate 
of  Distinction  and  elected  Man  of  the  Year 
by  the  Chamber  in  1963. 

He  also  was  a member  of  the  Bay  City 
Rotary  Club  and  past  president  and  director 
of  that  organization,  director  of  the  Bay 
City  Country  Club,  and  was  a ruling  Elder 
in  the  First  Presbyterian  Church  of  Bay 
City.  He  was  vice-chairman  of  the  Mata- 
gorda County  Area  Development  Com- 
mittee. 

Dr.  Shoultz  is  survived  by  his  wife,  Ann 
Stevens  Shoultz,  Bay  City;  two  sons.  Dr. 
Charles  A.  Shoultz,  Waco,  and  Roy  S. 
Shoultz,  Richardson;  and  eight 
grandchildren. 


Dr.  J.  E.  Trott 

Dr.  John  Edward  Trott,  Yoakum,  died  Aug 
25,  1975. 

Dr.  T rott,  a family  physician,  was  58  years 
of  age.  He  had  been  a resident  of  Yoakum 
most  of  his  life. 

Born  in  Kenedy,  Tex,  he  graduated  from 
Yoakum  High  School  in  1934.  He  received 
his  BS  degree  from  Texas  A&M  University 
in  1938.  He  continued  his  studies  at  Loui- 
siana State  University  Medical  Center, 
graduating  in  1942.  He  interned  at  Jeffer- 
son Davis  Hospital  in  Houston  before  open- 
ing his  practice  in  Yoakum.  He  later  built 
theTrott  Clinic. 

Dr.  T rott  was  one  of  the  organizers  of  the 
Yoakum  Quarterback  Club  and  served  on 
the  City  Commission.  He  also  was  a veteran 
of  three  years’  service  in  the  US  Air 
Force. 

He  was  a former  president  (1949)  of  the 
Dewitt-Lavaca  County  Medical  Society,  and 
was  a member  of  the  American  Medical 
Association. 

Surviving  are  his  wife,  Doris  Gray  Trott, 
Yoakum;  daughter,  Mrs.  Nancy  Ann  Izard, 
of  Humble;  four  sons,  John  E.  Trott,  Jr,  of 
Yoakum,  Robert  C.  T rott,  of  College  Sta- 
tion, and  William  W.  Trott  and  James  M. 

T rott,  of  Yoakum;  and  one  granddaughter. 


TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
INPATIENT-OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay,  M.D. 


PSYCHOLOGY 

George  R.  Mount,  Ph.D. 

Donald  L Whaley,  Ph.D. 


Fred  H.  Jordan,  M.D. 
John  T.  Holbrook,  M.D. 


Tom  I.  Payton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 
SOCIAL  SERVICES 

Beth  Rutherford,  M.S.W. 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 

O.T.  AND  R.T.  THERAPY 
COURTESY  STAFF  Director 

Christine  Schmitz,  ORT 
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WE  GET  DOCTORS  THERE  IN  STYLE. 


For  three  years  the  TMA 
has  trusted  us  to  handle  the 
physician’s  transportation  needs 


Whether  it  is  renewal  time  on  your 
auto  lease  or  you  are  considering 
leasing  for  the  first  time,  the  1976 
models  are  now  available.  Call 
us  to  see  the  model  of  your  choice. 

We  understand  the  special  needs 
and  time  problems  of  physicians 
and  offer  a leasing  program  de- 
signed to  make  leasing  any  auto 
simple  and  fast. 

We  can  even  handle  the  whole 
thing  — through  your  secretary  if 
you  wish  — once  you’ve  decided 


which  car  you  want. 

You  receive: 

• tax  write-offs 

• low  lease  costs 

• positive  cash  flow 

• no  record  keeping  necessary 

• custom  tailored  leases 

• total  maintenance  of 
Lincoln-Mercury  prcxiucts 

For  complete  details  on  this 
lease  program,  call  or  write 
Bankston  Rentals 
or  Southwest  Motor  Leasing. 


Texas  Medical  Association 
Automobile  Lease  Program 

L'nder\^ Titten  by: 


Bankston  Rentals,  Inc.  4747  LBJ  Freeway  Dallas,  Texas  75234 
Southwest  Motor  Leasing,  Inc.  6737  Southwest  Freeway  Houston,  Texas  77036 


MAKES  SENSE 


'Irademark 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K"*"  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  h/pertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  nepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending,  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  wornen  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 
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the  “empty  nest  syndrome” 


TRLWIL 

containing  perphenazine  and  amitriptyline  HCI 
a tranquilizer-antidepressant 

for  depression 
with  moderate  anxiety 

in  many  cases  a result  of  the  “empty  nest  syndrome” 


The  mid-life  crisis;  a critical  crossroad 

Preparation  for  change— intellectually,  vocationally  (or 
avocationally),  and  emotionally— can  often  help  the  meno- 
pausal-aged  woman  cope  successfully  with  a new  and  dif- 
ferent role  after  the  children  are  grown  and  gone.  Even 
when  these  changes  have  been  anticipated  and  prepared 
for,  a mid-life  depression  with  moderate  anxiety  is  not 
uncommon — a syndrome  often  uncontrolled  by  counsel- 
ing or  other  appropriate  measures  and  for  which  specific 
medication  may  be  required. 

When  depression 

with  moderate  anxiety  persists, 

TRIAVIL  can  often  help 

TRIAVIL  provides  a highly  effective  antidepressant  and 
tranquilizer  for  symptomatic  relief  of  both  depression  and 
coexisting  moderate  anxiety.  The  patient  may  be  able  to 
function  more  effectively  in  her  daily  life. 

I Many  symptoms  associated  with  depression  and  anxiety 
such  as  insomnia,  fatigue,  anorexia,  and  functional  G.I. 
complaints,  are  frequently  alleviated.  More  complete 
symptomatic  relief  is  usually  afforded  than  with  an  anti- 
depressant or  a tranquilizer  alone.  In  fact,  when  anxiety 
masks  the  depressive  state,  treatment  with  just  a tran- 
quilizer may  deepen  the  depression  and  delay  symptom- 
atic improvement. 


Advantages  of  the  two  components 
in  TRIAVIL  taken  together 

A single  tablet  containing  both  an  antidepressant  and  a 
tranquilizer  encourages  patients  to  take  medication  prop- 
erly and  reduces  the  risk  of  dosage  confusion  and  error. 
Cost  of  therapy  to  the  patient  is  usually  less.  To  date,  clini- 
cal evaluations  have  revealed  no  undesirable  reactions 
peculiar  to  the  combination.  Tablets  TRIAVIL  are  available 
in  four  different  combinations  affording  flexibility  and 
individualized  dosage  adjustment. 

Treatment  with  TRIAVIL— a balanced  view 

Contraindicated  in  CNS  depression  from  drugs;  in  the 
presence  of  evidence  of  bone  marrow  depression:  and  in 
patients  hypersensitive  to  phenothiazines  or  amitriptyline. 
Should  not  be  used  during  the  acute  recovery  phase  follow- 
ing myocardial  infarction  or  in  patients  who  have  received 
an  MAOI  within  two  weeks.  Patients  with  cardiovascular 
disorders  should  be  watched  closely.  Not  recommended  in 
children  or  during  pregnancy.  The  drug  may  impair  mental 
or  physical  abilities  required  in  the  performance  of  hazard- 
ous tasks  and  may  enhance  the  response  to  alcohol. 
Antiemetic  effect  may  obscure  toxicity  due  to  other  drugs 
or  mask  other  disorders.  Since  suicide  is  a possibility  in 
any  depressive  illness,  patients  should  not  have  access  to 
large  quantities  of  the  drug.  Hospitalize  as  soon  as  possible 
any  patient  suspected  of  having  taken  an  overdose.  MSP 


For  additional  prescribing  information,  please  turn  to  the  following  page. 


for  highly  effective  relief 
of  depression  with  moderate  anxiety 

containing  perphenazine  and  amitriptyline  HCl 
a tranquilizer-antidepressant 


Available: 

TRIAVIL®  2-25:  Each  tablet  contains 
2 mg  perphenazine  and  25  mg  amitriptyline  HCl 

TRIAVIL®  2-10:  Each  tablet  contains 
2 mg  perphenazine  and  10  mg  amitriptyline  HCl 

TRIAVIL®  4-25:  Each  tablet  contains 
4 mg  perphenazine  and  25  mg  amitriptyline  HCl 

TRIAVIL®  4-10:  Each  tablet  contains 
4 mg  perphenazine  and  10  mg  amitriptyline  HCl 

INITIAL  THERAPY  FOR  MANY  PATIENTS 

TRIAVIL®  2-25  (orTRIAVIL®  4-25]  t i.d.  orq  i.d, 

FOR  FLEXIBILITY  IN  ADJUSTING  MAINTENANCE  THERAPY 

TRIAVIL®  2-10  (or  TRIAVIL®  4-10] 

CONTRAINDICATIONS:  Central  nervous  system  depression  from 
drugs  (barbiturates,  alcohol,  narcotics,  analgesics,  antihistamines); 
bone  marrow  depression;  known  hypersensitivity  to  phenothiazines  or 
amitriptyline.  Do  not  give  concomitantly  with  MAOl  drugs  because 
hyperpyretic  crises,  severe  convulsions,  and  deaths  have  occurred 
from  such  combinations.  Allow  minimum  of  14  days  between  thera- 
pies, then  initiate  therapy  with  TRIAVIL  cautiously,  with  gradual 
increase  in  dosage  until  optimum  response  is  achieved.  Not  recom- 
mended for  use  during  acute  recovery  phase  following  myocardial 
infarction. 

WARNINGS:  TRIAVIL  should  not  be  given  with  guanethidine  or  simi- 
larly acting  compounds.  Use  cautiously  in  patients  with  history  of 
urinary  retention,  angle-closure  glaucoma,  increased  intraocular 
pressure,  or  convulsive  disorders.  In  patients  with  angle-closure  glau- 
coma, even  average  doses  may  precipitate  an  attack.  Patients  with 
cardiovascular  disorders  should  be  watched  closely.  Tricyclic  antide- 
pressants, including  amitriptyline  HCl,  particularly  in  high  doses,  have 
been  reported  to  produce  arrhythmias,  sinus  tachycardia,  and 
prolongation  of  conduction  time.  Myocardial  infarction  and  stroke 
have  been  reported  with  tricyclic  antidepressant  drugs.  Close  super- 
vision is  required  for  hyperthyroid  patients  or  those  receiving  thyroid 
medication.  Caution  patients  performing  hazardous  tasks,  such  as 
operating  machinery  or  driving  motor  vehicles,  that  drug  may  impair 
mental  and/or  physical  abilities.  Not  recommended  in  children  or  dur- 
ing pregnancy. 

PRECAUTIONS:  Suicide  is  a possibility  in  depressed  patients  and 
may  remain  until  significant  remission  occurs.  Such  patients  should 
not  have  access  to  large  quantities  of  this  drug. 

Perphenazine:  Should  not  be  used  indiscriminately.  Use  with  caution 
in  patients  who  have  previously  exhibited  severe  adverse  reactions  to 
other  phenothiazines.  Likelihood  of  untoward  actions  is  greater  with 
high  doses.  Closely  supervise  with  any  dosage.  The  antiemetic  effect 
of  perphenazine  may  obscure  signs  of  toxicity  due  to  overdosage  of 
other  drugs  or  make  more  difficult  the  diagnosis  of  disorders  such  as 
brain  tumor  or  intestinal  obstruction.  A significant,  not  otherwise 
explained,  rise  in  body  temperature  may  suggest  individual  intoler- 
ance to  perphenazine,  in  which  case  discontinue. 

If  hypotension  develops,  epinephrine  should  not  be  employed,  as 
its  action  is  blocked  and  partially  reversed  by  perphenazine.  Pheno- 
thiazines may  potentiate  the  action  of  central  nervous  system  depres- 
sants (opiates,  analgesics,  antihistamines,  barbiturates,  alcohol)  and 
atropine.  In  concurrent  therapy  with  any  of  these,  TRIAVIL  should  be 
given  in  reduced  dosage.  May  also  potentiate  the  action  of  heat  and 
phosphorous  insecticides. 

Amitriptyline:  In  manic-depressive  psychosis,  depressed  patients 
may  experience  a shift  toward  the  manic  phase  if  they  are  treated  with 
an  antidepressant.  Patients  with  paranoid  symptomatology  may  have 
an  exaggeration  of  such  symptoms.  The  tranquilizing  effect  of 
TRIAVIL  seems  to  reduce  the  likelihood  of  this  effect.  When  ami- 
triptyline HCl  is  given  with  anticholinergic  agents  or  sympathomimetic 
drugs,  including  epinephrine  combined  with  local  anesthetics,  close 
supervision  and  careful  adjustment  of  dosages  are  required. 

Caution  is  advised  if  patients  receive  large  doses  of  ethchlorvynol 
concurrently.  Transient  delirium  has  been  reported  in  patients  who 
were  treated  with  1 g of  ethchlorvynol  and  75-150  mg  of  amitriptyline 
HCl. 

Amitriptyline  HCl  may  enhance  the  response  to  alcohol  and  the 
effects  of  barbiturates  and  other  CNS  depressants. 

Concurrent  administration  of  amitriptyline  HCl  and  electroshock 
therapy  may  increase  the  hazards  associated  with  such  therapy. 


Such  treatment  should  be  limited  to  patients  for  whom  it  is  essential 
Discontinue  several  days  before  elective  surgery  if  possible.  Eleva- 
tion and  lowering  of  blood  sugar  levels  have  both  been  reported. 
ADVERSE  REACTIONS:  Similar  to  those  reported  with  either  constit- 
uent alone. 

Perphenazine:  Side  effects  may  be  any  of  those  reported  with 
phenothiazine  drugs:  extrapyramidal  symptoms  (opisthotonus,  ocu- 
logyric crisis,  hyperreflexia,  dystonia,  akathisia,  acute  dyskinesia, 
ataxia,  parkinsonism)  can  usually  be  controlled  by  the  concomitant 
use  of  effective  antiparkinsonian  drugs  and/or  by  reduction  in  dos- 
age, but  sometimes  persist  after  discontinuation  of  the  phenothiazine 

Tardive  dyskinesia  may  appear  in  some  patients  on  long-term  ther- 
apy or  may  occur  after  drug  therapy  with  phenothiazines  and  related 
agents  has  been  discontinued.  The  risk  appears  to  be  greater  in 
elderly  patients  on  high-dose  therapy,  especially  females.  Symptoms 
are  persistent  and  in  some  patients  appear  to  be  irreversible.  The 
syndrome  is  characterized  by  rhythmical  involuntary  movements  ol 
the  tongue,  face,  mouth,  or  jaw  (e  g,,  protrusion  of  tongue,  puffing  of 
cheeks,  puckering  of  mouth,  chewing  movements).  Involuntary  move- 
ments of  the  extremities  sometimes  occur.  There  is  no  known  treat- 
ment for  tardive  dyskinesia;  antiparkinsonism  agents  usually  do  not 
alleviate  the  symptoms.  It  is  advised  that  all  antipsychotic  agents  be 
discontinued  if  the  above  symptoms  appear.  If  treatment  is  reinstitu- 
ted, or  dosage  of  the  particular  drug  increased,  or  another  drug  sub- 
stituted. the  syndrome  may  be  masked.  It  has  been  suggested  that 
fine  vermicular  movements  of  the  tongue  may  be  an  early  sign  of  the 
syndrome,  and  that  the  full-blown  syndrome  may  not  develop  if  medi- 
cation is  stopped  when  lingual  vermiculation  appears. 

Other  side  effects  are  skin  disorders  (photosensitivity,  itching 
erythema,  urticaria,  eczema,  up  to  exfoliative  dermatitis);  other 
allergic  reactions  (asthma,  laryngeal  edema,  angioneurotic  edema, 
anaphylactoid  reactions);  peripheral  edema;  reversed  epinephrine 
effect;  hyperglycemia;  endocrine  disturbances  (lactation,  galac- 
torrhea, gynecomastia,  disturbances  of  menstrual  cycle);  altered 
cerebrospinal  fluid  proteins;  paradoxical  excitement;  hypertension, 
hypotension,  tachycardia,  and  EGG  abnormalities  (quinidine-like 
effect);  reactivation  of  psychotic  processes;  catatonic-like  states; 
autonomic  reactions,  such  as  dry  mouth  or  salivation,  headache 
anorexia,  nausea,  vomiting,  constipation,  obstipation,  urinary 
frequency  or  incontinence,  blurred  vision,  nasal  congestion,  and  a 
change  in  pulse  rate;  hypnotic  effects;  pigmentary  retinopathy;  coi- 
neal  and  lenticular  pigmentation;  occasional  lassitude,  muscle  weak- 
ness, mild  insomnia.  Other  adverse  reactions  reported  with  various 
phenothiazine  compounds  include  blood  dyscrasias  (pancytopenia 
thrombocytopenic  purpura,  leukopenia,  agranulocytosis,  eosinophil 
ia);  liver  damage  (jaundice,  biliary  stasis);  grand  mal  convulsions, 
cerebral  edema;  polyphagia;  photophobia;  skin  pigmentation;  and 
failure  of  ejaculation. 

Amitriptyline:  Note:  Listing  includes  a few  reactions  not  reported  for 
this  drug,  but  which  have  occurred  with  other  pharmacologically  simi 
lar  tricyclic  antidepressant  drugs.  Cardiovascular:  Hypotension 
hypertension;  tachycardia;  palpitation;  myocardial  infarction;  arrhyth- 
mias; heart  block;  stroke.  CNS  and  Neuromuscular:  Confusional 
states;  disturbed  concentration;  disorientation;  delusions;  hallucina- 
tions; excitement;  anxiety;  restlessness;  insomnia;  nightmares;  numb 
ness,  tingling,  and  paresthesias  of  the  extremities;  peripheral 
neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration  in 
EEG  patterns;  extrapyramidal  symptoms;  tinnitus;  syndrome  of  inap- 
propriate ADH  (antidiuretic  hormone)  secretion.  Anticholinergic:  Dry 
mouth;  blurred  vision;  disturbance  of  accommodation;  constipation; 
paralytic  ileus;  urinary  retention;  dilatation  of  urinary  tract.  Allergic. 
Skin  rash;  urticaria;  photosensitization;  edema  of  face  and  tongue 
Hematologic:  Bone  marrow  depression  including  agranulocytosis, 
leukopenia;  eosinophilia;  purpura;  thrombocytopenia.  Gastrointes 
tinal:  Nausea;  epigastric  distress;  vomiting;  anorexia;  stomatitis;  pecu 
liar  taste;  diarrhea;  parotid  swelling;  black  tongue.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male;  breast  enlarge 
ment  and  galactorrhea  in  the  female;  increased  or  decreased  libido: 
elevated  or  lowered  blood  sugar  levels.  Other:  Dizziness;  weakness: 
fatigue;  headache;  weight  gain  or  loss;  increased  perspiration;  uri 
nary  frequency;  mydriasis;  drowsiness;  jaundice;  alopecia.  With 
drawal  Symptoms:  Abrupt  cessation  after  prolonged  administratior 
may  produce  nausea,  headache,  and  malaise.  These  are  not  indica 
tive  of  addiction. 

OVERDOSAGE:  All  patients  suspected  of  having  taken  an  over 
dosage  should  be  admitted  to  a hospital  as  soon  as  possible.  Treat 
ment  is  symptomatic  and  supportive.  However,  the  intravenous 
administration  of  1—3  mg  of  physostigmine  salicylate  is  reported  tc 
reverse  the  symptoms  of  tricyclic  antidepressant  poisoning.  Because 
physostigmine  is  rapidly  metabolized,  the  dosage  of  physostigmine 
should  be  repeated  as  required  particularly  if  life-threatening  signs 
such  as  arrhythmias,  convulsions,  and  deep  coma  recur  or  persist 
after  the  initial  dosage  of  physostigmine.  On  this  basis,  in  severe  over 
dosage  with  perphenazine-amitriptyline  combinations,  symptomatic 
treatment  of  central  anticholinergic  effects  with  physostigmine  salicy 
late  should  be  considered. 

For  more  detailed  information,  consult  your  MSD 
Representative  or  see  full  Prescribing  Information 
Merck  Sharp  & Dohme.  Division  of  Merck  & Co  , Inc  . 

West  Point.  Pa  19486 


MSD 


MERCK 

SHARft 

DOHME 


THIS  SPACE  PROVIDED  BY  THE  PUBLISHER  AS  A PUBLIC  SERVICE. 


She’s  a graduate  of  Columbia  with  a Masters 
in  Uterature. 

She’s  a vice  president  of  a publishing  company. 

She’s  watched  television  programs  and  read 
dozens  of  pamphlets  and  articles  about  early 
cancer  detection. 

She  has  relatives  and  close,  personal  friends 
who  have  had  mastectomies. 

She’s  about  as  aware  of  the  need  for  breast  self- 
examination  as  any  inteUigent  woman  could  be. 

Yet  she  does  not  get  regular  checkups  nor 
does  she  even  examine  her  own  breasts. 

Why?  Because  her  doctor  never  told  her  to. 


But  92%  of  the  women  who  reoeive  personal  instruction 
from  their  doctors  do  regularly  practice  BSE.* 

You  don’t  have  to  be  told  how  important  early  detection  is. 
But  maybe  you  need  this  reminder  that  a few  personal 
words  from  you  can  often  mean  more  than  the  millions  of 
words  that  go  into  publicity  and  television  programs. 

•Based  on  a Gallup  study  conducted  for  the  American  Cancer  Society. 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy,  spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  freque 
and/or  severity  of  grand  mal  seizures  t 
require  increased  dosage  of  standard  z 
convulsant  medication;  abrupt  withdra 
may  be  associated  with  temporary  in- 
crease in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous 
gestion  of  alcohol  and  other  CNS  depre 
sants.  Withdrawal  symptoms  (similar  t 
those  with  barbiturates  and  alcohol)  he 
occurred  following  abrupt  discontinuar 
(convulsions,  tremor,  abdominal  and  n 
cle  cramps,  vomiting  and  sweating).  Ki 
addiction-prone  individuals  under  care 


^espond  to 


one 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium“(g 

(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 


According  to  her  major 
nptoms,  she  is  a psychoneu- 
ic  patient  with  severe 
xiety.  But  according  to  the 
jcription  she  gives  of  her 
:lings,  part  of  the  problem 
ly  sound  like  depression, 
is  is  because  her  problem, 
hough  primarily  one  of  ex- 
isive  anxiety,  is  often  accom- 
nied  by  depressive  symptom- 
)logy.  Valium  (diazepam) 

1 provide  relief  for  both— as 
; excessive  anxiety  is  re- 
ved,  the  depressive  symp- 
ns  associated  with  it  are  also 
:en  relieved. 

There  are  other  advan- 
ces in  using  Valium  for  the 
anagement  of  psychoneu- 
tic  anxiety  with  secondary 
pressive symptoms:  the 
iychotherapeutic  effect  of 
iilium  is  pronounced  and 
pid.  This  means  that  im- 
lovement  is  usually  apparent 


rveillance  because  of  their  predisposi- 
in  to  habituation  and  dependence,  in 
egnancy,  iactation  or  women  of  chiid- 
aring  age,  weigh  potentiai  benefit 
:ainst  possibie  hazard, 
ecautions:  if  combined  with  other  psy- 
lotropics  or  anticonvuisants,  consider 
irefuiiy  pharmacoiogy  of  agents  em- 
oyed;  drugs  such  as  phenothiazines, 
ircotics,  barbiturates,  MAO  inhibitors 
iid  other  antidepressants  may  potentiate 
faction.  Usuai  precautions  indicated  in 
^tients  severeiy  depressed,  or  with  iatent 
fpression,  or  with  suicidai  tendencies. 


Observe  usuai  precautions  in  impaired 
renai  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


TEXAS  MEDICAL  ASSOCIATION 
109th  ANNUAL  SESSION 

9th  ANNUAL  PHYSICIANS' 
AND  SPOUSES' 

ART  EXHIBIT 

MAY  6-7-8.  1976  FAIRMONT  HOTEL 


ART 

EXHIBIT 


For  information  and  applications 
write:  Exhibits  Manager 

Texas  Medical  Association 
1801  N.  Lamar  Blvd. 
Austin,  Texas  78701 


Leading  Causes  of  Death 

United  States:  1972  Estimates 


Diseases  of  Heart  and  Blood  Vessels  1,062,160 


All  Other  Causes  Combined 


910,843 


WE  HAVE  YOUR  BEST  INTEREST  AT  HEART. 


Give  Heart  Fund 

American  Heart  Association\|/ 
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TEXAS  MEDICINE 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D..  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 


EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 

* DIPLOMATE  OF  THE  AMERICAN  BOARD 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE.  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd.  M.D. 

J.  C.  Rucker,  M.D. 

R.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  D.  Crawford,  M.D. 

R.  W.  Baggett,  M.D. 

J.  T.  Scogin,  M.D. 

Orthopedic  Surgery: 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

M.  L.  Gray,  M.D. 

E.  L.  Mahon,  J r.,  M.D. 

J.  A.  Armstrong,  M.D. 

Radiology  and  Radioactive  Isotopes: 

D.  B.  Turner,  M.D. 

L.  W,  Ralston,  M.D. 

Urology: 

G.  T.  Kimmel,  M.D. 

J.  W.  Fischer,  M.D. 

H.  F.  Rives,  M.D. 

Pathology : 

J.  G.  Casey 

Harbert  Davenport,  Jr.,  M.D. 
Anesthesiology : 

Business  Manager  of  Travis  Clinic 

W.  T.  Witt,  M.D. 

MEDICAL  CLINIC  FOR  LEASE  IN  BONHAM,  TEXAS 


• Clinic  area  of  3,500  square  feet 

• X-Ray  and  laboratory  facilities 

• Seven  treatment  rooms 


• Business  offices  and  reception  room 

• Connecting  apartment  of  1,200  square  feet 

For  further  information,  contact  R.  Eugene  Risser,  Jr., 
P.O.  Drawer  280,  Bonham,  Texas  75418,  214  583-3134. 
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Order  now  for  Christmas! 


Texas  Medical  Association  and 
Woman’s  Auxiliary  Jewelry 

Proceeds  go  to  the  TMA  and  WA  TNLA  Physicians  Benevolent  Fund 


MONEY  CLIP 


PIN  & PENDANT  CHARM 


KEY  CHAIN 


Shown  slightly  smaller  than  actual  size 


Please  send  me  the  following  TMA  and  Woman's  Auxiliary  Jewelry 


Quantity 

Item 

14- Karat 

Gold  Filled 

Sterling  Silver 

Add 

Diamond 

Add 

Syn.  Stone 

Cuff  Links 

$80.00 

$12.75 

$12.75 

* 

Tie  Bar  - Short 

50.75 

10.00 

9.50 

Tie  Tack 

34.50 

5.00 

5.00 

Money  Clip 

53.50 

13.00 

11.00 

Charm 

34.50 

4.75 

4.50 

Pin  and  Pendant 

42.75 

5.75 

5.75 

Key  Chain 

8.00 

7.75 

ADD  5%  SALES  TAX  TO  PRICE  OF  ALL  ITEMS 


Addition  of  single  cut  three-point  diamond  $15.00;  synthetic  stone  $1.50.  *Two  stones  required  for  cuff  links. 
When  ordering  synthetic  stones,  please  specify  color;  all  colors  available. 

All  orders  shipped  prepaid.  Please  allow  three  weeks. 


Namp 

Mail  this  form  to; 

Arfrlrp«;«; 

Texas  Medical  Association 

City 

State  Zip 

and  Woman’s  Auxiliary  Jewelry 
c/o  Physicians  Benevolent  Fund 
1801  North  Lamar  Blvd. 

Chpck  pnrlpspH  for  $ 

Make  payable  to: 

Wnman’<;  Auxiliary  to  the 

Texas  Medical  Association 

Austin,  Texas  78701 
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TEXAS  MEDICINE 


lexas  Physicians’  Directory 


Allergy 


PETER  B.  KAMIN,  M.D„  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
DIplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696^05  or  227-6331 

HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  Ramon  Garrido,  M.D., 

F.A.C.A.,  F.A.A.A.  (Certified  American  Board  of 

Richard  H.  Jackson,  M.D.,  F.A.C.A.  Pediatrics  and  American  Board  of 
Warren  J.  Raymer,  M.D.,  F.A.C.A.  Allergy  and  Immunology) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 

V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 


2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


JOHN  P.  McGOVERN,  M.D. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH,  M.D. 
JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU.  M.D. 
ALBERT  LEHMANN.  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERG,  M.D.,  Ph.D. 
CALVIN  J.  McLERRAN,  Ph.D. 


Consultants 

EVAN  M.  HERSH,  M.D. 

JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE,  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 

Air  Pollution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  ChristI,  Texas,  882-3487 


STUART  A.  MASON,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


ALLERGY  AND  IMMUNOLOGY 


Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
Diplomates  of  the  American  Board  of  Allergy  and  lmmunolo£(y 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


ALLERGY  AND  CLINICAL  IMMUNOLOGY 

Max  I.  Michels,  M.D.,  F.A.A.P.-A.,  F.A.C.A.,  F.A.A.A.,  F.A.C.P. 

Wallace  E.  Moore,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

901  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive, 

San  Antonio,  Texas  78229,  512  696-7900  or  512  227-6331 


CHARLES  A.  RUSH,  JR.,  M.D. 

Diplomate/American  Board  of  Allergy  & Immunology 


Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D. 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  PathologEy — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 
William  T.  Gordon,  M.D. 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-67M 

. . . Another  service  of  your  association 
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THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christ!,  Texas  78404 

Telephone  883-7411 

FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 
T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

T.  L.  Glenn,  M.D. 

C.  L.  Vernor,  M.D. 

INTERNAL  MEDICINE 

G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Phillip  Kassner,  M.D. 
OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 
ADMINISTRATOR 

Gene  Hybner 

DIRECTOR  OF  NURSES 

Clinic — Pat  Parker 

MEDICAL  AND  SURGICAL  CLINIC  ASSOCIATION 

1200  Summit  Avenue,  Fort  Worth,  Texas  817  338-4747 

GENERAL  SURGERY 

*Henry  V.  Birdwell,  Jr.,  M.D.  'Thomas  E.  Simons,  M.D. 

'Diplomats  of  American  Board  of  Surgery 

INTERNAL  MEDICINE 

DIAGNOSIS 

'John  B.  Fershtand,  M.D. 

Edwin  B.  Wilson,  Jr.,  M.D. 
Alexander  G.  Gregory,  M.D. 

'James  W.  Tunstill,  M.D. 
Cornelius  C.  Davis,  M.D. 
"Joseph  B.  Kopp,  M.D. 

PULMONARY  DISEASE 

M.  Ebadat  All,  M.D. 

'Diplomate  of  American  Board  of  Medicine 
"Diplomate  of  American  Board  of  Pathology 

CARDIOLOGY 

Nasim  Akhtar,  M.D. 

INDUSTRIAL  MEDICINE 

Mark  N.  HattarkI,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE  CONSULTANTS 
'Harry  W.  Banker,  M.D.  'Samuel  Jagoda,  Jr.,  M.D. 

'E.  E.  Holt,  M.D.  Samuel  Jagoda,  M.D. 

'Diplomate  of  American  Board  of  Radiology 

ADMINISTRATOR 

Bryan  Charles 

MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  FJV.C.S. 

J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 

GENERAL  SURGERY 

RADIOLOGY  & NUCLEAR  MEDICINE 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 

J.  E.  Mathews,  M.D.,  F.A.C.S. 

B.  Williams,  M.D. 

M.  L.  Bercler,  M.D. 

INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

J.  W.  Cowan,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 

ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charles  N.  Butts,  Asst.  Clinic  Manager 

BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 
General  Surgery 

B.  W.  Hink,  M.O.,  F.A.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


ADMINISTRATION 

C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

DERMATOLOGY 
T.  S.  Arrington,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 
Boguslaw  Godlewski,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 
Thomas  J.  Hanson,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.  D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D, 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D, 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 
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TEXAS  MEDICINE 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 


6437  High  Star  at  Hillcroft, 
Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


Houston,  Texas  77036 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonvllle,  M.H.A. 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


Colon  & Rectal  Surgery 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 

GERALD  A.  CASID,  M.D. 

Dermatology  and  Hair  Transplantation 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

Treatment  of  Skin  Tumors 

333  N.  Shiloh  Rd..  Garland,  Texas  75042 

Phone  214-272-5451 

2715  Fannin  Street  Houston,  Texas 

FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 

M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 

DAVID  S.  ALKEK,  M.D.  AND  ASSOCIATES 

Dermatology  and  Cancer  of  the  Skin 

Dermabrasion  and  Chemical  Peel 

SOMMAI  SEHAPAYAK  M.D. 

DIplofnate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 

Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 

Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 

8226  Douglas  Avenue,  Suite  755 

Dallas,  Texas  75225 

Ph:  214-691-6691 

Eye,  Ear,  Nose,  Throat 

SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 

Barnett  Tower,  Baylor  Medical  Plaza,  Suite  411 

Dallas,  Texas  75246 

Telephone  214  821-4300 

DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  FA.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  FJLC.S.,  Kl.C-S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  MehdiabadI,  M.D..  DAB, 

Oto. 

West  Texas  Clinic.  1312  Main,  Lubbock,  Texas 

Dermatology 

Family  & General  Practice 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street  Wichita  Falls,  Texas 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERUH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 

DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D, 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 

SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 
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THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 
Nederland,  Texas  17627 
Tel.  (713)  7224)481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKL  M.D.* 

*Diplomate  American  Board  of  Family  Practice 


Gastroenterology 


Internal  Medicine 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363*5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 


DRS.  BAILEY,  DOUGUS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD. 

F.  Clark  Douglas,  M.D. 

George  T.  D^aney,  M.D. 


General  Surgery 


Neurological  Surgery 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805,  Dallas  Texas  75231,  363-8524 


Casey  E.  Patterson,  M.D.  Morris  Sanders,  M.D. 

Tom  M.  Nash,  M.D.,  Deceased  Ira  C.  Denton,  M.D. 

Charles  W.  Simpson,  M.D.  Jack  Woolf,  M.D.,  Consultant 

Phillip  E.  Williams,  Jr.,  M.D. 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Suite  620,  St.  Paul  Professional  Building, 

5959  Harry  Hines  Blvd.,  Dallas,  Texas  75235 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S.  RONALD  SMITH,  M.D. 

Surgery  Neurological  Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002  901  South  Lake,  Fort  Worth,  Texas,  33&0551 


BURT  B.  SMITH  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 

R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 

Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 

EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  CartJiovascular  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 
Telephone  915  533-2508 


William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


ROBERT  J.  TURNER,  III,  M.D.,  F.A.C.S. 

Diplomat  American  Board  of  Surgery 

GENERAL  AND  PERIPHERAL  VASCULAR  SURGERY 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth  Texas  76104,  335-8311 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Allan  L.  Naarden,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 

7777  Forest  Lane,  Suite  347,  Daiias,  Texas  75230;  214  661-7676 
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TE)(AS  MEDICINE 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


DRS.  ALPAR,  TAYLOR.  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J,  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

DIplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.,  M.D. 
Practice  Limited  to  Nuclear  Medicine 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroldology,  Endocrinology, 
Oastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


BRUCE  C.  TAYLOR,  M.D. 
Diseases  & Surgery  of  the  Retina 

2811  Lemmon  Ave.  E.,  Dallas.  Texas  75204 
(214)  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77025 
(713)  529-7321,  529-5828 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Nuclear  Medicine  J.  L.  Reed,  M.D. 

G.  L Black,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D.  E.  D.  Seaman,  M.D. 

F.  M.  Behike,  M.D. 

DIplomates,  American  Board  of  Nuclear  Medicine 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 

Administration:  Jack  W.  Falrall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Obstetrics  & Gynecology 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  SargenL  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  ChristI,  Texas  78404,  Phone  853-7319 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756;  512  451-8484 

Edward  J.  Petrus,  M.D. 

Richard  E.  Nieman,  M.D. 


HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

Diplomats  American  Board  of  Obstetrics  and  Gynecology 

Gynecology 

Colposcopy 

BOO  Fifth  Avenue,  Fort  Worth,  Texas  76104,  817  335-4393 


Ophthalmology 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D, 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 


Richard  S.  Ruiz,  M.D.,  F.A.C.S. 
Charles  E.  Russo,  M.D.,  F.A.C.S. 
Malcolm  L.  Mazow,  M.D.,  FJV.C.S. 
RolMrt  H.  Stewart,  M.D.,  F.A.C.S. 
Robert  B.  Wilkins,  M.D.,  FJt.C.S. 


Jeffrey  D.  Lanier,  M.D. 
Maple  L.  Avery,  M.D. 
Michael  A.  Bloome,  M.D. 
Paul  C.  Salmonsen,  M.D. 


Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 
Cuvier  P.  Upscoml^  M.D. 
Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail. 

Send  old  and  new  address  to  Texas  Medical  Asscwiatlon, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Ralph  E.  Donnell,  M.O. 

F.  (Urlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbrier,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

Robert  O.  Bateman,  M.O. 

W.  Ted  Sisco,  M.D. 

3702  21st  St^  Suite  9.  Lubbock,  Texas  79410,  806  795-8261 


Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Otolaryngology 
800  Rfth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


Pathology 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


FORT  WORTH  MEDICAL  LABORATORIES 


John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


L.  LEE  LANKFORD,  M.D. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.O. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.O. 

Frank  R.  Vincenti,  M.O. 

DIplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


ARTHUR  LORBER,  M.D. 

DIplomate  American  Board  of  Orthopedic  Surgery 

1201  8th  Avenue 

Fort  Worth,  Texas  76104 

Telephone  817  336-4019 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 


4849  W.  Lawther  Dr.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriolo^,  Parasitology,  Serum  Promn 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.O. 

S.  J.  Skinner,  M.O. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

DIplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.O. 

E.  Hernandez,  M.D. 

DIplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  UBORATORY 

K.  P.  WIttstruck,  M.D.,  F.CJt.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  FJt.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  WILKENFELD,  M.D. 

Diplomats,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES, 
PATHOLOGISTS 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext  360 

MAILING  CONTAINERS  ON  REQUEST 
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TEXAS  MEDICINE 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

DIplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Jack  W.  Falrall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2*A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue.  El  Paso,  Texas  79902,  (915)  533-4477 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY.  Administrator 
LARRY  E.  BROWNE,  M.D.,  Medical  Director 


ROBERTO  G.  ROLFINI.  M.D. 

DIplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205,  Telephone  226-2424 


Plastic  Surgery 


THOMAS  O.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

DIplomates  American  Board  of  Plastic  Surgery 
LAURENCE  E.  WOLF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  SL.  Houston,  Texas  77004,  523-8131 


WILURD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

(Carles  W.  Bailey.  Jr.,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomats  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  8(X)  Eighth  Avenue,  Fort  Worth,  Texas  76104, 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 


606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


VALENTIN  GRACIA,  M.D,,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 


PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomats  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  Hill  Lane,  Dallas.  Texas  75231 
369^511 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 
PLASTIC  & RECONSTRUCTIVE  SURGERY 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
(713)  795-5584 


JACK  L.  CONLEE,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  AND  COSMETIC  SURGERY 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas,  855-7359 
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Psychiatry 


Psychiatry  & Neurology 


Perry  C.  Talkington,  M.O. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  U Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MISCHA  CAPLAN,  M.D. 

wishes  to  announce  the  opening  of  his 

Memorial  Area  Office 

for  the  practice  of  Psychiatry 

including  Marital,  Adolescent,  long  and 
short  term  psychoanalytically-oriented 
psychotherapy,  treatment  of  sexual  dysfunctions, 
and  psychosomatic  ailments. 

Memorial  Area  Office 
The  Bunker  Hill  Building 
9525  Katy  Freeway,  #215 
Houston,  Texas  77024 

Long  Point  Office 
Medical  Square 
8762  Long  Point  Rd. 

Houston,  Texas  77055 

Phone:  (713)  467-7013 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 
First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

'Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

'Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

Ronald  DeVere,  M.O. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomate  American  Board  of  Psychiatry  and  Neurology 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 
Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 


CHARLES  B.  COVERT,  M.D. 

Psychiatry 

San  Felipe  Green  Professional  Building 

1900  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


PERRY  C.  TALKINGTON,  M.D. 
Psychiatry 

4645  Samuell  Blvd. 

Dallas,  Texas  75228,  214-381-3849 


800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 

X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 
Fort  Worth,  Texas  76104 

Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians’  Directory.” 


TMA  MEMBERS’ 
RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies 
under  the  Keogh  Act  and  is  approved  by  IRS. 
For  full  information,  write:  TMA  Members’  Re- 
tirement Trust,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


Another  service  of  your  association 
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Harvey  M.  Lowry,  M.O.,  F.A.C.R. 
James  R.  Gish,  M.D.,  OJ^.B.R. 
Edward  A.  Sheldon,  M.D.,  O^B.R. 
James  P.  Wills,  M.O..  DJLB.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.D. 

G.  L Black,  M.D.  J.  U Reed,  M.D. 

J.  E.  White,  M.D.  W.  R.  Berry,  M.D. 

DIplomates,  American  Board  of  Radiology 


Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Jack  W.  Falrall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Rheumatology 


DON  E.  CHEATUM,  M.D. 

Olplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 

4105  Live  Oak  SL 

Dallas,  Texas  75204,  823-4151 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Richard  E.  Wood,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D.  Maruf  A.  Razzuk,  M.D. 

DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALUN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

ROBERT  W.  MILEY,  M.D. 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626.  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

Diplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 


Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR..  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY.  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  FJLC.S. 

Grant  F.  Begley,  M.D.,  FJLC.S. 

Hug;h  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  MCDONALD,  M.D. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


DONALD  J.  NEESE,  M.D, 

DONALD  E.  FUERST,  M.D. 

H.  R.  WAGNER,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713-521-9538 
400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone;  713-332-2466 

VICTOR  L.  KOBB,  M,D.,  F.A.C,S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


EUGENE  R.  TODD,  M.D,,  P.A. 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3434  Swiss  Ave.,  Suite  406,  Dallas,  Tex  75204,  214-826-3500 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$10  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  Is  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  in  which 
there  is  an  American  Medical  Association  recognized  specialty  board 
and/or  an  AMA  approved  residency  program.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or  cancellation 
should  be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month 
preceding  publication  month. 
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Fight  emphysema,  tuberculosis,  air  pollution 


AMERICAN 


LUNG  ASSOCIATION 

The  “Christmas  Seal”  People 

Space  contributed  by  the  publisher  as  a public  service 
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TEXAS  MEDICINE 


Classified  Advertising 


I Physicians  Wanted 

! “Internist  and  general  practitioner  wanted  by  a four 

man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth.  80  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building;  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  ?36,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  All 
office  expenses  paid.  Visiting  & relocation  expenses  paid.  Please  reply 
to  Ad-801,  Texaa  Medicine,  1801  North  Lamar  Blvd,,  Austin,  Texas  78701. 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
I Falls,  Texas.  Our  brand  new  66,000  square  foot  clinic  building  has  new 
I offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
I family  practice,  and  diagmostic  radiology.  We  are  a multi-specialty  gp-oup 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
I McCall  at  817-766-3661,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 


FP  pR  .IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
694-3596  for  Barnes,  Colwell  or  Cook. 


INTERNTST-GENERAL  PRACTITIONER:  Clinic,  including  lab  and 
x-ray.  Join  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  subsequent  partnership  offered.  Contact  Ribelles 
Clinic  Association.  9801  Katy  Freeway.  Houston.  Texas  77024. 

WANTOD  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  .T.  E.  Hogan.  M.D..  Medical  Director.  Ma- 
lone and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720; 
telephone  916-267-6361. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $24,000  to  $30,000  per  year  negotiable. 
City  has  population  of  6,000  with  trade  area  of  20,000  to  26,000.  Contact 
Chris  S.  Cruzcosa,  M.D.,  800  South  6th  Street,  Carrizo  Springs,  Texas 
78834.  612-876-6236. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  J.  E.  Hogan.  M.D..  Medical  Director. 
Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  915-267-6361. 

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGTST  to  join  two  others 
in  the  department  with  all  new  facilities  in  hospital  and  clinic.  .T.  E. 
Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring,  Texas  79710;  telephone  916-267-6361. 

LOCUM  TENENS  WANTED;  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa.  M.D.,  300 
South  5th  Street.  Carrizo  Springs,  Texas  78834.  612-876-6236. 

WANTED:  TWO  PHYSICIANS.  One  Internal  medicine  and  one  family 
practice  in  well  equipped  and  established  North  Dallas  Clinic,  prime  loca- 
tion. Clinic  has  both  heayy  priyate  practice  and  moderate  industrial  medi- 
cine practice.  All  ancillary  services  provided.  Guaranteed  take  home  in- 
come at  least  $40,000  per  year.  Please  reply  to  Ad-669,  Texas  Medicine. 
1801  North  Lamar  Blvd..  Austin.  Texas  78701. 

WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic, 
1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 

WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
E^t  Central  Texas.  New  joint  commission  approved  30  bed  hospital. 
Airport.  New  junior-senior  high  complex.  Railroad  division  point.  Small 
industry.  Primary  income  ranching.  Three  fishing  lakes.  Deer,  quail, 
dove  hunting,  country  club.  No  initial  investment  necessary.  Contact 
Drs.  Gage,  Cox  or  Halbert,  316  Main  Street,  Teague,  Texas  76860. 
817-739-2661. 

GENERAL  INTERNIST  WANTED:  Board  certified  or  eligible  to  join 
expanding  successful  group.  Busy  hospital  and  office  practice.  Hous- 
ton environs.  Excellent  salary  and  fringe  benefits.  Please  reply  to  Ad- 
672,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ANESTHESIOLOGIST  FAMILY  PRACTICE  - PLASTIC  SURGEON 
needed  for  expanding  medical  center  located  in  the  Texas  Gulf  Coast 
area.  Unique  professional  and  economic  opportunity.  Financial  as- 
sistance may  be  available.  Contact  the  office  of  the  Director,  collect. 
713-464-2711. 


PHYSICIANS  NEEDED  FOR  FAMILY  PRACTICE  and  internal 
medicine  to  join  multi-speciality  group  in  West  Texas  city  of  160,000. 
New  clinic  and  hospital  facilities.  Top  salary  with  partnership  opportun- 
ity. University  Medical  Surgical  Clinic,  6602  Quaker  Avenue,  Lubbock, 
Texas  79414. 


PHYSICIANS  WANTED  for  care  of  mentally  retarded  at  Travis  State 
School,  Austin.  Texas.  Salary  attractive.  Write  or  phone  the  Super- 
intendent or  Medical  Director,  P.O.  Box  430,  Austin,  Texas  78767; 
Phone  612-926-2410.  An  equal  opportunity,  affirmative  action  employer. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  _ multispecialty 
clinic  with  excellent  facilities.  New  clinic  building  adajacent  to  new 
hospital.  Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring.  Texas  79720;  telephone 
916-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology, pulmonary  diseases,  rheumatology  or  cardiology  to_  join 
growing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  J.  E.  Hogan,  M.D.,  Medical  Director, 
Malone  and  Hogan  Clinic.  1601  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  915-267-6361. 

ANESTHESIOLOGY  CHIEF  PLUS  TWO  ASSOCIATES.  New  sub- 
urban Houston  hospital.  400  surgical  procedures  per  month  and 
ing.  Must  be  board  certified  with  Texas  license.  Write  with  C.V.  to 
Sanford  Smith,  Director  of  Physician  Planning,  Hospital  Manageinent 
Corporation,  P.O.  Box  9836,  909-A  Federal  Road,  Houston,  Texas  77016. 
713-466-1761. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
Adult  Psychiatry  training.  Academic  program  in  child  development, 
family  therapy,  genetic  and  metabolic  disorders,  behavior^  therapy,  group 
therapy,  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  with  intensive  individual  supervision  in  psycho- 
analytic and  eclectic  modalities  and  pediatric  neurology.  Research  op- 
portunities in  genetic  and  metabolic  disorders,  child  development,  linguis- 
tic anthropology,  community  services  and  other  fields.  Excellent  oppor- 
tunities in  teaching,  administration,  inpatient  and  out-patient  clinical 
programs.  New  60-bed  inpatient  unit  for  children.  Liaison  with  graduate 
school,  medical  school  and  community  programs.  Stipends:  First  year, 
$16,000:  second  year,  $16,000;  third  year,  $17,000;  fourth  year,  $18,000. 
Contact  Anthony  P.  Rousos,  M.D.,  Director  of  Residency  Training, 
Austin  State  Hospital,  4110  Guadalupe,  Austin,  Texas  78761. 


PSYCHIATRIC  RESIDENCY  in  approved  three-year  program.^  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipend  with 
Texas  license  are  $16,000,  $16,000  and  $17,000  per  year.  In  addition, 
now  offering  residency  in  Child  Psychiatry,  For  full  information  write 
to:  Anthony  P.  Rousos,  M.D.,  Director  of  Residency  Training,  Austin 
State  Hospital,  4110  Guadalupe  Street.  Austin,  Texas  78761. 

OB-GYN  TO  JOIN  well  established  practice  in  Corpus  Christi.  Office 
loaded  with  the  most  modem  equipment,  centrally  located  and  near  the 
best  hospitals  in  town.  Conditions  open  to  a mutual  agreement.  After 
6 p.m.,  612-992-2186.  

THE  COMMUNITY  MENTAL  HEALTH-MENTAL  RETARDATION 
CENTERS  of  Texas  have  immediate  openings  at  several  locations  for 
psychiatrists  at  all  experience  levels.  Applicants  must  be  licensable  In 
Texas.  Salaries  are  negotiable,  depending  upon  training,  experience  and 
qualifications,  to  $40,000  per  annum  and  upwards.  An  racellent  package 
of  fringe  benefits  complements  the  basic  salary.  Adjunct  practice  is 
possible  in  some  locations,  as  well  as  academic  affiliation.  Respond  to 
Farabee  and  Associates,  2666  Villa  Creek  Drive,  Suite  148,  Dallas,  Texas 
76234  or  call  collect  (214)  243-6262.  The  Texas  Community  MH-MR 
Centers  retain  Farabee  and  Associates  in  their  support. 


OBSTETRICIAN  AND  GYNECOLOGIST:  Board  certified  or  eligible; 
wanted  to  join  solo  obstetrician  and  gynecologist  immediately.  Health 
disability;  partnership  offered.  Send  curriculum  vitae  or  contact  John  J. 
Elliott,  M.D.,  2708  Weslayan,  Houston,  Texas  77027  or  phone  713- 
621-9484. 


OPHTHALMOLOGICAL  PRACTICE  AVAILABLE  NOV.  1,  1976. 
Ophthalmologist  needed  as  associate,  junior  partner  or  to  share  office 
space.  Formerly  two-ophthalmologist  practice,  now  only  one.  Remaining 
partner  had  recent  heart  attack  and  may  retire  or  semi-retire  soon.  No 
other  ophthalmologists  in  city  or  county.  City  of  26,000,  trade  area  of 
160,000,  1%  hours  from  Houston.  Located  in  Piney  Woods  of  ^ntral 
East  Texas.  Forests  and  three  large  lakes  provide  hunting,  fishing, 
camping.  Many  industries.  Excellent  public  schools,  two  private  schools, 
and  junior  college.  60  physicians,  two  hospitals,  386  beds,  excellent 
medical  facilities.  Please  send  curriculum  vitae  first  letter.  Contact 
Ad-691.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

EXCELLENT  CAREER  OPPORTUNITY  in  expanding  community  in 
Northeast  Texas.  New  Boston  General  Hospital,  New  Boston.  Texas 
offers  "room  to  grow”  situation  for  family  practice,  ob/gyn  and  pedia- 
trics. Recruitment  package  excellent.  Good  schools,  recreation  areas 
close  by.  Call  or  write  Samuel  M.  Holtzman,  III,  620  Hospital  Drive, 
New  Boston,  Texas  76670. 


ED— TEXAS  GULF  COAST— ESTABLISHED  GROUP  EXPANDING— 
Immediate  openings;  guarantee  $66,000;  fringes  (malpractice,  major 
medical,  life,  disability  income):  Houston  metropolitan  facilities  (Texas 
Medical  Center,  Astrodome,  cultural  and  educational  opportunities): 
sports  (major  leagues,  fresh  and  salt  water).  Call  or  write  G.C.E.P., 
713-944-6300;  3326  Plainview,  Suite  7,  Pasadena,  Texas  77604. 


URGENTLY  NEEDED  ONE  BOARD  CERTIFIED  or  eligible  internist 
with  cardiology  subspecialty,  to  take  charge  of  the  coronary  cap  unit 
in  a 336-bed  fully  accredit^  general  medical  and  surgical  hospital  lo- 
cated in  the  beautiful  Texas  Hill  Countp  only  65  miles  from  San  An- 
tonio. Starting  salary  determined  by  training  and  experience.  Excellent 
vacation  and  sick  leave  benefits,  insurance,  retirement  and  other  fringe 
benefits.  Please  write  or  call  Chief  of  Staff,  VA  Hospital,  Kerrville, 
Texas  78028;  telephone  612-896-2020,  ext  112.  An  equal  opportunity 
employer. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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EXCELLENT  OPPORTUNITY  FOR  TWO  INTERNISTS— in  a "boom- 
ing” community  an  hours  drive  North  of  Dallas  on  the  banks  of  Lake 
Texoma.  It  is  the  “best  of  two  worlds”,  because  of  its  proximity  to  the 
cultural  advantages  of  the  Dallas/Fort  Worth  area  while  the  mode  of 
living  is  relaxed  in  Denison.  Internists  will  have  a large  referral  prac- 
tice from  the  North  Central  Texas/Southern  Oklahoma  region.  Contact 
Mike  Mayes,  Executive  Director,  Memorial  Hospital  of  Denison,  call 
214-466-3067  collect. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000 
for  board  certification  plus  up  to  $3,000  supplement  in  certain  areas: 
usual  State  benefits.  Liability  protection  provided  under  Texas  law. 
Texas  license  or  reciprocity  required.  Contact  the  Personnel  Specialist, 
Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin, 
Texas  78711.  612-464-3761.  An  equal  opportunity,  affirmative  action 
employer.  

WANTED:  INTERNIST — Board  certified  or  board  eligible,  to  join 
3-man  group  located  in  Houston-Galveston  suburban  area  of  Texas.  Send 
reply  to  P.O.  Box  790,  Dickinson,  Texas  77639. 

OBSTETRICIAN-GYNECOLOGIST:  When  I finished  post-graduate 
training  20  years  ago,  I wish  I could  have  come  across  such  an  oppor- 
tunity as  exists  presently  for  an  OB-GYN  here  in  my  office.  Perhaps 
this  is  just  what  you  are  looking  for.  Need  one  or  more  men  soon. 
Come  out  and  look  us  over.  No  tire-kickers,  please.  Reply  to  Ad-698, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

NEAR  GULP  COAST:  Several  specialties  including  family  practice. 
Two  accredited  district  hospitals,  1968  additions.  Excellent  potential 
to  double  present  staff  of  20.  Offices  available.  Great  rural  place  to 
raise  family.  Water  recreation,  hunting.  76  miles  west  of  Houston. 
Steve  Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713- 
246-6383. 

STUDENT  HEALTH  SERVICE.  Plenty  of  work,  lots  of  fun,  salary 
competitive,  lovely  fringe  benefits,  beautiful  campus,  lots  of  outdoor 
recreation  and  time  to  enjoy  it.  FP,  internist  or  pediatrician  acceptable 
if  willing  to  do  a general  practice.  New  clinic  in  works.  Hope  to  estab- 
lish college-wide  HMO.  Contact  Ralph  C.  Bailey,  M.D.,  Director,  Student 
Health  Service,  Stephen  F.  Austin  State  University,  Nacogdoches,  Texas 
76961. 

PHYSICIANS  WANTED — Progressive  East  Texas  community  of  15,000 
with  100  bed  accredited  hospital.  Located  in  lake  resort  area.  VariefI 
recreational  opportunities.  Group  or  solo  opportunities  available.  Medical 
community  will  assist  in  establishing  practice.  Please  contact  Joe  Ed 
Smith,  M.D.,  603  Bryson,  Athens.  Texas  75751;  214-675-2216. 

DALLAS  AREA  OPPORTUNITIES:  Outstanding  private  practice  op- 
portunities exist  for  general  internists  and  family  practitioners  in  the 
suburban  community  of  Plano,  Texas.  Plano’s  population  has  increased 
from  17,000  to  over  40,000  in  the  last  five  years.  Excellent  schools,  new 
193  bed  hospital,  physician  offices  across  the  street.  Be  a part  of  this 
dynamically  growing  community.  For  further  details  call  collect  or  write 
to:  John  C.  Daniels,  Director,  Professional  Relations,  Plano  General 
Hospital,  3901  West  16th  Street,  Plano,  Texas  76074;  214-423-6800. 

PEDIATRICIAN  NEEDED  FOR  BROWNSVILLE  to  join  growing 
well-organized  pediatric  practice.  Beautiful  city  on  the  border  by  the 
sea,  year  round  warm  climate,  unspoiled  ocean  beaches.  36-hour  week, 
excellent  salary,  liberal  vacation  and  corporate  fringe  benefits.  Integral 
lab  with  full-time  bacteriologist,  interesting  pathology.  Large,  new  cus- 
tom offices  with  picture  windows  opening  onto  patio  garden:  adjacent 
to  other  specialists  and  165-bed  hospital  with  busy  obstetrical  service 
and  full-time  MD  emergency  room  coverage.  Live  where  others  only 
vacation.  Write  Adele  Bromiley,  M.D.,  1214  Poplar  Drive,  Brownsville, 
Texas  78520,  or  telephone  collect  612-642-0856  after  7 p.m. 

EMERGENCY  MEDICINE— OUTSTANDING  OPPORTUIHTIES.  High- 
ly remunerative  situations  available  for  emergency  medicine  physicians 
licensed  or  eligible  for  license  in  Texas.  Major  metropolitan  medical 
centers,  suburban  and  rural  hospitals  and  community  practices  through- 
out 'Texas.  Excellent  earnings  and  guarantees.  For  personalized  con- 
fidential service  at  absolutely  NO  FEE  to  the  candidate  send  C.  V.  to 
Toni  Clark  or  L<^  A.  Wiener,  M.D.,  Search  Committee.  Daniel  Stern 
and  Associates,  Health  Placement  Services,  Suite  610  GPM  South  Tower, 
800  N.W.  Loop  410,  San  Antonio,  Texas  78216;  phone  612-349-2651. 

PRIVATE  PRACTICES  IN  HOUSTON.  DALLAS,  Sweetwater.  Tom- 
ball,  Gatesville,  and  Baytown.  Solo,  associate,  and  group  situations  in 
ENT,  general  family  practice,  internal  medicine,  OB/GYN,  ophthal- 
mology, orthopedics,  pediatrics,  and  emergency  room.  Not  an  agency. 
No  fee.  Attractive  financial  guarantees.  Please  write  with  C.  V.  and 
preferences  to  Sanford  Smith.  Director  of  Physician  Planning,  Hospital 
Management  Corporation,  P.O.  Box  9836,  909A  Federal  Road,  Houston, 
Texas  77015.  713-455-1761. 

PSYCHIATRIST,  board  certified  or  eligible  needed  for  modern  forensic 
psychiatry  program.  Texas  license  required.  Salary  $34,000  + . Immediate 
openings.  Call  or  write:  Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk 
State  Hospital,  P.  O.  Box  318,  Rusk,  Texas  75785;  214-683-5481. 

PHYSICIANS;  Positions  available  now  on  the  medical  staff  at  Terrell 
State  Hospital.  Salary  $32,600  with  possibility  of  $3,000  additional  com- 
pensation. Texas  license  or  eligible  for  reciprocity.  Apply  Luis  M.  Cowley, 
M.D.,  Superintendent,  Terrell  State  Hospital,  P.  O.  Box  70,  Terrell,  Texas 
75160.  Phone  214-563-6452.  An  equal  opportunity /affirmative  action  em- 
ployer. 

INTERNIST-FAMILY  PRACTITIONER— Would  you  like  to  live  in 
beautiful  Austin  and  share  fully  equipped  office?  Present  owner  works 
% day  and  is  overworked.  Would  like  compatible  doctor  to  work  ’0  day. 
A good  set-up  for  someone  with  similar  desires.  Income  excellent  and  time 
to  live  and  enjoy  the  many  pleasures  available.  Please  reply  to  Ad-600, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIANS— Well  staffed  (70%  board  certified)  695-bed  general 
hospital  with  active  inpatient  and  outpatient  services  is_  in  need  of  an 
internist,  general  surgeon,  psychiatrist,  and  family  practitioner,  all  with 
board  certification.  iSill  malpractice  coverage  provided.  Excellent  library 
and  educational  programs.  Joint  house  staff  and  CME  programs  with  Scott 
and  White  Clinic.  Recent  affiliation  with  new  medical  school.  Progressive 
city  of  35,000  with  excellent  schools,  recreation  and  cultural  activities 
with  ready  access  by  rail,  air  or  interstate  highway  to  Dallas,  Houston, 
San  Antonio,  Austin,  etc.  Moderate  climate  with  smog  free  environment. 
Salary  competitive  with  liberal  vacation,  sick  leave  and  fringe  benefits. 
Equal  employment  opportunity  agency.  Apply  Chief  of  Staff,  VA  Center, 
Temple,  Texas  76501. 


FAMILY  PRACTICE  PHYSICIANS— Solo  or  associate  practice  available 
in  Northcentral  Texas  community  serving  36,000.  Strong  consultive  sup- 
port and  exceptional  hospital  facility  available.  Relaxed  living,  outskirts 
of  metroplex.  Contact  Palo  Pinto  Area  Foundation,  c/o  James  I'.  Berg, 
M.D.,  208  N.  W.  Second  Street,  Mineral  Wells,  Texas  76067;  817-325-0741. 
^WANTED;  SPANISH"SPEAKING~GENERAL  PRACTITIONER  NEED- 
ED share  work  load  busy  office;  OB,  family,  general,  industrial  medicine 
practice.  Rotating  night  calls.  $36,000  starting  salary,  no  investment  re- 
quired, liberal  professional  association  fringe  benefits.  Call  collect.  H. 
Pena,  M.D.,  North  Main  Medical  and  Surgical  Clinic,  Assoc.,  3301  North 
Main,  Fort  Worth,  Texas  76106;  817-625-2791. 

GENERAL  SURGEON  NEEDED  to  join  11-man  multi-specialty  group. 
Guarantee  first  year,  then  full  participation.  Clinic  established  in  1917; 
new  building  in  1962.  Located  across  the  street  from  147-surgical-bed 
hospital,  and  10  minutes  from  150-bed  hospital.  Metropolitan  area  of 
56,000:  60  miles  north  of  Dallas,  and  10  miles  south  of  Lake  Texoma.  If 
interested,  send  resume  to:  George  F.  Erzinger,  Clinic  Manager,  P.  O. 
Box  1338,  Sherman,  Texas  75090. 

GENERAL  PRACTITIONERS  NEEDED  immediately  in  small  South 
Central  Texas  county.  New  42-bed  county  hospital  available.  Contact 
Ad-601,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

FAMILY  PRACTITIONERS  NEEDED  to  work  in  clinics  serving  needy 
families  in  Plainview,  Dallas,  and  South  Texas  areas.  Salary  $30,000,  and 
above  plus  malpractice  insurance  and  other  benefits.  For  details  write  or 
call:  Guillermo  Glenn,  Project  CURA,  P.O.  Box  7606,  San  Antonio,  Texas 
78207;  512-732-6249. 

EL  PASO.  TEXAS:  20  man  multi-specialty  group  adjacent  to  a new 
200  bed  hospital,  in  service  area  of  400,000,  seeks  active  GP,  35-45  years, 
with  at  least  5 years  GP  experience,  to  join  group  on  fee-for-service  basis, 
with  eventual  possibility  of  ownership  particiijation.  Emergency  room  and 
industrial  referrals,  complete  modern  offices,  staffing  and  billing  pro- 
vided. Warm  climate,  near  Mexico  and  Taos  Resort  area.  Contact:  T. 
Shelton  Powers,  M.D.,  7000  Fannin  Street,  Houston,  Texas  77025. 

WANTED:  PATHOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  J.  E.  Hogan, 
M.D..  Medical  Director,  Malone  and  Hogan  Clinic,  1501  West  11th  Place. 
Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  Clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  J.  E.  Hogan, 
M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring.  Texas  79720;  telephone  915-267-6361. 


Situations  Wanted 


JUST  OBTAINING  LICENSE  IN  TEXAS;  looking  for  general  prac- 
tice, internal  medicine,  immunology,  allergy.  Hungarian  specialist  of 
internal  medicine  degree,  immunological  research,  naturalized.  Already 
possess  temporary  license  and  will  consider  immediate  emergency  phy- 
sician position.  Please  contact  Louis  L.  Csizmas,  M.D.,  219-522-3922. 

GASTROENTEROLOGIST-INTERNIST,  29,  excellent  university  train- 
ing, tx)ard  eligible,  full  endoscopic  experience,  available  July  1976.  Seek- 
ing associate  or  group  practice  in  and  around  Dallas  or  Houston  area. 
Willing  to  practice  internal  medicine  to  begin  with.  Call  L.  Narayanan, 
M.D.,  313-576-9746  or  write  27300  Parkview  Blvd.,  Apt.  7308,  Warren, 
Michigan  48092. 

OPHTHALMOLOGIST:  Board  certified,  university  residency.  Training 
in  plastic  surgery  of  the  eye;  vast  surgical  experience.  Now  completing 
fellowship  in  retinal  and  vitreous  surgery,  photocoagulation,  fluorescin  an- 
giography, ultrasound,  P32.  Available  July  1976  for  partnership,  group  or 
solo.  Contact  Ad-599,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


BOARD  CERTIFIED  GS  SEEKS  locums  or  preferably  ER  position 
last  of  December  1975  or  January-February  1976,  for  three  weeks.  Please 
reply  to  Ad-602,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

PEDIATRICIAN:  41,  married,  three  children;  board  eligible,  Texas 
license.  Seeks  position  solo,  group,  partnership  or  multi-specialty  practice. 
Available  immediately.  Prefer  Houston,  will  consider  all  locations.  Con- 
tact Ad-603,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  SURGEON  FRCS  (England),  FRCS  (Scotland),  surgical 
residency  in  USA.  ABA  qualified  anesthesiologist.  Would  like  to  combine 
both  specialties  in  rural  small  hospital  with  another  GP.  Prepared  to  share 
major  workload  anesthesia.  Take  calls  in  ER.  Sincere  hard  worker. 
Licensed  DC  Flex.  Florida.  Reply  to  Ad-604,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Buildinpr,  3801  Gaston 
Avenue,  Dallas.  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas,  Texas  76218^ 

MUST  SUBLEASE  — Medical  or  dental  office,  1,100  sq.  ft.,  $450 
monthly.  Carpeting,  drapes,  utilities  and  cleaning  included.  Original 
lease  expires  August  1976.  Contact  Dr.  Robert  Birchall,  1415  Third 
Street,  Suite  602,  Corpus  Christi,  Texas  78404.  612-882-9278  or  412- 
882-8226. 

SPACE  AVAILABLE  in  new  multispecialty  building  for  pediatricians, 
orthopedists,  internists,  obstetricians,  gynecologists,  otolaryngologists,  or 
pediatric  sub-specialists.  Building  has  complete  services  of  pharmacy, 
x-ray,  and  laboratory,  and  is  located  in  medical  complex  adjacent  to  two 
hospitals.  For  information,  write  Larry  G.  Knackstedt,  3435  S.  Alameda, 
Corpus  Christi,  Texas.  Phone  512-855-8201. 

OPTICAL  COMPANY  FOR  SALE  situated  in  metropolitan  area  with 
gross  sales  in  excess  of  $226,000,  incorporated  and  enjoys  established 
clientele,  glasses  and  contact  lenses  dispensed  from  several  offices,  per- 
sonnel including  management  available  to  continue  operations.  Principals 
only  please  reply  to  Ad-697  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin.  Texas  78701.  
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FOR  SALE:  Wish  to  sell  x-ray  machine,  Picker  Meteor,  60  MA,  with 
Bucky,  Fluoro  screen  and  accessories  all  in  {^ood  condition.  Selling  be- 
cause other  facilities  make  it  unnecessary  to  me.  F.  S.  Carruthers,  M.D., 
3714  Lee,  Greenville,  Texas  7B401.  Phone  214-456-6204. 

CLINIC  BUILDING  FOR  SALE  IN  CLEBURNE.  TEXAS.  Offices  and 
examining  rooms  for  three  physicians.  Room  for  clinical  laboratory, 
x-ray  room,  dark  room.  Very  large  reception  room,  three  business 
offices,  mailing  room,  and  large  staff  room.  Large  parking  lot  adjacent 
to  building  is  part  of  property.  City  and  county  acutely  short  of  physi- 
cians. Large  general  hospital  in  city  with  open  staff.  Contact  E.  L. 
Clark,  M.D.,  Santa  Fe  Hospital,  Temple.  Texas  76601. 


FAMILY  PRACTICE  AVAILABLE.  Leaving  practice  to  join  teaching 
staff  in  FP  program.  Solo  practice  in  clinic  with  excellent  coverage 
available.  Gross  $120,000;  99  percent  collection  rate.  Write  or  call  Don 
Freeman,  M.D.,  3232  Broadway.  Garland.  Texas;  214-278-9566. 

OFFICE  SPACE  FOR  LEASE  IN  NORTHEAST  HOUSTON.  2.268 
square  feet  of  office  space  to  accommodate  two  or  three  physicians.  Pre- 
dominately black  area  with  few  doctors.  Adjacent  to  pharmacy.  Office 
includes  patient  waiting  room,  two  reception  areas,  two  doctors  offices, 
lab  and  x-ray.  $200  per  month  per  physician,  plus  utilities.  For  addi- 
tional information  contact  JoAnne  Beakley  or  Tom  Kestler,  Beakley  Phar- 
macy, 10811  Homestead  at  Little  York  Road,  Houston  77016;  phone  358- 
2081  or  633-2200. 


FOR  SALE  OR  LEASE:  Doctors’  Clinic  containing  2800  square  feet 
on  State  Highway  No.  3 in  LaMarque,  Texas,  with  1160  sq.  ft.  apartment 
upstairs.  Near  Galveston  County  Hospital.  Or  will  remodel  to  suit  ten- 
nant.  Call  Texas  City  945-6763. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  resi- 
dentiai  and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  787U6.  Phone  612-472-9261. 


I^AMERICAN  CANCER  SOCIETY 


The  American  Society  For  Dermatologic  Surgery, 
The  American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Inc., 

The  American  Association  of  Cosmetic  Surgeons 

ANNOUNCE 
THE  THIRD  ANNUAL 

Hair  Transplant 

Symposium  and  Workshop 

Multi-discipline  faculty  including:  dermatologists, 
otolaryngologists,  regional  and  general  plastic  sur- 
geons. _ 

Attendance  Limited 

February  13th  and  14th,  1976 

FEE 

The  Stough  Dermatology  and 
Cutaneous  Surgery  Clinic,  P.A. 

Doctors  Park 

Hot  Springs,  Arkansas  71901 

For  further  information,  contact: 

Program  Director,  D.B.  Stough,  III, 

M.D.  at  above  address. 
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Editorials 


MANAGEMENT  OF  DEATH  AND  DYING 

“Death  is  a universal  human  experience  and  one 
of  the  commonest  clinical  syndromes. It  isalso 
in  our  culture  a prohibited  subject.  Death  is  rare- 
ly mentioned  during  our  undergraduate  training 
and  is  often  avoided  in  textbook  discussions  of 
illnesses. 

To  my  mind,  the  complete  physician  must  be 
able  to  treat  the  dying  so  that  his  therapeutic 
management  can  be  of  maximum  benefit.  He 
should  be  able  to  cope  with  age-appropriate, 
emotional  reactions  which  otherwise  will  com- 
plicate histreatment  procedures.  In  otherwords, 
when  we,  as  physicians,  are  caring  for  a patient 
with  terminal  illness,  our  duties  go  far  beyond 
everything  that  may  reasonably  be  done  to  pro- 
long life  and  relieve  physical  suffering.  Al- 
though we  have  a duty  to  do  this,  we  also  have 
the  obligation  to  tell  the  family,  and  usually  the 
patient,  the  clinical  facts  of  prognosis  as  truth- 
fully as  we  know  them.  As  a maxim,  we  might  say 
that  honesty  should  be  tempered  with  optimistic 
uncertainty.  The  physician  must,  because  of  his 
medical,  moral  role,  be  in  charge,  refusing  to 
listen  to  hindsight  orto  recriminations  against 
his  colleagues,  against  the  patient,  the  patient’s 
family,  orhimself  afterthefinal  diagnosis  has 
been  made.  How  well  a doctor  can  do  this  will 
depend  upon  how  well  he  himself  has  thought 
through  the  deeper  problems  of  life  and  death 
as  an  adult  and  as  a caring,  sensitive  being. 

Death  or  imminent  death  is  a crisis  for  the  pa- 
tient, forthe  family,  and  for  the  physician.  As 
great  physicians  have  pointed  out,  the  key  to 
success  in  managingthe  crisis  of  death  lies  in 
one’s  attitude,  and  whether  one  can  be  satisfied 


with  the  “successful  management  of  a death.” 

In  most  instances,  the  physician  and  the  pa- 
tient have  advance  warningthat  death  is  ap- 
proaching. Such  a warning  will  have  many  de- 
grees of  certainty  of  time.  The  physician  must 
resolve  the  enigmatic  problem  of  how  to  inform 
the  patient  of  the  grim  situation  without  injuring 
him. 

The  matter  of  informing  the  patient  about  a 
grave  prognosis  has  received  much  attention  in 
the  medical  press,  and  there  can  be  no  absolute 
answer.  It  must  depend  on  the  patient’s  core 
personality  and  stability  as  much  as  on  the  doc- 
tor’s personality  and  relationship  with  his  pa- 
tient. If  a patient  is  not  informed  (and  it  appears 
that  more  than  70%  of  doctors  do  not  inform 
their  patients  that  they  are  dying),  then  at  least 
the  relatives  should  be  made  aware  of  the  situa- 
tion, if  they  can  handle  it. 

If  a person  is  to  be  informed  of  approaching 
death,  the  physician  must  go  about  the  task  in  a 
fashion  which  will  attempt  to  help  and  not  injure. 
He  should  bear  in  mind  probably  the  following 
points: 

1 . Information  should  be  provided  in  an  open- 
ended  fashion,  that  is,  while  the  physician  may 
indicate  what  his  professional  opinion  is,  he 
should  at  the  same  time  indicate  that  this  opin- 
ion is  no  more  or  less  than  an  educated  estimate 
of  probability  and  that  he  is  not  infallible. 

2.  Information  should  be  faced  positively,  so 
that  the  patient  can  be  informed  of  a reasonable, 
minimal  life  expectancy  ratherthan  probable 
date  of  death. 

3.  Once  the  information  has  been  expressed 
in  this  fashion,  further  explanations  or  informa- 
tion can  depend  on  the  patient.  The  doctor 


132 


TEXAS  MEDICINE 


should  not  “take  off,’’  leaving  the  patient  won- 
dering, “Just  what  did  he  say?’’  Once  the  infor- 
mation has  been  provided  or  put  at  the  dis- 
posal of  the  principals,  the  physician  must  not 
insist  on  repeating  it.  Many  patients  having  ob- 
served the  initial  open-ended  and  positive  ex- 
pression, will  prefer  never  to  mention  the  matter 
again,  to  goon  with  a tacit  understanding  with 
the  physician. 

Most  patients  will  prefer  the  physician  to  be 
absolutely  in  charge  of  the  situation  as  they  see 
it  and  put  themselves  in  his  or  her  hands.  The 
wise  physician  will  follow  such  indications,  and 
listen  to  what  his  patients  say  with  regard  to 
terminating  the  discussion  or  repeating  it. 

As  the  time  of  death  approaches,  the  patient 
is  beset  by  feelings  of  loneliness  and  estrange- 
ment which  may  not  be  unrealistic.  (We  all  know 
of  ourselves  walking  past  the  end  of  the  bed  and 
avoidingthe  patient’s  gaze;  of  nurses  moving  the 
patient’s  bed  to  one  side  in  the  unit  and  all  of  the 
treatment  team  “goingthrough  the  motions.’’) 
And  forthis  reason,  the  physician  should  en- 
courage the  family  to  call  up  their  reserves  to 
help  relieve  the  patient’s  anxiety.  With  the  pa- 
tient’s permission  he  might  enlist  the  help  of  a 
clergyman,  if  this  has  not  already  been  done, 
and  work  with  him  in  providingthe  spiritual  sup- 
port which  a terminal  situation  might  require. 

What  should  one  tell  cancer  patients?  In  re- 
sponse to  a questionnaire  sent  to  219  physi- 
cians, almost  everyone  had  difficulty  with  “what 
to  tell  cancer  patients.’’  Of  those  responding, 
90%  indicated  a preference  for  nortellingthe 
patient  that  he  or  she  had  cancer.^  Although 
clinical  experience  was  cited  by  three-quarters 
of  respondents  as  the  major  policy  determinant, 
the  data  bore  no  relationship  to  the  experience 
of  the  doctor  or  to  his  age.  Instead,  the  data 
showed  inconsistencies,  opinionativeness,  and 
resistance  to  recent  clinical  advances  indicating 
that  doctors  have  emotional  hang-ups  and  irra- 
tional personal  judgments  which  provide  the  de- 
terminants of  what  to  tell  their  patients  with 
cancer.  Feared  reaction  to  telling  the  patient. 


for  example,  suicide,  could  rarely  be  substan- 
tiated and  undocumented  assumptions  were 
given  as  justifications  fortellingthe  patient  he 
or  she  had  cancer.  Underlying  such  assumptions 
were  feelings  of  hopelessness  and  pessimism — 
a futility  about  the  diagnosis  in  cancer.  Pre- 
sumably these  strongfeelings,  mobilized  by  the 
doctors’  deep  and  serious  concerns  for  their 
patients,  stimulated  denial  mechanisms. 

Physicians  today  are  beginning  to  grapple 
with  this  problem.  The  fact  that  we  are  prepared 
to  verbalize  it  is  a desirable  and  hopeful  trend, 
such  that  in  dealing  with  our  patients  who  are 
approaching  death  we  must  willingly  and  gently 
tell  the  patient  some  of  what  we  think.  In  the 
final  analysis,  what  we  say  will  be  determined  by 
techniques  of  management  of  dying  as  well  as 
native  wit. 

Gordon  B.  Burnett,  MD,  ChB,  Houston. 
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Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3 5 mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  )Afarning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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“Can  I Drive  Now,  Doc?” 

Dear  Ms.  Baker: 

Dr.  Dale  E.  Fuller’s  letter  {Texas  Medicine,  Oc- 
tober 1975),  brought  up  the  difficult  situation  in 
which  the  patient  asks  the  physician,  "When  can 
I start  driving  again?”  The  TMA  Committee  on 
Rehabilitation  has  been  concerned  about  the 
problem  for  some  time,  and  recently  the  com- 
mittee has  taken  the  following  action: 

Our  committee  met  on  May  1,  1975,  with  Mr. 
Walter  Roberts,  inspector  with  the  Texas  Depart- 
ment of  Public  Safety.  Mr.  Roberts  explained  that 
there  was  no  requirement  for  drivers  to  notify 
the  Department  of  Public  Safety  should  a signifi- 
cant medical  or  physical  disability  occur  before 
the  date  of  reapplication  (every  four  years  for  an 
operators  license). 

After  that  meeting,  our  committee  wrote  to  Mr. 
Roberts,  explaining  that  physicians  frequently 
are  approached  by  patients  who  wish  to  drive 
despite  medical  or  physical  disabilities  which,  in 
the  physician’s  opinion,  might  not  allow  them  to 
operate  a motor  vehicle  safely.  Frequently,  the 
physician  learns  that  these  patients  insist  on  driv- 
ing despite  the  objections  of  their  families  and 
physicians,  placing  the  physician  in  a position  of 
wanting  to  protect  other  drivers,  but  feeling  that 
he  has  no  authority  to  intervene. 

Our  committee  recommended  that  the  DPS  re- 
quire self-reporting  of  significant  medical  or 
physical  disabilities  by  applicants  for  licensure 
and  relicensure,  with  the  understanding  that  such 
a rule  would  not  force  drivers  to  obey  the  require- 
ments, but  would  give  the  patient’s  family  and 
physician  some  mechanism  by  which  they  could 
dissuade  the  patient  from  hazardous  operation  of 
a motor  vehicle. 

On  Oct  4,  1975,  Mr.  Roberts  again  met  with  our 
committee,  and  said  that  our  recommendations 
had  been  accepted  and  that,  with  the  printing  of 
a new  drivers  license  application,  on  all  original 
and  renewal  applications  the  applicant  would  be 
required  to  agree  by  sworn  statement  to  report 
the  development  of  any  physical  or  mental 
change  in  his  ability  to  operate  a motor  vehicle. 
The  committee  also  asked  that  Mr.  Roberts  pro- 
vide a copy  of  the  present  physician’s  medical 


reporting  form  used  by  the  Medical  Advisory 
Board  of  the  Department  of  Public  Safety.  The 
committee  will  review  this  form  to  ensure  that 
the  physician  completing  it  will  be  made  aware 
that,  in  addition  to  recommending  (or  not  rec- 
ommending) approval  for  a patient’s  license  to 
operate  a motor  vehicle,  he  might  also  be  able 
to  recommend  a repeat  road  test.  Furthermore, 
for  those  conditions  which  might  be  expected  to 
deteriorate  with  time,  he  may  also  be  allowed  to 
suggest  or  to  recommend  continual  retesting. 
Shelly  E.  Liss,  MD,  Houston,  Chairman, 

TMA  Committee  on  Rehabilitation. 

Thanks! 

Dear  Ms.  Baker: 

I wonder  if  I could  have  your  permission  to  reprint 
"Personal  Finance  for  the  Self-Employed  Profes- 
sional: Annuities”  written  by  Harold  A.  Wolf,  PhD, 
in  the  August  issue?  It  is  an  excellent  article. 

While  I am  at  it,  I want  you  to  know  that  I con- 
sider Texas  Medicine  one  of  the  best  state  jour- 
nals in  the  country. 

J.  Alfred  Fabro,  MD,  Editor, 

Connecticut  Medicine 
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}Ne  must  discipline  our  own  ranks 


The  medical  profession  always  has 
claimed  the  right  to  keep  its  own  ranks 
free  from  incompetents,  addicts, 
criminals,  and  those  whose  behavior 
otherwise  falls  short  of  professional 
conduct.  For  the  most  part,  we  in  Tex- 
as are  doing  a good  job,  but  we  can 
do  better. 

The  real  clout  lies  with  the  Texas 
State  Board  of  Medical  Examiners. 

On  the  other  hand,  it  is  clearly  the  re- 
sponsibility of  the  county  medical 
society — the  local  physicians — to  han- 
dle grievances  promptly,  fairly,  and  in 
accordance  with  established 
procedures. 

Therein  lies  one  big  problem:  In 
some  areas,  grievances  are  so  rare  that 
when  one  does  occur,  no  one  quite 
knows  what  to  do  about  it. 

The  Board  of  Councilors  proposes 
to  begin  providing  “how  to”  informa- 
tion to  help  county  societies  give 
prompt  and  proper  attention  to  com- 
plaints. Most  complaints  are  simply 
misunderstandings  and  have  nothing 
to  do  with  the  physician’s  medical 
competence,  but  they  should  be  re- 
solved with  care  and  courtesy. 

The  Board  also  recommends  that 
each  county  society  report  annually  to 
the  Board  of  Councilors  statistical  in- 
formation on  all  complaints  and  their 
disposition.  In  the  event  that  disci- 
plinary action  is  taken  against  a phy- 
sician, his  name  would  automatically 
be  included  and  reported  to  the  Texas 
State  Board  of  Medical  Examiners. 
Complaints  against  nonmembers  of 
the  county  society  or  TM  A would  be 
referred  promptly  to  the  Texas  State 
Board  of  Medical  Examiners. 

We  also  need  a formal  mechanism 
whereby  knowledge  of  incompetence, 
addiction,  or  other  conditions  which 


would  limit  a physician’s  ability  to 
provide  quality  medical  care  can  be 
available  to  those  who  need  such  in- 
formation in  order  to  protect  the 
public. 

It  would  be  more  pleasant,  of  course, 
if  these  always  difficult,  often  heart- 
breaking, and  occasionally  ugly  situa- 
tions did  not  exist,  but  they  do.  We 
have  no  choice  as  to  whether  or  not  we 
act,  but  we  can  choose  procedures  that 
will  be  effective  and  will  assure  pa- 
tients that  they  may  expect  conscien- 
tious and  competent  medical  care  from 
Texas  physicians. 


Nym  L.  Barker,  MD,  Paris,  President, 
Texas  Medical  Association. 
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SPASM  M INSOMNIA 

Matropinal  “ Forte  Inserts 


• Selective  control  of  G.l.  Spasm 

• Fast  acting  sedation 

• Abuse  resistant  formula  and  dosage  form 

• No  written  Rx  required 

• Low  patient  cost 


In  those  situations  where  nervous  ten- 
sion is  manifested  as  G.l.  hypermotility 
and  spasm,  Matropinal  Forte  In- 
serts may  be  useful  to  control  the 
spasm  while  providing  much- 
needed  rest  for  the  patient. 
And  because  Matropinal 
Forte  Inserts  is  a suppository, 
there  is  less  abuse  potential 
— less  danger  of  it  being 
used  as  a crutch.  Matro- 
pinal Forte  is  also  available 
in  tablet  form  for  use  when  the 
physician's  knowledge  of  the 
patient  obviates  the  need  for  an 
abuse-resistant  dosage  form. 

Brief  summary: 

Composition:  Each  Forte  Insert  — Homatropine 
Methylbromide  10  mg,,  Pyrilamine  Maleate  8 mg,, 
Pentobarbital  90  mg,.  Each  Forte  Tablet  — Homa- 
tropine Methylbromide  10  mg.,  Methapyrilene  Euma- 
rate  12.5  mg,.  Pentobarbital  90  mg.  (Warning  May  be 
habit  forming.)  Indications:  Matropinal  dosage  forms 
are  indicated  for  their  anticholinergic  and  sedative 
actions  in  nausea  and  vomiting,  smooth  muscle  spasm 
including  pylorospasm,  gastroenteritis,  irritable  colon  and 
diarrhea:  in  selected  cases  of  duodenal  and  peptic  ulcer. 
Contraindications:  Sensitivity  to  individual  ingredients: 
porphyria  or  familial  tendency:  severe  hepatitis  or  renal  dis- 
ease Precautions:  Use  cautiously  In  patients  v/ith  liver  disease. 
Use  only  under  direct  physician  supervision  in  the  presence  of 
narrow  angle  glaucoma  and  prostatic  hypertrophy.  Adverse 
Reactions:  In  susceptible  individuals,  dry  mouth,  blurred  vision  or 
drowsiness.  Observe  caution  in  operating  machinery.  Dosage: 
One  or  two  Forte  Inserts  rectally  or  one  or  two  Forte  Tablets  every 
4 to  6 hours,  depending  on  the  degree  of  sedation  required. 
Individualize  dosage, 

l-  jf;.,.  CAUTION:  Fed  eral  law  prohibits  dispensing 
, without  prescription.  Write  for  literature  and 
samples.  See  your  PDR  for  full  prescribing 
'■/M  'is  information  on  all  Matropinal  dosageforms. 
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